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Abstract 
 

In this Master thesis, spiritual needs are explored. Background presents the concept of 

spirituality, the existence of spirituality in nursing history, theory and practice. Spirituality is 

interpreted as characteristics that enable a human-being to transcend (exceed) internal 

limitation (presented by human body and soul: intellect, emotions) and/or external limitation 

(time, place, ideologies, culture etc.) to be able to live according to accepted ultimate values, 

to fulfil life mission, to realize the optimal potential and to connect. Second focus of this 

master thesis is spiritual needs. First a literature study of nursing researches about spiritual 

needs is done. Four articles matched criteria for the literature study. The literature study 

showed that there is no uniformed understanding of spiritual needs. There seems to be cultural 

differences in perception of spiritual needs as well as differences between patients’ versus 

nurses’ perception of spiritual needs.  Beside literature study a qualitative-quantitative 

research made by a descriptive survey was conducted. The research aimed to find out 

Slovenian nurses’ perception of spiritual needs. The research method is a manifest content 

analysis combined with a descriptive statistical method. The result of research shows that 

most of the Slovenian nurses are probably uncertain/unaware of spiritual needs, that there is a 

high probability that many equate spirituality with religion and that a respective number of 

them seems to place psychosocial needs in spiritual realm as well as in psychological realm.  
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INTRODUCTION 
 

A human-being is a complex being that tends to investigate himself and his 

environment through his whole life. He does this by playing, learning and working, 

through science and art. A big part of this research is about himself. We want to know 

who we are, we try to get answers to ontological questions such as: what is life, what 

is its sense and purpose, when does it start and end, what happens after death etc. 

Since searching for these answers means profound and lasting mental activity, dealing 

with these kinds of questions is not incessant. However, there are periods of life when 

these questions come to focus as a rule. That happens during existential crisis that can 

be customary (adolescent and mid-age crisis), or exceptional (in the time of stressful 

meaningful events such as illness, separation etc.). Nursing literature delineates the 

second type of existential crisis in connection with spirituality, saying that when a 

person faces emotional stress, physical illness or death, the spiritual dimension comes 

into focus. 

Spirituality has become a theme we do not discuss easily in our culture. Some authors 

deal with this fact when finding that through the history the Western society changed 

from incorporating spirituality in everyday language and lifestyle to the scientifically 

based, positivistic attitude which rejects spiritual matters for its incapability of 

scientific objectification and treatment.  

 

Berger writes about the repression of transcendence in modern consciousness and sees 

this repression as socially and culturally institutionalised in schools and colleges, in 

the media and even in the language of everyday life.  

Despite this declinatory attitude ten large-scale surveys in Great Britain, the United 

States of America and Australia (done 1962-1987) found that thirty to forty per cent 

of the adult population claimed that they had some sort of spiritual experience at least 

once in their lives. That is, they felt themselves to be aware of, or influenced by a 

sacred power or presence, even though they did not always name that power or 

presence. Further, in-depth studies have shown that over sixty per cent of those 

interviewed claim to have been aware in such a way. This, according to author, 

contrasts with the popular impression of the spiritually minded person needing faith as 

a prop and possibly being slightly neurotic. However, as Hay found there was a 



Lucija Matič, Spiritual needs                                                                                  2/72 

 2

marked reluctance on the part of those who admitted spiritual experiences to talk 

about them to others because of the fear of being accused of being disturbed or even 

mad (Hay cited in Rolph 1991, Hay cited in Narayanasamy 1999a). This means that 

spirituality is not perceived just as a philosophical or theological concept. 

Orley agrees with that when he states: “Many people, during life, have had 

experiences, which convince them that there is a force or energy outside and beyond 

themselves. They are described as differing from their everyday physical, mental and 

emotional experiences, and belonging to a spiritual dimension. The spiritual 

dimension was specifically mentioned within a World Health Assembly resolution in 

1984 as a possible motivating force in the global strategy of Health for All. The 

search for something beyond our physical selves will always continue, and this 

process of exploration will surely enrich mankind” (Orley, 1994 p2). 

In congruence with Hay’s findings of spiritual experience not being so rare as well as 

that fear of revealing them is justified, Eeles et al. (2003) made a study of how nurses 

distinguish between spiritual experiences and psychosis, since according to authors 

those two have many aspect of form and content in common.  

However, there is a difference between spiritual experience and spirituality. In this 

Master thesis spirituality will be discussed in a sense of characteristic that is common 

to all people without necessary ever having “spiritual experience”. 

 

Modern declinatory attitude towards spirituality appears to be changing, since some 

countries like Great Britain tends to implement spirituality in a curriculum of 

secondary schools and higher education on national level (Brown 1998, Watson 

2001). The other sign of change is people’s diminished trust in highly scientific and 

technological health care of the Western society and consequently increasing search 

for alternative source of healing and turn to Eastern philosophy. It has become 

fashionable despite the lack of verification and control over alternative medicine and 

despite many cases of severe abuse and even noxious affects of such treatments. 

Others, if not turning away from the Western medicine, at least show dissatisfaction 

with its impersonal attitude. Since Slovenia is still under the inheritance of 45 years of 

Marxism and communism, I would dare to say that all that is valid for the Western 

society with positivistic outlook to the world is even reinforced by ideology that 

denies spiritual/religious importance and practices public atheism. 
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What is missing in the nursing debate concerning presence of spiritual awareness is a 

trans-cultural approach. An entirely neglected fact of those who are exploring 

spirituality in nursing is that other cultures like Arab, Afro-American etc. do not 

appear to share attitude of the Western culture towards spirituality, meaning that 

spirituality is the core of their existence, consciousness, behaviour and everyday life. 

That is seen from nursing literature which deals with trans-cultural nursing (Resick et 

al. 1997, Lafrey et al. 1998). Most literature addressing spirituality is regretfully 

written exclusively from a Western culture viewpoint. 

 

Despite observable Western culture’s avoiding attitude, spirituality is acknowledged 

in International health care institutions at least on a declarative level. 

 

Spirituality in contemporary definitions of health 

 

World Health Organisation (WHO) has defined health as a state of 

complete physical, mental, spiritual and social well-being and not 

merely the absence of disease or infirmity (WHO, Executive Board 

Meeting Document 101. Geneva, January 19-27, 1998). « 

http://www.icn.ch (2004) 

International Council of Nurses (ICN) believes health is a basic 

human right, and ascribes to the World Health Organization 

(WHO) definition of health as a dynamic state of being 

involving mental, emotional, social and spiritual well-being 

(WHO, 1998). « http://www.icn.ch (2004) 

There are other definitions of health or health care including spirituality and can be 

found on WHO website. « http://www.who.int.  

Although in health care and nursing the importance of spirituality is declaratively 

recognised, exactly what spirituality means has remained rather amorphous. The 

Western society is now trying to place spirituality in a rational frame so it could be 

implemented in theories, education and practice, in order to achieve holistic care for 

people.  
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Semantic analysis of spirituality 

 

Various authors present linguistic and historical definition of the word spirit. 

According to Golberg (1998), “Ruah”, the Hebrew word for spirit translates as wind, 

breath and exhalation. Thus spirit is the life force that motivates people. The opposite 

of an enlivened, motivated person might be described as dispirited or uninspired. 

Using the Hebrew definition, spiritual people (who are filled with the spirit) are far 

from worldly issues, but actively committed to life. In Hebrew, spirit is opposed to 

death, destruction and negative aspects of the law, such as imposition, fear and 

punishment. Spirit is understood to be within the body, providing the life force, acting 

through it and motivating action.  

Linguistically, spirituality is derived from the Latin word »spiritus«, meaning, 

essential part of the person (Baldacchino & Draper, 2001), ‘breath, make alive’, 

which suggests a broad concept of the essence of life (Strang et al. 2002).  

Spirit in Dictionary of Philosophy is according to Goddard (2000): “breath, life, soul, 

mind; an animating end energizing principle of Cosmos; a disembodied or incorporeal 

conscious being; a super sensuous, ideal order of being or realm of mind; the 

intellectual, rational, poetic, aesthetic, moral, holy, divine”. 

Nursing is linked to spirituality when the word „nurse“, comes from a Greek word 

meaning: “nurturing of the human spirit” (Siedl et al. in Shih et al., 2001). 

In ancient Greek there are expressions for human dimensions: soma (body), psyche 

(soul), pnevma (spirit) (Ivančič, 1998). In Greek culture, spirit is opposed to body and 

material reality (Golberg, 1998). 

 

AIMS AND PROBLEMS OF MASTER THESIS 
 

The overall aim of the master thesis is to define spiritual needs. 

 

The specific aims are: 

1. to describe nursing understanding of the concept of spirituality 

2. to explore nursing research about spiritual needs 

3. to survey knowledge of the Slovenian nurses about spiritual needs  
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BACKGROUND 
 

Before exploring spiritual needs, the author wishes to clarify what spirituality is. This 

is in congruence with first aim of a study. In the background explanation of the 

concept of spirituality and exploration of spirituality in nursing history, theory and 

practice are presented. Finally, a proposed definition of spirituality is given. The 

majority of literature is secondary sources. The matrix of the used literature is 

presented in Appendix 2. 

 

Discovering and understanding of what spirituality is, was like a process of searching 

the end of a rainbow. When it looked that authors have found the words to define 

what spirituality is, other authors defended the opposite view or added some 

important issues. Analysis and synthesis proved to be very difficult. Still, some 

commonalities beside differences could be found and comprehensible entirety could 

be derived. 

 

1. SPIRITUALITY AS CONCEPT  

 

Language, approach and understanding of spirituality are far from being uniformed 

among nursing professionals. 

In most definitions authors use noun to define spirituality, such as: energy/force, 

approach, need, central artery, quality, propensity, being. 

Others use verb to define spirituality, such as: search, finding, maintaining. 

 

When analysing definitions of spirituality, authors categorised different definitions of 

spirituality. Instead of clarifying the concept, this has even enlarged the ambiguity. 

Authors used different categorisations as well, so according to Coyle (2002), the 

analysis identified three approaches to the concept of spirituality in literature. These 

were termed:  

• The transcendent (some form of transcendence is seen as an essential 

feature of spirituality) 

• the value guidance (spirituality is held to reside in any firmly held 

value that gives life meaning and purpose) and  
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• the structuralist-behaviourist approaches (they focus on reproduced 

actions and behaviours associated with the organized religion). 

 

Fry (1992) categorised spiritual definitions in four categories: personal transcendence, 

interpersonal relationships, transpersonal realm and all of the above.  

There are authors who categorised definitions of spirituality according to their 

ideology, claiming that at the extreme left spirituality is based on religious and theistic 

ideals, while at the extreme right it is based upon secular, humanistic and existential 

base. The middle way contains elements of both, but not as fundamental or radical 

(McSherry, Cash 2004). 

 

Instead of categorisation of definitions, author used a different method of analysis. 

Analysis searched for all elements incorporated in definitions/descriptions of 

spirituality. Analysis gave 9 elements of spirituality in definitions of spirituality. 

Nursing definitions/descriptions of spirituality include one or a combination of 

presented elements: 

 

 Element  Number of definitions/descriptions 

that included element 

1 Transcendence 7 

2 Aesthetic/ethics, value 4 

3 Religion 6 

4 Connection/Relationship 6 

5 Freedom 1 

6 Energy/power 4 

7 Life philosophy/approach (faith, believe) 4 

8 Awareness 1 

9 Purpose/meaning 8 

Table 1, Elements in definitions/descriptions of spirituality 

Some of the spirituality definitions/descriptions are presented below: 

 

• “Spirituality includes many possible ways of finding meaning in life 9 and 

maintaining a relationship with a power greater than oneself 4, 6. 
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Transcendence 1, connectedness with a higher power, seeking self-

understanding and meaning are concepts incorporated in most current 

theoretical descriptions of spirituality” and concludes that spirituality allows 

us to liberate 5 ourselves from the encroachment on our personal freedom that 

is imposed by civilization (Friedermann et al, 2002); 

• Spirituality is integrative energy 6 (Goddard 1995, 2000);  

Other definitions the same author uses are: Spirituality is an energizing force 6 

that propels individuals to reach their optimal potential. Spirituality is an 

approach to life 7 (Moore in Goddard, 1995); Spirituality may be elusive, 

inexplicable, or merely philosophical, but because it creates order out of chaos, 

sense out of madness, or harmony out of disharmony, it is indispensable in 

nursing care (Neuman in Goddard, 1995); 

• The concept of spirituality has been synthesized with nursing care to produce 

an overarching concept of connection 4 (Golberg, 1992); 

• Spirituality is a personal search for meaning and purpose in life. 9 (Tanyi, 

2002). Other definitions proposed by author: Spirituality is an inherent 

component of being human, and is subjective, intangible, and 

multidimensional. 

 

The following authors widened/deepened spirituality definition stating that: 

 

• Spirituality is not just a search for meaning and purpose in life 9. It includes 

transcendence 1, immanence 7 and communion 4 (Kendrick, 2000); 

 

• Spirituality is: a need to find meaning, purpose 9 and fulfilment in life, 

suffering and death, hope/will to live and the need for belief and faith in self, 

others 7 and God 3 (definition proposed by Renetzky in Ross, 1994); 

• Spirituality has been regarded as a central “artery” 6 which permeates, 

energises and enlivens all other dimensions of an individual and around which 

values, thoughts, decisions, behaviour, experiences and ultimate concerns are 

centred (Brewer in Ross, 1995). 
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The following table presents definitions of spirituality according to McSherry and 

Cash study (2004): 

Author/year Definition of spirituality according to author 

 

Stoll, 1929 ‘‘Spirituality is my being; my inner person. It is who I am–unique 

and alive. It is me expressed through my body, my thinking, my 

feelings, my judgments, and my creativity 2. My spirituality 

motivates me to choose meaningful relationships and pursuits 4. 

Through my spirituality I give and receive love; I respond to and 

appreciate God 3, other people, a sunset, a symphony, and spring. I 

am driven forward, sometimes because of pain, sometimes in spite 

of pain. Spirituality allows me to respect myself. I am a person 

because of my spirituality motivated and enabled me to value, to 

worship, and to communicate with the holy, the transcendent. 1’’ 

 

Murray and Zentner, 1929 ‘‘A quality that goes beyond religious affiliation, that strives for 

inspirations, reverence, awe 2, meaning and purpose 9, even in those 

who do not believe in any good. The spiritual dimension tries to be 

in harmony with the universe, and strives for answers about the 

infinite, and comes into focus when the person faces emotional 

stress, physical illness or death.’’ 

 

Males and Boswell, 1990 ‘‘It is not easy to define spirituality since it concerns the way in 

which men and women may understand their existence 7 and the 

action which comes from an understanding; the knowledge of things 

both within an individual and of the existence and importance of 

things beyond him or her. It is important to point out this knowledge 

is not the grasp of intellectual facts but rather a reverence for 

mysteries of life which no-one can fully understand. It is not, 

therefore, something which can be regarded as being unattainable for 

people with learning difficulties.’’ 

 

 

Reed, 1992 ‘‘Specifically spirituality refers to the propensity to make meaning 9 

through a sense relatedness to dimensions that transcend the self in 

such a way that empowers and does not devalue the individual 1. 

This relatedness may be experienced intrapersonally (as a 

connectedness within oneself), interpersonally (in the context of 

others and the natural environment) and transpersonally (referring to 

a sense of relatedness to the unseen, God, or power greater than the 
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self and ordinary source) 3, 4 ’’ 

 

Tanyi, 2002 ‘‘Spirituality is a personal search for meaning and purpose in life 9, 

which may or may not be related to religion 3. It entails connection 

to self-chosen and or religious beliefs 4, values 2 and practices that 

give meaning to life 9, thereby inspiring and motivating individuals 

to achieve their optimal being. This connection brings faith, hope, 

peace, and empowerment. The results are joy, forgiveness of oneself 

and others, awareness and acceptance of hardship and mortality, a 

heightened sense of physical and emotional well-being, and the 

ability to transcend beyond the infirmities of existence. 6’’ 

 

Table 2, McSherry & Cash (2004) study of definitions of spirituality 

 

Beside different view points (theological, ideological, philosophical) and different 

width of focus, we find a  biological approach of understanding spirituality, when 

according to Narayanasamy (1992): “Spirituality is rooted in awareness 8, which is 

part of biological make up of human species. Spirituality is therefore present in all 

individuals and may manifest as inner peace and strength derived form perceived 

relationship with a transcendent God/ultimate Reality 3, or whatever an individual 

values as supreme. The spiritual dimensions evoke feelings, which demonstrate the 

existence of love, faith, hope, trust, awe and inspirations, therein providing meaning 

and reason for existence.” 

 

If we accept that elements from Table 1 are elements of spirituality, then analysis of 

spirituality definitions show that authors include just one or an incomplete 

combination of spirituality elements. The second often evident fact is that some 

authors define spirituality to be just one of the elements of spirituality, while the rest 

elements are subordinated. An example of that is a definition of spirituality given by 

Tanyi (2002) in table 2.  

 

A definition of spirituality that would be universal was not evident in the selected 

literature. 

 

So McSherry and Cash’s (2004) worries that because of the amount of existing 

definitions, there is a danger that the word becomes so broad that it loses any real 
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significance, is very realistic. Authors express doubts about possibility of creation of 

the universal definition of spirituality and they suggest that the debate surrounding 

spirituality may move from cognitive and academic process to the one that embraces a 

social practice (McSherry & Cash 2004). 

 

Despite possible difficulties with defining the spiritual it is not necessary to reach a 

consensus before agreeing on some of its elements. Literature includes these elements 

of spirituality:  

Transcendence, Aesthetics, Ethics, Religion, Connection, Freedom, Energy, Life 

philosophy, Faith, Believe, Belief, Awareness, Purpose, Meaning, Will to live 

(including life after death -immortality), Hope, Love, Forgiveness, Empathy, 

Imagination and Inspiration. 

 

Transcendence is described multidimensional as: 

Intrapersonal: a capacity for inner knowing and a source of inner strength, a resource 

always present, reaching beyond personal boundaries and attaining a wider 

perspective, (Coward in Tanyi, 2002). 

Interpersonal: a connectedness to others and the natural environment for social 

support (Reed in Baldacchino & Draper, 2001) 

Transpersonal: a connectedness to higher power or consciousness, to the unseen, to 

God, or to the power greater than the self and ordinary resources for empowerment 

(Reed in Baldacchino & Draper, 2001). 

Other authors are speaking about two interconnected dimensions: the vertical 

dimension of the personal relationship with the transcendent (God, higher 

consciousness, etc.) and the horizontal dimension of relationships with oneself, other 

people and the natural world (Stoll in Coyle, 2002). 

Haase et al. cited in Baldacchino and Draper (2001) state that connectedness is 

viewed as 'richer than social support as it is a significant, shared and meaningful 

personal relationship with another person, a spiritual being, nature or perhaps an 

aspect of one's inner self'. 
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1.2. Effects of/on spirituality 

 

Literature seems to acknowledge the benefit of spirituality to health. But there is not 

much data of noxiousness of spirituality. With the exception of Ross, all authors 

alleged positive effects. Ross (1994) mentions that in her clinical practice she could 

observe that patients, who do not appear to have much physically wrong, but seem to 

give up the will to live, die; where on the other hand, there are patients who despite 

terrible diagnoses and prognoses, seem determined to pull through and do so. The 

phenomenon is not so rare and probably the majority of nurses could remember both 

phenomena from their practice. Ross (1994) delineates that the effect of spirituality 

may have even fatal consequences, saying that a wide-spread documentation gives 

evidence of the fact that without hope death can result. For instance, both animal and 

human studies show that prolonged and repeated encounters with situations in which 

the outcome is independent of all voluntary responding, produce hopelessness. The 

end product of this is death. Such instances include voodoo death and concentration 

camp experiences. Furthermore, although a casual link is difficult to identify 

researchers noted higher mortality rates in elderly people who had been involuntary 

institutionalised. It is because of its often drastic effects that 

helplessness/hopelessness has been appropriately termed “passive suicide”. 

 

Many quantitative and qualitative studies have been made to observe effects of 

spirituality. Researchers perceived and documented effects of spirituality on 

health/disease as well as effect of health/disease on spirituality. Here, the summary of 

research findings is presented. 

 

Effects of spirituality: 

 

On body 

Friederman et al. (2002) cited authors who found out that the healing power of prayer 

may lower blood pressure (Larson et al., Koenig), reduce stress before surgery 

(Saudia et al.), enhance cancer treatment (Lambe et al., Ramon et al.) or lift 

depression and improve immune status in AIDS patients (Adair et al., Carson & 

Green). 

On soul: 
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Tanyi (2002) cited authors who claim that other benefits of spirituality indicated by 

research include a restored sense of well-being and a recovery from psychological 

conditions, such as sexual abuse, substance abuse, and homelessness (LaNae & 

Feinauer, Shuler et al., Kennedy et al., Brome et al.). 

Tanyi (2002) writes that Walton studied 13 individuals' perceptions of spirituality's 

influence on their recovery from acute myocardial infarction. Spirituality provided the 

participants with peace, hope, strength, and a sense of well-being, which facilitated 

their recovery. 

 

Effects on spirituality: 

 

It was found that some patients considered AIDS as 'a challenge, a way to reorder 

priorities, to take a better care of self and to cherish themselves more than in the past'. 

Additionally, some gave a positive meaning to AIDS. Hafen et al. explain that 

spirituality may help individuals to interpret crisis in a 'growth-producing way' and as 

a result, illness may be used as a means of spiritual growth. (Baldacchino & Draper, 

2001). Miller examined a sample of 64 adults with rheumatoid arthritis and found that 

they expressed higher levels of spiritual well-being when compared with 64 healthy 

adults in a control group (Miller in Strang at al. 2002). 

 

All presented findings are from literature reviews, so methodology and measure 

instrument are not known. It is also unknown how spirituality was defined in those 

researches (which elements/attributes of spirituality were included), so deeper 

analysis or evaluation is not possible. 

 

For conclusion, Martsolf and Mickley’s understanding says that according to studies, 

one could assume that spirituality is a powerful resource that can ameliorate suffering 

during illness, thereby fostering peace and the ability for individuals to harness the 

mystery of the unknown with positivism and grace. Unfolding experiences, such as 

the loss of significant relationships may facilitate creation of spiritual awareness and 

transformation” (Martsolf & Mickley, 1998).  
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2. SPIRITUALITY IN NURSING  

 

Here the Master thesis explores the concept of spirituality within nursing history, 

theory and practice. There are many articles that explore other focuses of spirituality 

within nursing, but are not presented here such as spirituality in nursing education, 

management, mental nursing etc. 

 

2.1. Spirituality in nursing history  

 

In the ancient history the role of the priest and healer were combined in diverse 

cultures: Ancient Egypt, Babylonia and Assyria, Palestine, China, India and Greece 

(Dawson 1997, Goddard 2000, Narayanasamy 1999b). Dawson (1997) and 

Narayanasamy (1999b) listed some historical examples of famous healers/priests such 

as Imhotep (Ancient Egypt), Fu-His (Ancient China) and Christian apostles.  

Ethnographic studies of cultures that did not establish contact with 

“developed/civilised” society (shamans/medicine man in parts of Africa and Latin 

America), confirm that the role of the priest and healer is combined in those societies. 

  

According to Dawson (1997), Goddard (2000) and Narayanasamy (1999b), a gradual 

separation of the art of healing from its spiritual base may be traced to the early Greek 

thinkers, saying that while Hippocratic medicine remained sensitive to the spiritual 

aspects of healing, it was influencing the move from divine to a physical origins of 

illness. The existence and the role of professional nursing during this period are not 

clear.  

 

Christianity according to Carson in Narayanasamy (1999b) had been significant in 

expanding the role of nurses. Deaconesses and later Roman Matrones and 

brotherhood Parabolani were the earliest groups of nurses around 250-350 AD (Dolan 

et al. in Narayanasamy, 1999b). Focus of care was consistently holistic, with 

caretakers defining their role primarily in spiritual terms, rather than scientific or 

technological terms (Seymour in Narayanasamy, 1999b).  
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Dawson (1997) claims that with the renaissance the split between body and soul 

(medicine and religion au. note) became a chasm, until spirituality was redefined as 

unscientific, superstitious and latterly by Freud as a residue of repressive neurotic 

ideas. Nevertheless, Narayanasamy (1999b) finds some examples in that period where 

holistic practice continued under conduct of St Vincent de Paul, who was a founder of 

many charitable organisations such as Society of Missionaries and Sisters of Charity. 

According to her, in the period of 18th and 19th Century deplorable social conditions 

and generally inadequate secular nursing and medical care were in contrast with good 

hospital nursing provided by religious orders. Inadequate secular nursing of that time 

benefited from the powerful influence of Florence Nightingale (Narayanasamy, 

1999b). 

 

Although nursing has its roots in spirituality (Narayanasamy, 1999; Goddard, 2000), 

the link between these two elements had become less obvious when modern medicine 

began to make its impact on health care at the turn of the 19th century.  

According to Narayanasamy (1999b), since the 1980s nursing began to return to its 

traditional roots in spirituality with a steady flow of interest in the topic. She claims 

that although scientific and technological changes compelled 20th century nursing to 

focus on biological needs of people, there has always been a group of nurses who 

retained the holistic traditions where the emphasis was on the whole person. However, 

she does not specifically mention them. 

 

Goddard (2000) concludes that it is the inability of modern science to provide answers 

to many questions of ultimacy, philosophy, noumenology and eschatology that have 

caused attention to be refocused on spirituality and tangentially on religion. She 

claims that the recent resurgence of interest in non-medical sources of healing as 

alternatives or adjuncts to allopathic medicine lends support to the claim of growing 

dissatisfaction with medical scientism and opens the door for a return to holism, a 

spiritual reawakening, and a medico-spiritual renaissance. 

 

At present, some authors like Stoll, Shelly & Fish, Bradshaw, Carson, Berkhof and 

Richardson present spirituality out of religious perspective, while others Burnard, 

Pearson & Vaughan and Narayanasamy explain spirituality from an existential 

position (Narayanasamy, 1999b). 
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2.2. Spirituality in nursing theories and conceptual models 

 

Oldnall (1996) ascertains that 12 out of 26 nursing theories appear not to 

acknowledge spirituality, while 14 of them do. Most of them imply spirituality with 

implicit language and only two of them (Watson and Neuman) address spirituality as 

an important concept. Although Oldnall admits limitation of validity of her analysis, 

she claims that it provides preliminary insight.  

Martsolf and Mickley (1998) also discovered that most of nursing models and theories 

do not specifically address spirituality. They analysed them from two aspects: world-

view (reciprocal or simultaneous action) and extend of focus on spirituality, 

explaining that: “While reciprocal world-view is seeing spirituality as one of human 

dimensions that is interacting with other parts of human in holistic way and is viewed 

in the context of the whole, reciprocal worldviews sees human as patterns rather than 

by parts or dimensions”.  

Further Martsolf and Mickley (1998) explore the extent of focus that nursing models 

and theories have on spirituality. While some of theories do not address the concept of 

spirituality, others do (imply or embed in theory as sub-concept), but the removal of 

the concept would not significantly change the theory. Finally, there is group of 

theories that embedded spirituality as a major concept naming them: Newman 1994 

(simultaneous worldview), Neuman 1995 (reciprocal worldview), Parse 1995 

(simultaneous worldview), Watson 1988 (reciprocal worldview), where removal of 

the concept spirituality would significantly change theory. The last group of theories 

is described shortly according to Martsolf & Mickley’s analysis. 

Neuman’s theory conceptualise five variables: physiological, psychological, socio-

cultural, developmental and spiritual. Assumption of this model is that:  ”Spiritual 

development in varying degrees empowers client system towards well-being by 

positively directing spiritual energy for use first by the mind and then by the body« 

(Martsolf and Mickley, 1998, p 298). 

“Neuman's systems model describes spirituality as an innate variable that is a 

component of an individual's basic structure, facilitating optimal wellness, health, and 

stability” (Tanyi, 2002). 

Newman in her system model suggested that the process of life involves movement 

towards higher levels of consciousness. This process “is facilitated by insights and 

involves transcendence of the spatial-temporal self to a spiritual realm.” ( Newman in 
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Martsolf & Mickley, 1998). A goal of nursing according to Newman is to assist the 

client move towards expanded consciousness, transcendence from physical 

boundaries toward spiritual dimension (Martsolf & Mickley, 1998). 

In Parse’s theory none of the assumptions or principles directly mentions spirituality. 

However, the attributes of spirituality including meaning, value and becoming are 

important aspects of Parse’s theory (Martsolf & Mickley, 1998). 

Watson’s theory sees the goal of nursing in helping people to gain harmony within 

body, mind and spirit and to find meaning in their existence and experiences (Watson 

in Martsolf & Mickley 1998). In this theory, caring is considered as essence of 

nursing practice which require personal, social, moral and spiritual engagement of the 

nurse. 

According to Tanyi (2002), in Watson's theory spirituality is described as a possession 

of human-beings, enabling self-awareness, heightened consciousness, and providing 

the strength to transcend the usual self. 

 

Table 3 shows classification of nursing models and theories according to extent that 

concept of spirituality is presented in the theory or model according to Martsolf and 

Mickley (1998). 

 

Extend of focus Theorist 

Little/nothing said Peplau, Orlando, 

King, Orem 

 

Embedded in the theory Levine, Roy, 

 Leininger, Rogers 

  

Central concept Neuman, Newman,

 Parse, Watson 

Table 3, Classification of nursing models and theories according to Martsolf and 

Mickley (1998) 

 

Other authors list nursing conceptual models and theories that include consideration 

of spirituality implicit either in religious terms (Henderson) or by concentrating on the 
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needs for: meaning (Fitzpatrick, Watson), transcendence (Fitzpatrick), wholeness 

(Cerilli and Burd, Raleight) (Ross, 1995); Peplau, Travelbee and Levine 

(Narayanasamy 1999b). 

Some very interesting nursing theories, models and frameworks that include 

spirituality or its elements can be found on internet address 

http://www.nursingtheory.net.  

 

2.3. Spirituality in nursing practice 

 
There is a general agreement among authors that in nursing practice, spirituality is not 

an important concern of conscious activities during care for patients. Despite evidence 

of attempt of rediscovering holism, nursing remains dominated by medical model 

which concentrates on a disease process with medical and surgical treatment.  

Narayanasamy and Owens (2001) published study of nurses’ approaches to spiritual 

care. They were categorized as:  

• ‘Personal’ (Many nurses described spiritual needs in non-religious terms. 

These spiritual needs related to emotional feelings, thoughts and expression of 

the need to explore meaning and purpose by patients. Many nurses who 

described spiritual needs in non-religious terms tended to use a more personal 

approach) 

• ‘Procedural’ (The procedural approach tend to address needs which could be 

described as religious in nature. Patients' expression of religious beliefs and 

practices are perceived as spiritual needs and nurses proceed by procedure 

such as calling the priest, for instance)  

•  ‘Cultural’ or ‘evangelical’ (A small number of nurses gave accounts of 

spiritual care incidents which could be described as using an Evangelical 

approach. Nurses who shared a similar religious background with patients 

made great efforts to re-affirm patients' faith, especially if they appeared to be 

relapsed Christians).  

Findings in this article are not presented in numeric form, so comparison and further 

analysis are not possible. Furthermore, all aims of the study were not reached/ 

presented, so we do not get answer to the question: How do nurses define spiritual 

need? 
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Golberg’ study of nurses’ approach to spiritual care gave results similar to 

Narayanasamy & Owens with the exception of evangelical approach. Their replies 

were divided between those who limited spirituality to informing the appropriate 

religious leader and those with a wider vision encompassing 'the recognition of soul', 

essence of being', 'knowing a person well enough to know what was right for them', as 

well as hope, caring, empathy and intuition. In Golberg study, nurses’ furthest 

removed from practice had a wider vision of spirituality. Author acknowledges that 

they were also nurses who had had the benefit of further and higher education, which 

affords time to reflect on practice as well as exposure to ideas in the literature of 

nursing and other disciplines (Golberg, 1998). One important issue that appeared from 

Golberg’s study is that much nursing care incorporated the elements, which had been 

identified in the literature as comprising the spiritual dimension, while not being 

recognized as such by nurses. That is why she concludes that nurses are carrying out a 

spiritual care at an unconscious level. Goldberg findings are not supported by 

methodology or numeric results so applicability of those data is negligible. 

 
3. CONCLUSION 

 
Analysing nursing literature about spirituality proved to be a pretentious work. There 

is a vast of formulations that some authors defend while the rest try to show its 

inadequacy. Spirituality is presented from different points of view, but generally there 

are two extreme poles where spirituality is explained as a religious concept and as a 

concept derived from existential philosophy. Every pole seems to miss arguments 

from the other. Beside this disharmony there are others like: different worldview 

(spirituality as entirety or as dimension), conditions for applicability in education and 

practice (pro and contra arguments), blending elements of spirituality with essence of 

spirituality (search for meaning, transcendence) and many others.  

To show the expanse of differences, two examples are presented where authors 

oppose to beliefs expressed by the majority of others and confront us with dilemmas: 

 

• Coyle argues that “in terms of epistemology the fundamental question is: to 

what extent is it possible to equate spirituality with a system of thought that 

rejects all theological and metaphysical absolutes from which the spirit and 
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spirituality draws its meaning and coherence?” (Coyle, 2002 p8). Therefore, to 

suggest that Marxist thought, materialism, or a work ethic, are examples of 

spirituality, to strip them of their epistemological meaning, according to 

Coyle.  

Coyle, however, does not take a stand about atheist that also rejects all theological and 

metaphysical absolutes from which, according to her, the spirit and spirituality draws 

its meaning and coherence. 

 

Most of nursing theorists formulate spirituality as one of human dimensions that are 

perceived in a context of whole (Martsolf & Mickley, 1998) and most of the authors 

addressing spirituality as well.  

 

• Kendrick, on the other hand, argues against formulation of spirituality as a 

‘dimension’, saying that semantics of this kind clearly suggest that spirituality 

is just a part, rather than the whole, of the human condition. He presents 

spirituality as an orientation that is inclusive of all those elements, which 

constitute the state of being human. He claims that spirituality is what gives 

focus to the sum of all the parts that form the human condition and therefore, 

because of this entirety, cannot be reduced to the status of a single dimensional 

quality (Kendrick, 2000). 

 

Another dilemma pointed by Bradshaw arises from spiritual care. She is wondering 

whether nursing process is not too intruding for spiritual care, whether it is 

appropriate to process patient’s most intimate feelings at the time of his highest 

vulnerability and if (all) nurses have enough knowledge and time to do that 

(Bradshaw in Skoberne, 2002). 

 
Skoberne presents another interesting viewpoint when she claims that spiritual care is 

not exclusively a relationship among individuals and that we should consider 

spirituality of the institution as well. “Spirituality of the institution is showing itself in 

general atmosphere rules and even in equipment and we should ask ourselves what 

the influence of such environment on the severely ill patient is” (Skoberne, 2002). 

Sodarberg (1999) discusses this issue when she describes atmosphere in ICU (that is 
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influenced by hurriedness, advanced technology, seriousness, anxiety and difficult 

decisions) which shows as a distant threat of technocracy perceived in employers’ 

reflections. Sodarberg cites Marcel saying that the impact of technocracy involves a 

massive transformation of values and a change of a humanity spiritual horizon, which 

means a reduction and impoverishment of reality itself. This can lead to a spirit of 

abstraction, a certain lack of love, which renders one unable to treat people as human- 

beings. 

 
4. INTERPRETATION OF THE CONCEPT SPIRITUALITY  

 

Spirituality is still searching for such explication that would capture all the 

phenomena and all humans irrespective of their religion, affiliation, culture, ideology 

and other characteristics (age, consciousness etc.). Definition of spirituality as given 

in this Master thesis should be exposed in order to find out its applicability and 

validity. 

 

The author’s understanding of spirituality after reviewing literature and reflection is 

that: 

the spirit is a life source/force present in every living being. Spirituality is a reflection 

of state that human spirit is in. Spirit is the essence of existence.  

Spirituality is temporary dependent, meaning it changes and develops through time. A 

human spirit experiences crises (customary or exceptional existential crises), which if 

not resolved can lead to spiritual disease. This can manifest as physical and/or mental 

disease as well.  

Spirituality is characteristics that enable human to transcend (exceed) internal 

limitation (presented by human body and soul: intellect, emotions) and/or 

external limitation (time, place, ideologies, culture etc.) to be able to live 

according to accepted ultimate values, to fulfil life mission, to realize the optimal 

potential and to connect. This can be done in a positive (creative) as well as negative 

(destructive) direction. Spirituality is a source of power and creativity that sometimes 

goes beyond imaginable boundaries (for instance Society of artists that paint with legs 

or mouth- www.aapbp.com). It is, however, also a source of great destructivity and 

pain in case of spiritual illness. Spirituality reflects itself through our thoughts, 
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behaviour and communication and uses body and soul, intuition, instinct, imagination, 

dreams, vision, premonition (hunch), conscience, communion etc. 

If spirituality is defined this way it is applicable to religious and atheist, adults and 

children, to people with various states of consciousness/disabilities, to good or evil. It 

also captures phenomena (prophesy, clairvoyance, extra bodily experiences, spiritual 

healing as well as voodoo etc.) and is in congruence with most definitions of 

spirituality found in literature. 

Signs of a healthy spirit are: will to live and act, ability to love, forgive, hope, believe, 

create, joy, care, connect, be good, comprehend meaning and sense, be free, be in 

peace, live according to accepted values etc.  

Spiritual disease begins when spiritual distress cannot be resolved. Spiritual disease is 

therefore a lasting inability of the mentioned above and can (but may not as well) 

reflect itself through various states of physiological or psychological deviations. Some 

of the many examples are: suicidality, violence/aggression, dependence, anxiety, 

depression, pain, loss of appetite etc (summarised and supplemented by Ivančič, 

1998). 

Listed disease examples are not specific for spiritual disease; they can also origin 

from human physiological and/or psychological disease. What is important is that we 

should make efforts to find source of such disease instead of just curing the 

symptoms.  

According to experiences if we treat depression  originating  from spiritual illness 

with methods of psychological or physiological treatment, possible recovery is just 

temporary or it does not occur at all (Ivančič, 1998). 

Oldnall (1996) gives similar example stating that a nurse may diagnose a patient’s 

problem of anxiety as being purely psychological and plan care according to that, 

when in actual fact, the patient may be suffering from spiritual distress and the care 

from psychological perspective may be inappropriate. She further says that: “Without 

guidance and education nurses may misdiagnose and mistreat patient’s problem, 

rendering nursing care ineffective and dehumanising,” (Oldnall, 1996). 

 

Nursing literature describes spirituality from a positive perspective, almost idealizing 

it when it ignores the fact that there is evil, destructivity, maliciousness, greed, 

ruthlessness, aggression, hate, disrespect, intolerance, dependence, selfishness and 

other destructive human behaviour derived from spirituality as well; and that perhaps 
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these are spiritual illnesses that need healing the most. Diseases of that kind are 

perhaps not really a focus of nursing. They should however be diseases that society 

would fear most and made best efforts to help those who suffer from them. According 

to Ivančič (1998), there is a rising in spiritual therapies (they treat spiritual diseases) 

around the world. To name some of them: hagiotherapy (Croatia), agotherapy 

(Canada), Charismatic-evangelical (Germany), Arche (France).  

 

In our society we are at constant formation and defence of our intellectual property, 

our emotional characteristics are more or less just observed, while spiritual 

characteristics are deeply privatised. This privatisation can lead to neglecting or even 

to a denial of important aspects of human existence. Hay’s qualitative research, 

according to Narayanasamy (1998, 1999a),  reveals that people often experienced an 

intensity of spiritual awareness when they were undergoing stress related to emotion, 

physical illness or other forms of crisis. These experiences often remain a personal 

secret because of the fear that if others found out, they may become subject of 

ridicule, be considered stupid or even mad. However, even this privatised spirituality 

may be further constricted because a patient is unable to utilize its positive or healing 

aspects. It is highly likely that a patient may trivialize or suppress their spiritual 

awareness if nurses appear to be unaware of these experiences or remain insensitive to 

patient’s spiritual needs. 

 
 

SPIRITUAL NEEDS WITHIN NURSING-THEORETICAL 

FRAME 

 

5. BACKROUND 

When exploring the concept of spirituality we come to the term “spiritual need”. 

Further in the master thesis spiritual needs are explored, which is second aim of a 

study. 
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Some authors moved beyond defining spirituality towards more practical issues 

concerning spirituality in nursing. They asked themselves: what are spiritual needs? 

 

6. SPIRITUAL NEEDS WITHIN NURSING THEORIES AND 

CONCEPTUAL MODELS 

 

This Master thesis tries to explore the existence of term “spiritual need” within 

nursing theories. Fawcett (2002) work was used for that issue.  

 

Fawcett (2002) explores categories of knowledge and categorises them as 

developmental, system, interaction and other categories of knowledge. 

Other categories of knowledge are, according to Fawcett: needs, outcomes, client 

focused, person environment focused, nursing therapeutics, energy fields, 

intervention, conservation, substitution, support and enhancement. 

Fawcett (2002) cites Meleis saying that category of knowledge about needs focuses 

on nurses’ functions and consideration of the patients in terms of hierarchy of needs. 

A human being is reduced to a set of needs, while nursing is reduced to a set of 

functions. Nurses are portrayed as final decision makers for nursing practice (Meleis 

in Fawcett, 2000). 

This argumentation is too extreme and very narrow. Knowledge about human needs 

serves as a basis for good care for self and others. Can we imagine good career 

(mother) that cannot determine needs of the cared one? Knowing about human needs 

in nursing is not solely for planning and action, but for understanding as well. And 

planning and action in nursing are also not based exclusively on knowledge about 

human needs. They go deeper than that. Philosophers, scientist and laics are learning 

about human needs with a goal to optimise our essence and existence. 

 

Many of the theories did not use the approach of analysing human needs, but rather 

used a different approach. Those nursing theories that dealt with human needs 

specifically did not use the term spiritual needs explicitly, but they did implement one 

or more elements of spirituality, which were however categorised under psychological 

needs or psychosocial needs. 

No nursing theory explicitly mentions spiritual needs.  
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Limitation of this part of the Master thesis is that just one literature was studied. In 

order to make the findings more valid, more literature should be studied. 

Next, some nursing theories that implement one or more elements of spirituality are 

explored: Orem (Self care framework), Roy (Adaptation model), Peplau 

(Interpersonal relationship) and Henderson (14 life activities). 

 

D. Orem Self care framework 

 

The following table presents human needs according to Orem’s Self care framework 

(Fawcett, 2002). Human needs are viewed within three main requisites: a Universal 

self care requisite, Developmental self care requisites and a Health deviations self 

care requisite. Those needs that are elements of spirituality or could be interpreted as 

spiritual realm are marked with a bold text. 

 

 

Universal self care requisite Air, water, food 

 Elimination and excrements 

 Balance between activity and rest 

 Balance between solitude and social interaction 

 Security 

 Promotion of human functioning and development 

Developmental self care requisites Introspection and reflection (of self, others and 

attitudes) 

 Accept feelings and emotions 

 Use talents and interests 

 Clarify goals and values 

 Act with responsibility 

 Develop virtues (desire to know, love, aesthetics, joy, 

religious emotions, etc.) 

 Understand source of negative emotions (when actions 

or emotions were not in accordance with self values) 

 Promote positive mental health through deliberate 

actions 
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Health deviations self care 

requisite 

Searching for appropriate healthcare 

 Affective carrying out healthcare instructions 

 Modifying the self concept 

 Adapting to new conditions  

Table 4, Human needs according to Orem’s Self care framework (Fawcett, 2002) 

 

Orem describes the human being as a unitary being; an embodied person who has 

biological and psychobiological features (Fawcett, 2002).  

Although she does not explicitly mention spirituality and spiritual needs, some 

spiritual elements are present (marked in bold print). 

Another interesting view point is when she says that a person should understand the 

source of negative emotions (such as guilt), that come when people’s emotions and/or 

actions were not in accordance with self-values. This, according to Orem, indicates a 

negative psychological effect (Fawcett, 2002). 

However, guilt is not an emotion (psychological realm) but rather a part of conscience 

(spiritual realm). 

 

C. Roy Adaptation model 

 

Roy’s Adaptation model encompasses four modes: a physiological/psychical, a self 

concept/group identity mode, a role function mode and an interdependence mode. 

Roy’s model reflects a reciprocal interaction world view, where the person and a 

group are holistic, adoptive systems that are constantly changing (Fawcett, 2002).  

 

Physiological mode Oxygenation 

 Nutrition 

 Elimination 

 Activity and rest  

 Protection  

 Senses 

 Fluid 

 Electrolyte 
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 Acid-base balance 

 Neurological function 

 Endocrine function 

Psychological mode Person manifest the physical and chemical processes 

involved in a function and activities of a living organism 

Self concept/group 

identity mode 

Physical self: body sensation, body image 

 Personal self: self- consistency, self- ideal, moral- ethical- 

spiritual self 

 Interpersonal relationship, group self image, social milieu, 

group culture 

Role function mode Primary role 

 Secondary role 

 Tertiary role 

 Instrumental behaviour (goal oriented)  

 Expressive behaviour 

 Role taking 

 Integrating role 

Interdependence mode Affection adequacy (give and receive love, respect and 

value satisfied through effective relation and 

communication) 

 Developmental adequacy (learning and maturation in 

relationships) 

 Resource adequacy 

Table 5, Roy’s Adaptation model (Fawcett, 2002) 

 

Human needs that are described in literature as elements of spirituality are bold 

marked. 

 

H. Peplau’s Theory of interpersonal relations  

This theory is not exploring human needs, but some of her philosophy might influence 

nurses who are exploring spirituality. Theory of interpersonal relations assumes 

among other things that all human behaviour is purposeful and goal seeking, that 
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human beings act on the basis of the meaning. Those concepts are also basic elements 

of spirituality according to the relevant literature. But more detailed Peplau’s theory 

focuses on just on element of spirituality- an interpersonal transcendence. She 

describes in detail this transcendence to have three phases: orientation, working and 

termination phase (Fawcett, 2002). 

 

V. Henderson 

Henderson categorisation of human needs was explored in book Principles and 

practice of nursing, meant for nursing practice (Henderson and Nite, 1997). The 

reason why Henderson’s categorisation of human needs was explored is because the 

concept of 14 life activities, as Henderson presented, is most widely used in Slovenian 

nursing education and practice. Other theories are explored for educational reasons 

and not so much for the nursing process (with rare exceptions) itself in Slovenia. 

Henderson categorises human needs as physiological, psychological and spiritual. 

Henderson categorisation of 14 life activities/human needs includes the needs for:  

 

1. Respiration 

2. Nutrition 

3. Elimination 

4. Body mechanics 

5. Rest and sleep 

6. Dressing and undressing 

7. Controlling the environment 

8. Keeping clean and well groomed, 

9. Security 

10. Learning 

11. Communication, human relations 

12. Worship (search for meaning) 

13. Work, occupation 

14. Play, recreation 

Table 6, 14 life activities according to V. Henderson (Henderson and Nite, 1997) 
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Henderson  says that a nurse should take some steps in order to help people meet their 

spiritual needs: identifying their own values, spiritual needs, religious beliefs, learn 

about living religions, note patients religious affiliation, listen with interest, 

communicate the expressed need etc. She also believes that people’s values determine 

their purpose in life (Henderson and Nite, 1997). 

 

7. SPIRITUAL NEEDS WITHIN NURSING RESEARCH 

7.1. Research method 

Literature review according to Polit and Hungler (1995) is an important part of 

conducting a research. Literature review function (depends on a type of information) 

is to serve as a source for research ideas, gives orientation to what is already known, 

provides conceptual context, informs about a research approach. According to Polit 

and Hungler (1995), it is useful that researchers make literature review before starting 

the research. Polit and Hungler (1995) propose a following scheme of conducting 

literature review: identify potential references, locate references, screen references for 

relevancy and appropriateness- discard irrelevant/inappropriate references, read the 

remained. After reading, they suggest to locate new references, organize all of them, 

analyse/integrate them and finally write a report. The literature study was done 

according to those recommendations. 

 

7.1.1. Literature searching strategies 

 

For the theoretical framework literature was searched on the Internet, using ELINE 

(www.bth.se, 2004), CINAHL (www.bth.se, 2003), COBISS (www.izum.si, 2003) 

and manually in Slovenian libraries. Literature search was done by term spiritual 

needs related to nursing. Keywords were limited by criteria: spiritual needs (title) and 

nursing (keywords). The following table presents hits on different databases. Hits 

spiritual need/nursing were used for the theoretical part of the Master thesis, while 

others were used for the background. 
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Term/database CINAHL ELINE COBBISS MANUAL 

SPIRITUALITY 3969 11279 1765  

SPIRITALITY/HEALTH 

CARE 

1026 16 0  

SPIRITUALITY/CARE 2336 78 5  

SPIRITUALITY/NURSING 2205 48 1 2 

SPIRITUAL 

NEEDS/NURSING 

41 10 2  

Table 7 Numeric results of literature search 

 

Only those hits providing abstract were included in further process of literature 

evaluation. 

 

7.1.2. Inclusion and exclusion criteria 

 

Literature was searched in congruence with the aims of the Master thesis. 

Articles were analysed until they were found to be suitable for criteria starting with 

title, key words, abstract and finally content. There were some very promising articles 

that were found unsuitable not earlier than after reading the contents of the article. 

 

Articles were included in analysis regarding their content. Criteria for inclusion was 

that the article reports results of nursing researches on spiritual needs. 

 

One article, that was used, was not found as a result of literature search on electronic 

databases. The article was found as a result of literature search of spirituality/nursing 

(primary focus of articles was not spiritual needs). 

After evaluation of the title, abstract and content of the articles, most of them were 

eliminated because they were unsuitable according to their: 

 

• Quality: articles based on individual interpretation with no references 

• Purpose: description of books, short overlook on journals’ contents, editorials 

• Pilot studies, studies with just one research subject, etc. 
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7.2. Results 

 

At the end of the selection 3, articles were analysed. The matrix of those articles is 

presented in appendix as Matrix 4. Those three articles presented results of researches 

about spiritual needs. All of them were made by qualitative research method and just 

one of the authors presented results also by quantitative descriptive statistics.  

 

In the following table results of nursing research about spiritual needs are presented. 

Detailed information is presented in Matrix 4. 

 

Author/year Purpose Findings 

Hermann, 

2001 

To find out spiritual need 

of dying patients 

6 categories of spiritual needs emerged 

from the study:  

 

1. need for religion, 

2. need for companionship,  

3. need for involvement and control,  

4. need for finish business,  

5. need for experience nature and  

6. need for positive outlook. 

Strang et al. 

2002 

To describe how Swedish 

nurses characterize the 

meaning of spiritual 

needs and what kind of 

significance nurses place 

on the spiritual 

dimension.  

 

 

 

 

 

 

3 categories of spiritual needs emerged 

from study: 

1. General spiritual issues: believe, 

inner-self, peace, harmony, love and 

meaning, general conceptions of life, 

need of soul. 

2. Religious issues: practising 

religion, fulfilling wishes related to 

patient religious believes. 

3. Existential issues: freedom, 

meaning/meaningless, existential 

isolation, and death.  
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To study whether there 

are any special groups of 

patients for whom 

spiritual/existential needs 

are considered to be of 

special importance. 

Respondents feel that spirituality is of 

special importance to severely ill and 

dying patients, to immigrants and 

others who actively practised their 

religion. 

 

Ross (1994) What do nurses 

understand by spiritual 

need? 

Do nurses identify 

patients’ spiritual needs? 

How do nurses identify 

patients’ spiritual needs? 

How do nurses respond 

to patients’ spiritual 

needs? 

Who do nurses consider 

to be responsible for 

responding to patients’ 

spiritual needs? 

 

6 categories of spiritual needs emerged 

from the text:  

1. need for meaning, purpose and 

fulfilment,  

2. need to receive and give love and 

forgiveness,  

3. need for hope and creativity,  

4. need for belief and faith, 

5. need for peace and comfort and 6. 

miscellaneous. 

 

Other findings are too extent for the 

purpose of this Master thesis. 

Table 8 Author, purpose and findings of researches of spiritual needs 

 

It is not clear how Strang et al. (2002) categorised answers “meaning”, since they 

mention it in two categories: 

• ‘spirituality’- in this definition a relationship to whatever or whoever gives 

meaning, comfort and direction to our lives and  

• ‘existentialism’- where the sub-categorization were meaning, freedom, 

loneliness and death.  

The following table presents categories and subcategories of perceived spiritual needs 

(in alphabetical order) in order to get a detailed overview of similarities and 

differences between results of three different studies. X marked category means the 

existence of the category in relevant research. 
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Author Hermann, 2001 Ross, 1995 Strang, 2002 

Spiritual need / Sample Dying patients, USA Nurses, UK Nurses, Sweden 
Belief  X  

Believe   X 

Comfort  X X 

Companionship X  X 

Control X   

Conversation X  X 

Creativity  X  

Death   X 

Experience nature X   

Faith  X  

Forgiveness  X  

Freedom   X 

Fulfilment  X  

General conceptions of life   X 

Harmony   X 

Hope  X  

Inner self   X 

Involvement  X   

Love  X X 

Meaning  X X 

Miscellaneous  X  

Need for finish business X   

Need of soul   X 

Peace  X X 

Positive outlook X   

Purpose  X  

Religion X X X 

Table 9 Review of categories and subcategories from researches about spiritual needs 

 
7.3. Discussion 

 
The results show, that there are differences in perception of spiritual needs. 

Comparison is difficult because of different research methods, categorisations and 

other aspects. 
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When we compare the results of three studies, we can see that religion is the only 

concept that is present in all of them. This means that only 1 out of 27 evident 

spiritual needs is common to all subjects of research. On the other hand majority of 

spiritual needs are evident just in one study (20 of 27 evident spiritual needs), as table 

9 shows. 

Results of researches show that there are some cultural differences in perception of 

spiritual needs, as well as differences between patient’s and nurse’s perception of 

spiritual needs.  

 
Results also show that nursing theories give very limited knowledge about spiritual 

needs. Researches and literature seems to be much further in exploring this area of 

human existence.  

 

 
SPIRITUAL NEEDS WITHIN NURSING- EMPIRICAL STUDY: 

Spiritual needs as perceived by Slovenian nurses 
 

 

The title of the project: 

 

Nursing in the light of ethics / 

Spiritual needs as perceived by Slovenian nurses 
 

 

8. INTRODUCTION 
 

In the 2003, the research project Nursing in the light of ethics under the shelter of the 

Nurse Association of Ljubljana was conducted. The research aimed to find out what is 

Slovenian nurses’ experience concerning ethics and to ethics relate themes.  

Research Nursing in the light of ethics handled (Kvas, 2003): 

• principles of  biomedical ethics and ethics of care and 
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• themes which are linked with ethics (dignity, attitude towards dying, 

spirituality and nurses’ knowledge about Slovenian Nurses Code of Ethics). 

 

Research question was raised in order to survey Slovenian nurses’ knowledge about 

spiritual needs, which is one of the aims of this master thesis. The research question 

was one of the many in the research project Nursing in the light of ethics. 

 

The method for data obtaining was a questionnaire because it enables a larger sample 

and general overview of the research area. For further analysis, other research 

methods should be applied such as observation and/or in-depth interviews. This 

Master thesis attempts to provide an overview on Slovenian nurses’ perception of 

human spiritual needs.  

Research question aims at discovering nurses’ knowledge base about very intimate 

and personal realm - spirituality. Spirituality is not a regular theme of discussion, nor 

privately nor professionally.  Most of professional seminars and educational 

programmes in Slovenia which talk about holism refer only to physiological and 

psychosocial domain while neglecting spiritual. So, the question is: Do Slovenian 

nurses perceive spiritual needs in themselves or in patients and what do they perceive 

them to be? A research question was raised in the way that nurses could derive from 

themselves to list some spiritual needs even if they could not perceive those needs in 

others. A research question stated: “Please list some physical, psychical, social and 

spiritual human needs.” A research question enabled and motivated nurses to 

differentiate between human needs and to explore characteristics of the human being 

as a whole, rather than concentrating on one aspect of human needs.  

 

9. ETHICAL CONSIDERATIONS 

 

According to Polit and Hungler not all nursing researches are problematic from the 

ethical point of view, however, researchers should emphasise the ethical question in 

order to protect participants who should get no harm as a result of participation or a 

refusal of participation (Polit & Hungler, 1995). 

Since the information we searched in the research Ethics in nursing in Slovenia are 

very intimate and in some cases compromised, we paid special attention to anonymity 

and measures were taken to protect participants. Participation was based on a free 
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will, participants were explained what was the aim of the study and how the data will 

be used.  

The National ethical committee in Ministry of health of the Slovenian government 

approved the research.  

 

Since spirituality is regarded as neglected area in nursing (literature review confirms 

this), it is ethical to start the discussion in order to provide holistic nursing. To be able 

to start the discussion, it is required to have some basic information about the current 

situation. This area was not researched previously in Slovenia and the survey research 

seems ethically indisputable.  

 

10. RESEARCH METHOD 

 

According to Cormack, a descriptive research aims to discover and describe new facts 

about a situation, people, activities or events. “Descriptive studies have focus on the 

situation as it is - condition, practice, believe, attitudes etc. It is sometimes referred as 

a survey research because of the large sample of subjects. The methodology of 

descriptive studies data collection includes the use of questionnaires, interviews and 

observational techniques. A large number of subjects is hoped to increase 

generalizability of the findings to a wider population. A descriptive research is an 

essential phase in development of nursing knowledge, forming the bases for future 

research by serving as a mechanism for generating questions and hypothesis for 

further experimental study. Many nursing areas have been investigated in descriptive 

studies, including nurses themselves. The information obtained in descriptive research 

may be quite diverse, ranging from data on easily defined objective facts as age, 

gender, and income, to subtle and personal realms of human experience such as 

feelings or attitudes” (Cormack, 1991). 

 

10.1. Data collection 

 

Research was descriptive, cross-sectional; mainly quantitative by a standardised 

questionnaire with closed questions and some opened questions to which qualitative 

analysis was applied.  
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Data base (population) was determined by membership in Nurses Association of 

Slovenia (NAS) 12.515 members on day 4.10.2003 (Kvas, 2003), which is app. 87% 

of all nurses in Slovenia –14.540 (Statistični letopis, 2002). Members of NAS are 

registered on provincial affiliation in 11 provincial areas. Random sampling started by 

a draw of number from 1-10 and continued by interval 5. Each provincial area was 

treated as subpopulation where a drawn number selected the first participant and the 

rest followed with interval 5.The research sample was 2.500 nurses (20% of 

population). The inquiry was done by the mail - self-inquiry, with realization of 490 

answers (20% of sample). Participation in research was voluntary and explained 

through introduction sent together with the research questionnaire. The appeal for 

cooperation was published in NAS publication Utrip - a cost-free monthly review for 

all NAS members. 

 

10.2. Data analysis 

 

For analysis of answers on the research question qualitative and quantitative research 

methods are used. Manifest content analysis of open-ended questions is conducted. 

According to Berg (2001), manifest content analysis explores the surface structure of 

the message. It is usable for both quantitative and qualitative research methods. 

Answers are divided into sub-themes and are analysed by descriptive statistics and bi-

variant analysis. 

 

11.  FINDINGS 

 

11.1. Demographical characteristics 

 

Table 10 presents population, sample, participants and respondents with explanation 

and in numbers. 

 

 population sample participants respondent 

Explanation All members 

of  NAS 

(which is app. 

20 % of 

population 

(every 5th 

Those who 

returned filled 

questionnaire 

Those who 

answered 

research 
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87% of all 

nurses in 

Slovenia) 

member of 

NAS) 

question: 

Please list 

some spiritual 

needs. 

Number 12.515 2.500 490 249 

% of 

population 

100 20 4 2 

Table 10. Numeric explanation of the research subject 

 

Table 11 presents demographic data. The first row presents some demographic 

characteristics of all employed nurses (population), the second row presents 

demographic characteristics of those who returned the questionnaire (participants) and 

the third row presents demographic characteristics of those who answered a research 

question (respondents). Population data marked*a are results of research Nurses in 

Slovenia, which was made by Nurse Association of Ljubljana 2001, while data 

marked *b are from statistical bureau of Republic Slovenia 2002. 

 

 Population % Participants % Respondents % 

Sex:          male 5 *a 5 3 

                 female 95 95 97 

Age       -25 5*a 8 7 

26-35 29 26 32 

36-45 42 38 33 

46- 24 28 28 

Level of 

education 

   

Secondary 

school 

77 *b 55 48 

High school 19 20 18 

Faculty 4 25 34 

MSc, PhD  0 0 
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Years of 

employment 

   

-10  30 32 

11-20  27 29 

21-30  33 31 

31-  10 8 

Place of 

employment 

   

Ambulatory 33*a 24 21 

Hospital 48 53 54 

Geriatrics 

institutions 

 8 10 

Others 19 15 15 

Table 11 Comparative demographic characteristics (*a- Peternelj 2001, *b -

Statistični letopis 2002) 

 

Analysis of demographic data shows that women, faculty educated, age less than 

36 and more than 46, employed less than 20 years and working in a hospital or in 

geriatric institutions were more likely to answer the research question. Education 

and age show most significant differences, while other characteristics are less 

obvious. 

Participants are representative regarding sex. Participants and respondents are 

more educated than the population.  

 

11.2. Findings of the qualitative analysis 

 

Author read all the answers to get general overview of the content.  

First impressions were that:  

• great number of respondents did not answer research question,  

• those who answered, tended to define spiritual needs as religious 

• spiritual needs were blending with psychical (some of the needs were listed as 

spiritual as well as psychical needs).  
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After reading, formation of categories began. Categories were supposed to be formed 

on the base of literature study of spirituality (transcendence, aesthetics, ethics, 

religion, connection, freedom, energy, life philosophy, faith, believe, belief, 

awareness, purpose, meaning, will to live (including life after death -immortality), 

hope, love, forgiveness, empathy, imagination and inspiration) were regarded as 

spiritual elements in literature) and with consideration of similar researches (see table 

12), so that comparison would be possible. But even preliminary insight showed that 

none of categorisation from other researches was suitable to Slovenian research 

results. Latterly, quantitative results confirmed that. 

 
Sample/number % Categories of spiritual 

needs from researches 

Quantitative results 

as researchers 

presented them 

Slovenia/number % 

Hertmann, 2001 

Dying patients 

 

religion,  

companionship, 

involvement and control, 

finish business,  

experience nature and  

positive outlook. 

 

 

Religious needs 

predominated in the 

beginning, other 

categories followed 

when interviews 

progressed. 

No quantitative 

findings are presented. 

41 

26 

2 

0 

0 

8 

 

Sum: 77% 

Strang et al., 2002 

Swedish nurses 

General spiritual issues: 

believe, inner-self, peace, 

harmony, love and 

meaning, general 

conceptions of life, need 

of soul. 

 

Religious issues: 

practising religion, 

fulfilling wishes related to 

patient’s religious beliefs. 

 

Existential issues: 

freedom, 

meaning/meaningless, 

Existential isolation, and 

death.  

Many 

 

 

 

 

 

 

Barely half (cca 50%) 

 

 

 

 

Predominated 

 

 

9 

 

 

 

 

 

 

41 

 

 

 

 

7 
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 Sum: 57% 

Ross, 1994 

UK nurses 

meaning, purpose and 

fulfilment,  

receive and give love and 

forgiveness,  

hope and creativity,  

belief and faith,  

peace and comfort, 

miscellaneous. 

 

9.9 % 

 

14.1 % 

 

3.6 % 

34.1 % 

24.4 % 

13.9 % 

0 

 

1 

 

2 

50 

3 

9 

 

Sum: 65% 

Table 12 Slovenian findings in numbers considering categorisation of similar 

researches.  

 

From table 12 it is seen that 30-43 % of Slovenian nurses answers can not be 

categorised in any category proposed by other researchers. Categorisation of spiritual 

needs of dying patients proved to be the nearest to the Slovenian nurses perception of 

spiritual needs.  

That is the reason why none of categorisation from other researches can be applied to 

the interpretation of the Slovenian results. For that reason, categorisation of spiritual 

needs was made inductively, from the respondents’ answers.  

 

For this research, contents analysis indicated 6 categories: religion, transcendence, 

aesthetics, miscellaneous, existential issues and undefined answers. 

 

Description of categories 

 
Description of categories listed below does not present their definitions or 

characteristics. This explanation is to describe distribution of answers into category. 

Answers were distributed in one of the following category as presented.  

Religion:  

Religion, rituals and transpersonal transcendence: need for priest, 

prayer, church, mass, sacraments, belief, relationship with God etc. 

Transcendence:  

Intrapersonal transcendence: inner strength, relaxation, meditation etc. 
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Interpersonal transcendence: psychosocial needs, conversation, 

consolation, touch, social contacts, celebrations, presence, smile etc. 

Empathy  

Aesthetics: 

Nature beauties, art and culture: music, theatre, reading, TV, etc. 

Miscellaneous:  

Hope, belief in…, trust, courage, positivism, peace, love etc. 

Existential:   

Meaning, confronting death and dying, ethical issues (autonomy, 

respect, intimacy), freedom etc. 

Undefined:  

Answers that can not be classified in any category because they have 

vague meaning or answers that do not make sense, such as: spiritual, 

alleviation, spiritual suffering, contraception, escape from reality, rare, 

often, conscious, jewels, cloths, to suit patients need, “I do not perceive 

them” etc. 

 

Additional explanation of distribution of some answers like “belief” is required. 

“Belief” in Slovenian language is synonym for religious belief, but it can also mean 

belief in something (self, goodness, success etc.). When the word belief is used alone, 

it is understood as religious affiliation, while if used in connection with another 

concept it means belief in something. For the classification into a category (religious 

or spiritual), this pre-understanding was used. So for example, answers would be 

classified like this: belief (religious category), belief in recovery (miscellaneous 

category). 

Many respondents listed spiritual needs among others to be “conversation” and 

“reading”. By conversation, you can satisfy spiritual needs or you can cause spiritual 

distress, so these are rather strategies to achieve goal than goal itself. Despite this, the 

assumption that conversation with a positive output was the spiritual need, was 

accepted and those answers were categorised into transcendental category as 

interpersonal transcendence. By similar assumption, spiritual need “reading” was 

placed into the aesthetics category. 
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11.3. Findings of the quantitative analysis 

 

246 (50 %) of those who returned questionnaire (N=490) did not answer to the 

research question: “Please list some spiritual needs”, while 310 listed physical and 

322 listed psychical needs. 

 

Findings of the answer analysis:  

 

• Respondents listed from 1 to 7 spiritual needs (N=379).  

• 44 % of all answers were categorised as religious needs, 29 % as 

transcendental needs, while 27% of the rest answers distributed to other 

categories almost homogenous.  

• If the first conclusion is that respondents link spirituality to religion (N=171), 

the second conclusion is that they had difficulties to distinguish between 

spiritual and psychosocial needs (N=109). 

• If we analyse answers categorised in transcendence (N=109): 59% of answers 

were general conversation and contacts with significant close persons, while 

16% of them were emotional needs and consolation. Transcendence as 

connection, communion and relationship as literature defined it, was not 

evident in this research.  

• Existential category (N=22) involved: 32% ethical issues (autonomy, 

intimacy, respect ), 32 % need for meaning, 27% death and dying issues. This 

indicates that -similar to Ross’ (1994) findings- spiritual needs for Slovenian 

nurses are not as linked to existential philosophy as in Strang et al. (2002, 

Sweden) study. 

• 8% of answers do not present spiritual needs.  
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Answers analysis

44%

29%

4%

8%

9%
6%

religion
transcendence
aesthetics
undefined
miscellaneous
existential

 
Graph 1 Findings of the answer analysis 

 

Findings of the respondent analysis: 

 

Additional respondent analysis was calculated in order to avoid misinterpretation 

of data. In this analysis, only one respondent’s answer per category was 

considered. Since some respondents listed one spiritual need and others more 

(max 7) it could be that, for example, those who perceived spirituality as religious 

beliefs would list more needs while those with existential view of spirituality 

would list just one. That could lead to false interpretation, that the majority 

perceives spiritual need to be a religious one.  

However, respondent analysis does not show important differences, what is also 

seen from Graph 2. 

 

Respondent analysis

41%

30%

3%
10%

9%7% religion
transcendence
aesthetics
undefined
miscellaneous
existential

 
Graph 2 Findings of a respondent analysis 
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Table 13 shows a comparison between the answer analysis and the respondent 

analysis. 122 respondents listed 171 spiritual needs ranged in category religion 

and so on. The sum of respondent analysis and answer analysis shows, that some 

respondents (N=246) stated more answers and that those answers were distributed 

in more than one category. 

 

 Answer 

analysis 

 Respondent 

analysis 

 

 N % N % 

Religion 171 44 122 41 

Transcendence 109 29 87 30 

Aesthetics 14 4 10 3 

Undefined 30 8 29 10 

Miscellaneous 33 9 25 9 

Existential 22 6 19 7 

Sum 379 100 292 100 

Table 13 Comparison of findings of answer analysis and respondent analysis 

 

Respondent analysis regarding religion:  

 

Since obvious dominance of religious view of spirituality, additional analysis 

regarding religion was done. Results show that 37% (N=246) respondents listed 

exclusively religious needs, while 13 % listed religious combined with other 

spiritual needs. 50% of respondents listed spiritual needs that had no connection 

with religion (including undefined answers). This showed that respondents highly 

link spirituality to religion and that respective part seems to equate spirituality 

with religion. 
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Respondents analysis

37%

13%

50%
religion exclusively
religion included
other

 
Graph 3 Respondents analysis (religion) 

 

Findings of the Bi-variant analysis: 

 

Bi-variant analysis is a statistical method that explores a relationship between two 

variables. The findings of this research were not suitable for an extensive and deep 

statistical treatment because of some weaknesses. For instance, correlation was not 

calculated because some of the groups (see appendix 1) were too small to allow valid 

calculation.  

 

Bi-variant analysis showed that there were some differences in perception of 

spirituality considering the demographic data. The tables with numeric results are 

placed in appendix 1 of the Master thesis. 

 

Distribution of answers regarding the independent variable sex is showing that a small 

number of male respondents decreases reliability despite the fact that the sample is 

representative (participants). Statistically more male listed spiritual needs ranged in 

the existential, aesthetics and miscellaneous category, while they did not list any 

undefined answers. 

 

Distribution of answers into categories regarding independent variable age shows that 

generally younger respondents listed more miscellaneous spiritual needs and less 

transcendental, undefined and existential spiritual needs compared with older 

respondents. Middle age group did not stand out statistically. The statistical difference 

is evident in age group 25 and less, which listed more spiritual needs categorised in 
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the religious category, while age group 46 and more listed more spiritual needs 

categorised in the transcendental category.  

 

Analysis also show that with years of employment classification of spiritual needs, 

grows in categories: transcendence and undefined, while decreases in categories: 

religion, aesthetics and existential. 

 

Nurses with a higher education listed more spiritual needs in categories: religion and 

miscellaneous; while less educated listed more spiritual needs in categories: 

transcendence, aesthetics and undefined. 

 

12. SUMMARY 

 

• Response rate was very low. 

Only 246 (50%) respondents answered the research question. In the research “Nursing 

in the light of ethics” the only question with similar response rate was the open 

question “What does patients autonomy mean to you personally?” with a response 

rate 53% (Klemenc, 2003). Other questions (mainly closed) had a response rate more 

than 90 %. If we add up the number of respondents who gave the undefined answer, 

we see that 60% of those who returned the questionnaire did not list any spiritual 

needs. 

 

• Religious needs predominated.  

Some respondents listed exclusively religious needs (37%), some included them 

among other needs (13%). Answers analysis showed that 44% of all answers were 

ranged in the religious category.  

 

• Few answers ranged in the existential category. 

 

• There seems to be a noticeable blending between spiritual needs and 

psychological needs.  
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In this analysis, psychosocial needs were placed into the transcendence category, 

which is the second larger category in this research and is predominated by 

psychosocial needs.  

 

• Different perception of spiritual needs according to demographic data 

Bi-variant analysis gave results of comparison between answers (dependant variable) 

and demographic data (independent variable) indicating that respondents seem to have 

certain proclivity towards the perception of spirituality. 

 

Religion - the religious category as a spiritual domain is more likely to 

be represented by young, faculty educated women and 20 or less years of 

employment; (female, more educated, younger, less experienced). 

Transcendence - the transcendental category as a spiritual domain is 

more likely to be represented by women, secondary or higher educated, 

over 31 years of employment and over 41 years old; (female, less 

educated, more experienced, older). 

 

Aesthetics - the aesthetics category as a spiritual domain is more likely 

to be represented by middle aged men, higher educated and 20 or less 

years of employment (male, less educated, less experienced). 

 

Undefined - undefined answers are more likely to be given by women, 

respondents with a secondary school, over 31 years of employment and 

over 46 years old (female, older, less educated, more experienced). 

 

Miscellaneous – the miscellaneous category is more likely to be 

represented by young, faculty educated, male respondents (male, 

younger, more educated). 

 

Existential – the existential category is more likely to be represented by 

older, male, with a higher or faculty education (male, older, more 

educated). 
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Generalizations of findings 
 

According to Cormack descriptive surveys aim to make descriptive statements about a 

study population. Any statement about population, based on sample findings, can only 

be probability statements, meaning that there is a chance it could be wrong (Cormack, 

1991). 

 

According to that and with consideration that 95 % of nurses in Slovenia is women, 

77 % of them finished the secondary school (only 4% have faculty education) and that 

66 % of them are more than 36 years old, we can say that Slovenian nurses probably 

perceive spirituality as the undefined dimension or as transcendence (which is 

blending with psychosocial domain) and that majority of them are unable/reject 

to formulate spiritual needs. 

 

13. DISCUSSION 

 

Demographic statistic shows that Slovenia was religiously homogenous 70 years ago 

as a Catholic society (97% of population during censuses). Political changes 

(communism after 1945) brought significant changes in an increasing number of 

atheists; migration (from southern republics in the sixties and seventies) brings some 

changes in an increasing number of believers of other religions. Data regarding 

nationality confirm migration and consequently religious differences. Trends 

(between 1921-2002) show that the number of Catholics and Protestants is decreasing 

(presently 58% and 1%), while number of believers of other religions (presently 5%), 

believer with no belonging to any religion (presently 3.5%); atheists (presently 10%) 

and persons who did not wish to reply to question regarding their religion 

(presently16%) increases (www.stat.si, April 2004).  

This study does not provide data which would indicate the influence of the religious 

affiliation on perception of spiritual needs. In this study, 50 % of respondents listed at 

least one religious need, while from statistic data we can see that 64% of population is 

religiously aware. 

 

The psychosocial component (conversation, social contacts, feelings etc.) as spiritual 

domain is evidenced in other researches- in nurses’ perceptions (Ross 1994, 1995) 
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and in patients’ perceptions (Hermann, 2001). Strang et al. (2002) commented that 

when such issues as respect between males and females, feelings and general 

conversation are all understood as primary spiritual needs, it makes clear that the term 

‘spiritual’ is not a uniform concept. However, appearance of psychosocial component 

in spiritual realm does not necessary mean that people mix psychosocial and spiritual 

domain. This phenomena may be because by conversation and social contacts we can, 

for instance, satisfy our psychological (emotional, intellectual) as well as spiritual 

(communion, connectedness, hope, love etc.) needs, since as it was said before, those 

are rather strategies to achieve goal than the goal itself. What seems to be lacking is 

awareness that by those strategies we can fulfil needs or create distress.  

 

Low representation of existential category (6%) is similar to Ross’ (1994) findings 

(10%) and shows the difference between these findings and Strang’s et al. (2002) 

findings where the existential needs predominated. This could be because they ranged 

psychosocial needs into the existential category under the isolation domain, what is 

seen from their categorisation of existential category into four domains: freedom, 

isolation (relationship, conversation, comfort), death and meaning (Strang et al., 

2002). But despite the sum of transcendental and existential category, religious 

domination would still be evident in this study.  

 

Strang et al. (2002) asserts that: “There was no age-related difference in concepts of 

spiritual dimensions, as opposed to the findings of Pullen et al. and Reed. The fact 

that younger staff were as observant as the older ones probably relates to modern 

nursing, in which holistic care, which should include spirituality, is stressed more 

today than previously”. Ross (1994) in her study however finds out that four 

characteristics were significantly associated with identification of spiritual needs by 

nurses: grade, believe system of the nurse, type of ward and geographical area in 

which the nurse was working. In this study demographics characteristics showed 

interesting differences in the perception of spirituality. The only variable that did not 

show any respective difference in perception of spiritual needs was a place of 

employment (professional, not geographical). 

 

One important issue is whether everybody has spiritual needs and do nurses have to 

routinely ask about those needs if they do not have them? In contrast with all other 



Lucija Matič, Spiritual needs                                                                                  50/72 

 50

researches that advocate the importance of spirituality in holistic care in nursing, 

McSharry and Watson (2002) found out that outwards diabetic patients do not find 

nurses to be responsible for taking care of their spiritual needs, nor are those needs 

highly important to them at this stage. Those questions are interesting and they show 

that more empirical work should be done in order to clarify these dilemmas. 

 
Many authors allege different reasons for lack of nurses’ knowledge about spirituality 

and consequently lack of holistic care for a human being. Some of the reasons, which 

are appearing often in literature, are: inadequate education, lack of time, ambiguity of 

concept spirituality, equation spirituality with religion, medical orientation of health 

care, institutional restrictions, believe that spiritual care is the realm of hospital 

chaplains/religious professionals etc. (Vanderbrink, 2001; Goddard, 1995; Newshan, 

1998; Shih et al., 2001; Hurley, 1999; Narayanasamy, 1993, 1998; Hermann, 2001; 

Ross, 1997; McSherry & Draper, 1998). Other reasons for this omission may, in some 

part, be due to embarrassment, or because spirituality cannot be quantified easily and 

may jeopardize nursing claim to be a science (Oldnall, 1996), fear of imposing 

personal beliefs on patients (Strang et al. 2002), lack of guidelines for the practice of 

spiritual care, as indicated by the lack of generally agreed definition of “spiritual”, 

lack of literature specifically on spiritual care, apparent lack of attention credited to 

spiritual issues in nursing education programmes, lack of research, lack of 

conceptual/theoretical framework for spiritual care in nursing (Reed, 1994), lack of 

communication with other professionals (clergy) and environmental issues such as 

lack of space, peace, quiet and privacy (Ross, 1997). 

 

For conclusion many question could be raised, such as: Can we give professional 

nursing care if we do not acknowledge human needs? Are contemporary nursing 

characteristics to take care only for one segment of human needs, while the rest 

remain possibly unanswered? And if so, who is the carer of human spirit- the person 

himself, relatives, friends, clergy, society etc.? In what extent is nursing/health care 

obligated and ethically responsible to consider those other resources? 

Slovenian nursing generally seems to be rather distant from those dilemmas. Having 

in mind that only 20% of 2500 nurses in the research sample returned the 

questionnaire asking about ethics; it was interesting that so many participants did not 
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answer open questions. The question is: why did so many nurses fail to answer? Were 

those questions too demanding or is listing human needs and reflecting on principle of 

autonomy of secondary significance? And if so, when filling out the questionnaire, 

how do nurses handle this demand in practice? Similarly, Ross asserts that after series 

of remind letters, she achieved a 67% response rate. In this study remind letters were 

not used, but for future research it would be wise to consider this option. 

 

Nursing is not isolated from society so perhaps nursing reflects a general attitude 

towards spirituality in society. Two opposite currents seem to exist presently, while 

majority is behaving like coincidental observers. One current is technologic and 

scientific, which tries to achieve progress and creates ethical dilemmas which they 

justify with a possible gain for humanity- the most representative area are presently  

cloning and steam cell researches. The opposite current is an answer to pure 

rationalism and it started with irrational philosophy in the 19th century and is presently 

seen as a return to spiritual roots of society and people’s search for something they 

miss in modern life. 

 

Adair’s expressions give inspiration for the future, saying: “It is our spirit that is the 

antidote to stress; it sustains us and gives us the strength to struggle for a better world. 

It is spirituality that provides the fuel for a political movement to move. When there is 

a shared spiritual practice, there is community where people go out of their way to 

take care of one another” (Adair, 1992). 

There is one further importance hidden between those lines. There is more and more 

debate over the burnout syndrome among nurses. It seems that nursing our own spirit 

would prevent such effects. For showing if this is true, it would be interesting to make 

a research comparing the levels of stress and burnout syndrome and spiritual well-

being. 

 

14. CONCLUSIONS 

 

Spiritual needs according to theoretical basis and research findings would be: belief, 

believe, companionship, connect, control, conversation, creativity, experiencing 

nature, faith, forgiveness, freedom, fulfilment, harmony, hope, imagination, 

inspiration, involvement, will to live (immortality), ability to live according to 
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accepted values, love, meaning, need for finish business, peace, positive outlook, 

purpose, religion, sense, transcendence, will. 

 

The shortage of nursing literature about spirituality is evident when comparing with 

other themes. But having in mind that nurses seem to provide spiritual support on 

unconscious level (Golberg, 1998) and that many attributes of spiritual dimension 

(empathy, ethics, hope, trans-cultural nursing etc) are a frequent theme of nursing 

literature without specifically addressing spirituality, it would be appropriate to 

assume that spirituality is not so overall neglected as it seems at first.  

 

The research method used in this study seems appropriate according to the aim of the 

study. Results are interesting and can be a foundation for further research and for 

action. Suggestion for future research would be: 

• Research of patients’ perception of spiritual need (survey) 

• Research of patients’ spiritual need (qualitative for different kind of diseases, 

ages etc.) 

• Empirical research – a test group and a group with a conscious and systematic 

holistic care 

• Empirical research on influence of functional education on changes in practice 

• Research about patient evaluation of care  

 

Suggestion for action in nursing education and practice: 

Nurses should make special effort in educating and training students of caring 

science. Contents like human as a whole, holistic care, ethics and empathy should be 

corner stones of education for caring science. Special attention should be on practical 

education, how to give spiritual care, how to respect ethical issues, how to 

communicate. We should have much more practical training in those areas.  

Another field for action is functional education (education of working nurses) with 

special attention of patients’ evaluations, reflecting on principles of ethics, holistic 

care and supervision.  
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Holistic nursing is not an easy “road to travel”, nor is the nursing process method in 

spiritual care. Reasons for under-valuating spirituality are cogent. The best answers to 

those problems seem to be that spirituality is the reason why nursing is Science and 

Art.  

 

When we ask ourselves where to find the time and knowledge to reflect on spiritual 

concerns and to give holistic nursing, we should know that it is not so much about 

WHAT we should do, but HOW we do, what we are already doing. Besides that, 

giving bath to a patient experiencing spiritual distress is similar to instil hope to a 

thirsty patient, if we think from WHAT instead of HOW viewpoint. 
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16. APPENDIX 

 

16.1. Appendix 1 Results of Bi variant analysis 

 

Sex 
MULTIPLE RESPONSE 

Male Female 

TOTAL 

N 3 119 122 
Religion 

% within SEX 37,5 41,9 41,8 

N 1 87 88 
Transcendence 

% within SEX 12,5 30,6 30,1 

N 1 9 10 
Aesthetics 

% within SEX 12,5 3,2 3,4 

N 0 28 28 
Undefined 

% within SEX 0,0 9,9 9,6 

N 1 24 25 
Miscellaneous 

% within SEX 12,5 8,5 8,6 

N 2 17 19 
Existential 

% within SEX 25,0 6,0 6,5 

N 8 284 292 

Spirituality 

Total 

% within SEX 2,7 97,3 100,0 

Table 1, Distribution of answers regarding the independent variable SEX 
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Age 
MULTIPLE RESPONSE 

- 25 years 26-35 years 36-45 years 46 - 

TOTAL 

N 13 38 43 28 122 
Religion 

% within AGE 72,2 41,3 44,3 32,9 41,8 

N 2 27 27 32 88 
Transcendence 

% within AGE 11,1 29,3 27,8 37,6 30,1 

N 0 3 5 2 10 
Aesthetics 

% within AGE 0,0 3,3 5,2 2,4 3,4 

N 0 8 9 11 28 
Undefined 

% within AGE 0,0 8,7 9,3 12,9 9,6 

N 2 10 7 6 25 
Miscellaneous 

% within AGE 11,1 10,9 7,2 7,1 8,6 

N 1 6 6 6 19 
Existential 

% within AGE 5,6 6,5 6,2 7,1 6,5 

N 18 92 97 85 292 

Spirituality 

Total 

% within AGE 6,2 31,5 33,2 29,1 100,0 

Table 2. Distribution of answers regarding the independent variable AGE 
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Years of employment 

MULTIPLE RESPONSE 
- 10 years 

11-20 

years 

21-30 

years 

Over 31 

years  

TOTAL 

N 40 42 32 8 122 

Religion 
% within YEARS OF 

EMPLOYMENT 
44,4 48,3 35,2 33,3 41,8 

N 25 25 28 10 88 

Transcendence 
% within YEARS OF 

EMPLOYMENT 
27,8 28,7 30,8 41,7 30,1 

N 3 4 3 0 10 

Aesthetics 
% within YEARS OF 

EMPLOYMENT 
3,3 4,6 3,3 0,0 3,4 

N 7 5 12 4 28 

Undefined 
% within YEARS OF 

EMPLOYMENT 
7,8 5,7 13,2 16,7 9,6 

N 9 5 10 1 25 

Miscellaneous 
% within YEARS OF 

EMPLOYMENT 
10,0 5,7 11,0 4,2 5,6 

N 6 6 6 1 19 

Existential 
% within YEARS OF 

EMPLOYMENT 
6,7 6,9 6,6 4,2 6,5 

N 90 87 91 24 292 

Spirituality 

Total 
% within YEARS OF 

EMPLOYMENT 
45,0 19,6 29,9 5,5 100,0 

Table 3. Distribution of answers regarding the independent variable Years of 

employment. 
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Education 

MULTIPLE RESPONSE 
Secondary 

school 

Higher 

VI 

Faculty 

VII/I 

Faculty 

VII/II 

TOTAL 

N 53 17 43 8 121 

Religion 
% within 

EDUCATION 
40,5 29,8 49,4 50,0 41,6 

N 44 23 19 2 88 

Transcendence 
% within 

EDUCATION 
33,6 40,4 21,8 12,5 30,2 

N 5 3 2 0 10 

Aesthetics 
% within 

EDUCATION 
3,8 5,3 2,3 0,0 3,4 

N 16 5 7 0 28 

Undefined 
% within 

EDUCATION 
12,2 8,8 8,0 0,0 9,6 

N 9 2 10 4 25 

Miscellaneous 
% within 

EDUCATION 
6,9 3,5 11,5 25,0 8,6 

N 4 7 6 2 19 

Existential 
% within 

EDUCATION 
3,1 12,3 6,9 12,5 6,5 

N 131 57 87 16 291 

Spirituality 

Total 
% within 

EDUCATION 
45,0 19,6 29,9 5,5 100,0 

Table 4. Distribution of answers regarding the independent variable Education 
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16.2. Appendix 2 Matrix of the studied literature 

 

MATRIX 1: Spirituality as concept 
Author/ 

Year 

Title Approach/ design Purpose Findings 

Baldacchino and 

Draper, 2001 

Spiritual coping 

strategies: a 

review of the 

nursing research 

Literature review 

 

 

To review nursing 

research-based 

literature, orientated 

towards the use of 

spiritual coping 

strategies in illness. 

The majority of the literature was found anecdotal with only few studies investigating 

directly spiritual coping strategies. Only five research studies explored directly the 

spiritual coping strategies. The use of spiritual coping strategies may enhance self-

empowerment, leading to finding meaning and purpose in illness. 

 

Coyle, 2002 Spirituality and 

health: towards a 

framework for 

explaining 

relationship 

between 

spirituality and 

health 

Concept 

indicator-model 

in literature 

analysis 

 

 

To develop a 

conceptual 

framework, which 

can be used to 

explore the 

relationship between 

spirituality and 

health. 

The analysis identified three approaches to spirituality in the literature: the transcendent, 

the value guidance and the structuralist-behaviourist approaches. 

Friedermann et al. 

, 2002 

Nursing the spirit: 

Framework of 

Systemic  

Organisation 

Literature review, 

applying of 

theoretical 

framework to a 

To elucidate the 

concept of spirituality 

and to demonstrate 

how spirituality can 

Spirituality includes many possible ways of finding meaning in life and maintaining a 

relationship with a power greater than oneself. Transcendence, connectedness with a 

higher power, seeking self-understanding and meaning are concepts incorporated in 

most current theoretical descriptions of spirituality. 
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patient. be integrated in the 

care of a terminally 

ill patient. 

 

 

Fry, 1998 Spirituality, 

communication 

and mental health 

nursing 

Philosophical, 

biological, 

psychiatric and 

psychological 

arguments 

antithetical to 

spirituality. 

To explore 

spirituality and 

communication about 

spirituality in mental 

health nursing. 

Spiritual definitions can be categorised in four categories: the personal transcendence, 

the interpersonal relationships, the transpersonal realm, all of the above. 

Goddard, 1995 'Spirituality as 

integrative energy' 

Philosophical 

analysis of 

spirituality 

To propose a 

definition of 

spirituality 

Spirituality is integrative energy. 

Goddard, 2000 A response to 

Dawson's critical 

analysis of 

'spirituality as 

»integrative 

energy« 

Discussion, 

literature review 

To defend a proposed 

definition of 

spirituality as 

integrative energy. 

Spirituality is integrative energy. 

Golberg, 1998 Connection: an 

exploration of 

Concept synthesis To explore the 

meaning of 

The concept of spirituality has been synthesized with nursing care to produce an 

overarching concept of connection. 
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spirituality in 

nursing care 

spirituality in relation 

to nursing care. 

Kendrick, 2000 Spirituality: its 

relevance and 

purpose for 

clinical nursing in 

a new millennium  

Literature review, 

concept analysis, 

case example, 

discussion 

To develop a 

narrative that 

articulates and 

offers the defining 

characteristics of 

spirituality. 

To critically explore 

and describe the 

character, purpose 

and workings of 

spirituality in clinical 

nursing. 

Spirituality is not just a search for meaning and purpose in life. 

It includes transcendence, immanence and communion. 

McSherry, Cash 

2004 

The language of 

spirituality: an 

emerging 

taxonomy 

Literature review, 

discussion 

 

To explore some of 

the commonly cited 

definitions to 

establish if the 

concept could be 

termed “universal”. 

At the extreme left spirituality is based on religious and theistic ideals, while at the 

extreme right it is based upon secular, humanistic and existential base. The middle way 

contains elements of both, but not as fundamental or radical.  

Because of the amount of existing definitions, danger is that the word becomes so broad 

that it loses its real significance. 

Narayanasamy, 

1998 

A review of 

spirituality as 

applied to nursing 

Literature review To bring to debate 

biological bases of 

spirituality. 

Spirituality is rooted in awareness, which is a part of biological make up of human 

species. Spirituality is therefore present in all individuals and may manifest as inner 

peace and strength derived form perceived relationship with a transcendent God/ultimate 
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Reality, or whatever an individual values as supreme. The spiritual dimensions evoke 

feelings, which demonstrate the existence of love, faith, hope, trust, awe and 

inspirations; therein providing meaning and reason for existence  

Ross, 1994 Spiritual aspect of 

Nursing 

Synopsis of 

literature review 

Discussion 

Proposal of 

conceptual 

framework 

Report from the 

findings from 

doctoral study 

(descriptive 

study) 

 

To present definition 

of spiritual 

dimension, its 

influence on health, 

well being and 

quality of life. 

To propose 

conceptual 

framework for 

nursing practice. 

To report and discuss 

findings of her 

doctoral study about 

spiritual care in 

nursing.  

Spirituality is: a need to find meaning, purpose and fulfilment in life, suffering and 

death, hope/will to live and the need for believe and faith in oneself, others and God 

(definition proposed by Renetzky). 

Nurses seem able to identify patients’ spiritual needs and evaluate care, however they 

were less willing/able to respond personally to those needs. 

Ross, 1995 The spiritual 

dimension: its 

importance to 

patients’ health, 

well-being and 

Literature review, 

conduction of 

doctoral study 

 

To present: 

descriptions and 

definitions of 

spirituality and the 

nurse’s role in 

The spiritual dimension is a need for: meaning, purpose and fulfilment in life; hope/will 

to live; belief and faith. 
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quality of life and 

its implications 

for nursing 

practice 

spiritual care. 

Tanyi, 2002 Towards 

clarification of the 

meaning of 

spirituality 

Concept analysis: 

antecedents, 

attributes, 

constructed case 

examples, 

empirical 

referents, and 

consequences of 

spirituality 

To provide clarity 

and enhance 

understanding of 

spirituality. 

Proposal of definition of spirituality as: “Personal search for meaning and purpose in 

life.” 

 

 

 

 

 

 

 

 

 



Lucija Matič, Spiritual needs                                                                                  68/72 

 68

MATRIX 2. Spirituality in nursing theories 
Author/year Title Purpose Findings Source Number of 

theories 

included in 

analysis 

Criteria for admission  

Martsolf and Mickley, 

1998 

The concept of 

spirituality in nursing 

theories: differing 

world-views and 

extent of focus 

To present aspects of 

spirituality found in 

modern nurse theorists’ 

ideas 

4 nursing theories 

embedded concept of 

spirituality, 4 theories 

have spirituality as a 

central concept.  

Nursing 

theories/conceptual 

models, Fawcett 

(1993, 1995) 

12 Spirituality and/or its 

attributes 

(explicit and implicit) 

Narayanasamy 1999b Learning spiritual 

dimensions of care 

from a historical 

perspective 

To present spiritual 

dimensions of care from 

historical perspective. 

Mentioned Unknown / Attributes of spirituality 

(implicit) 

Oldnall, 1996 A critical analysis of 

nursing: meeting the 

spiritual needs of 

patients 

To explore some 

difficulties in arriving at 

a definition of 

spirituality and to 

examine extent to which 

nursing theories 

incorporate the concept 

of spirituality 

14 theories acknowledge 

spirituality. Most of 

them were implying 

spirituality with implicit 

language and only two 

of them (Watson and 

Neuman) address 

spirituality as an 

important concept. 

Marriner-Tomeys’ 

(1989) volume 

26 Spirituality (explicit) 
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Ross, 1995 The spiritual 

dimension: its 

importance to 

patients’ health, well-

being and quality of 

life and its 

implications for 

nursing practise 

 

To review: descriptions 

and definitions of 

spirituality and the 

nurse’s role in spiritual 

care. 

Mentioned Unknown / Attributes of spirituality 

(implicit) 

Tanyi, 2002 Towards clarification 

of the meaning of 

spirituality 

Concept analysis: 

antecedents, attributes, 

constructed case 

examples, empirical 

referents, and spirituality 

consequences. 

Some nurse theorists 

have defined and 

included spirituality in 

their models. 

Neuman 1989, 

Watson, 1989 

/ Spirituality explicit 

 

 

 

 

 

 

 

 



Lucija Matič, Spiritual needs                                                                                  70/72 

 70

MATRIX 3: Spirituality in nursing practice 
Author Title Approach Method Number Purpose Findings 

Golberg, 1998 Connection: an 

exploration of 

spirituality in nursing 

care. 

Theoretical- 

empirical 

Not described Not described To explore the meaning of 

spirituality in relation to 

nursing care using concept 

synthesis. 

The concept of spirituality has 

been synthesized with nursing 

care to produce an overarching 

concept of connection.  

Some nurses limited spiritual care 

to informing the appropriate 

religious leader, others had a 

wider vision of spiritual care. 

Narayanasamy and 

Owens, 2001 

A critical incident 

study of nurses' 

responses to the 

spiritual 

needs of their patients. 

Empirical Analysis of 

critical incidents 

stories 

Nurses: 115 To:  

(1) Describe what nurses 

consider to be spiritual needs;  

(2) Explore how nurses respond 

to the spiritual needs of their 

patients;  

(3) Typify nurses' involvement 

in spiritual dimensions of care;  

(4) Describe the effect of 

nurses' intervention related to 

spiritual care. 

 

Nurses use 3 approaches to 

spiritual care: personal, 

procedural and cultural. 

Following spiritual care 

interventions, patients appear 

peaceful, relaxed and calm, and 

grateful. Spiritual care seems to 

have positive effects on patients 

families and nurses themselves as 

well. Some nurses suggested that 

the inability to provide a proper 

spiritual care posed ethical 

dilemmas. 
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MATRIX 4: spiritual needs 
Author Title Approach/respondents Purpose Findings 

Hermann, 

2001 

Spiritual needs of 

dying patients- a 

Qualitative Study 

Descriptive 

qualitative research 

 

Respondents:  

19 hospic patients 

To find out spiritual need of dying 

patients 

6 categories of spiritual needs emerged from 

study: need for religion, need for 

companionship, need for involvement and 

control, need for finish business, need for 

experience nature, need for positive outlook. 

Strang et al, 

2002 

Spiritual needs as 

defined by 

Swedish nursing 

staff 

Descriptive 

qualitative research 

 

Respondents: 

141 registered nurses, 

managerial staff and 

nursing auxiliaries 

working in six 

different units. 

 

To describe how Swedish nurses 

characterize the meaning of 

spiritual needs and what kind of 

significance nurses place on the 

spiritual dimension. To study 

whether there are any special 

groups of patients for whom 

spiritual/existential needs are 

considered to be of special 

importance. 

 

3 categories  

General spiritual issues: belief,, inner self, 

peace, harmony, love and meaning, general 

conceptions of life, need of soul. 

Religious issues: practising religion, fulfilling 

wishes related to patient’s  religious believes. 

Existential issues: freedom, 

meaning/meaningless, existential isolation, and 

death.  

 

Respondents feel that spirituality is of special 

importance to severely ill and dying patients, to 
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immigrants and others who actively practised 

their religion. 

 

Ross, 1994 Spiritual aspect 

of Nursing 

Explorative 

descriptive research 

 

Respondents: 

793 staff nurses and 

charge nurses 

working full time 

descriptive in care of 

the elderly wards 

What do nurses understand by 

spiritual need? 

Do nurses identify patients’ 

spiritual needs? 

How do nurses identify patients’ 

spiritual needs? 

How do nurses respond to patients’ 

spiritual needs? 

Who do nurses consider to be 

responsible for responding to 

patients’ spiritual needs? 

6 categories of spiritual needs emerged from the 

text: need for meaning, purpose and fulfilment, 

need to receive and give love and forgiveness, 

need for hope and creativity, need for belief and 

faith, need for peace and comfort, 

miscellaneous. 

Other findings are too extent for the purpose of 

this Master thesis. 

 


