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ABSTRACT 

There is scientific evidence that the spiritual well-being ofa person can influence the quality of 

li fe lived and the general responses to life's cri ses of illness, pain, suffering and even death 

(Ross, 1994). The problem that was identified in this study was the absence of an explicit 

description orthe phenomena of spirituality and spi ritual care in nursing with in a South African 

context. Concept clarification was imperative ifnurses, patients/clients in South Africa were to 

rea lize spirituality and spi ritual care within a broader context of holistic nursing. The purpose of 

the study was to conceptualize the phenomena of spiritual ity and spiritual care from the 

perspect ives of nurses and patients!clients with an aim of generating a middle range theory of 

spiritual care in nursing that explained the phenomena by utilizing data that were grounded in 

the part icipants' experiences. 

A qualitative mode of inquiry using a grounded theory method was appl ied. A sample of 56 

participants composed of 40 nurses, 14 patients and 2 relatives of patients was recru ited by 

theoretical sampling procedure from two hospi tals, and one hospice settings. Data were collected 

by utili zing focus groups interviews followed byone toone in depth interviews and observations. 

An audio tape recorder was used to record the conversation, field notes and memos were also 

kept to strengthen the data, and to ensure trustworthiness. Data were collected and ana lyzed 

simultaneously. A software ca lled Nvivo was used to code data into different levels of coding. 

The results were rich descriptions of the phenomena in question and a development of a 

theoretical model for spi ritual care. The concept of spirituali ty was described as a unique 

indi vidual quest for a transcendent relationship by establishing and maintaining a dynamic 

relationship with self, others and wi th God as understood by the person. The abili ty to establish 

and maintain a meaningful transcendent relationship seemed to be related to the person's beliefs, 

faith or trust. 99% of the participants expressed their ques t for a transcendent relationship 

through organized religion while I % claimed to have their spiritual fulfilment outside an 

organized religion. 

The phenomena of spirituality and spiritual care were conceptualized as occurring in phases 

which begin with a comfortable zone, trigge r-response and spiritual caring. The nurses role in 

spiritual care was perceived as based upon the principles of ubuntu. compassion for human 

sutTering and pain and acceptance of a patient/client as a unique being. Nurses carried their 

spiritual care ro les by accompanying, helping, presencing, va luing and intercessory roles. The 

outcomes of spiritual care were ci ted as hope, inner peace, finding meaning and purpose in life , 

illness, and in death. 



ACKNOWLEDGMENT 

I wOllld like exyress my sillcere ayyreciatioll of tile ~lJ'yort alld guiMllce I received from d!fferwt illJlividuals 

a lid from tile illStitutiOI15 tlley reyresellL rlleir ul/limited assistallce made tile actualizatioll of tllis study real. 

witllout tile killd of ~lJ'yort tlley gave me, tllis dissertation would 1I0t lIave bew cOII!pleted. I would like to 

extelld a syecial 'Tllallk YOU" to; 

I. professor Lealla uys my researcll ~lJ'ervisor wllose yaUellce ill guidil\'J me to write up tllis dissertaUon 

call/lOt be easily expressed ill ordillary humall lal\'Juage. slle was ever ready to give ~lJ'yort, words 

of ellcouragemellt ill Umes of distress associated with beil\'J a ph D studenL when I reached the cross 

roads, 1I0t kllowil\'J wllich direcUolI to take slle was tllere to yoillt the right road. 

2. rile Ulliversity of Natalllursil\'J deyartmCllt academic alld suyyort staff for creaUl\'J an envirollmellt 

COlldllcive to leanJil\'J and by beil\'J wiRil\'J to listell mm give he~ when I needed their he~. 

3. lIiformaUolI system alld rec1l11ology deyartmCllt syecifically Kathy Mumll alld pattsy clarke for tlleir 

guiMllce mm ~lJ'yort ill the use of various software. 

4. My research yarticipmds - the yatiCllt and their relaUves aIm the nllrses of Addil\'JtOIl Hosyital, st 

Mary's Hosyital and the Highway HOsyice for their willil\'JlIC55 to take yart ill the research. witllout 

all oyen millded admillistraUolI, the researc1ler would 1I0t have gained CIltry to the research sites. 

rherefore. I Sillcerely tllmlk tile mallagemellt of the above three il15titutiOI15. 

5. rhe Natiollal Researc1, FOUIIMtiOIl alld tile Ulliversity of Natal-Nursing deyartmellt, the ftnallcial 

assistance tlley gave me to carry Ollt this research was highly ayyreciated. 

6. Last but 1I0t least, my family and friCllds for their ulifailil\'J suyyort, love and ellcoumgemenL when 

I needed to be alone to write uy my dissertation, they were wiRing to be deyrived of my reciprocal love 

so that I could accolI!plisl, this work. whell I llceded them for emoUollal suyyort, there were ready 

to give iL 

I Sincerely thallk you aU. 

samh N. Mahlul\'Julu. 

11 



DECLARATION 

I, Sarah . Nomalizo Mahlungulu declare that: 

this dissertation, Spiritual Care in Nursing: A Grounded Theory Analysis is my 

own work and it has not been submitted to any other university other than the 

University of Natal (Durban). All sources of infonnation that have been utilized 

or quoted have been acknowledged by a complete reference. 

Sarah N. Mahlungulu February 20, 200 I 

111 



TABLE OF CONTENTS 

ABSTRACT """"""' ..... " . ".' . , . . •. . • ' ,. , . . .. . . ... . . .. ..•.. , (i) 

ACKNOWLEDGMENT ., . . . . ....... ,... . .... . . . .. . . .... . . .. . ........ (ii) 

DECLARATION ....... , ....... • ..•..•. , . ..• ,.... . .................. (iii) 

TABLE OF CONTENTS ...•.....•..•..•..•..•..•..................... (iv) 

TABLE OF FIGURES .. , ..... ,., .. , .. , ..... ,.,................ . ...... (ix) 

1.1 

1.2 

J.3 

1.4 

1.5 

1.6 

1.7 

1.7. 1 

1.7.2 

1.7.3 

1.7.4 

2.1 

2.2 

2.2.1 

2.2.2 

CHAPTER ONE: INTRODUCTION TO THE STUDY 

Introduction 

Statement of a problem 

The purpose of the study 

.... . ... , .... , .... . .................... . 

... . ............. . ....... . ............. 

Objectives of the study ..... .. .... . ....... ..... ............... .. 

Research questions .... ... ............... ........ . .... , ..... . . . 

Significance of the study ................. .... ....•........ . .... 

Definition of tcmlS .................... . ...... _ ....... .. ... . . . . . 

S ,. I ' plntua tty ...........••.• . .•... • •• . • • . • . .. . . .... • .•..• . •• . •. 

Spiritual care 

Patient/c lient .... ... .. .. . .. . .. . ... ..... . ... ........ . . ... .. .. . . 
Nurse .......... .. .. .... .. .. . .. . .. .. . .. .. . .. ....... . .. .. . .. . 

CHAPTER TWO: LITERATURE REVIEW 

Introduction 

Philosophical background ....................... . .... . ......... 

Rationalism 

Empiricism ............................... ..... .... . . ........ 

2 

2 

3 

3 

4 

5 

5 

6 

6 

6 

7 

7 

8 

I I 

2.2.3 Marxism .........•.... ... .... . . ..• . .• . .. . . . .......•. .. . .. . . ' 13 

2.2.4 Existent ialism . . . . . . . . . . . . . . . . . . . . . • . . . . • . . . . • . . . . . . • . . . . . . . . . 15 

2.3 Religious perspectives ................•.. . ...... .. ... . . . .... • .. 17 

2.3.1 The traditional African religion . . . . •.. . .•.. . .... . . • . ... . .•.... • .. 17 

2.3 .2 

2.3 .3 

The Christian rel igion 

The Eastern relig ion .......... . ............ . ................... 

'v 

19 

21 



2.3.4 

2.4 

2.4. 1 

2.4.2 

2.4.3 

2.4.4 

2.4.5 

2.5 

3.1 

3.2 

3.3 

3.4 

3.5 

3.6 

3.7 

3.8 

3.9 

3.10 

3.11 

4.1 

4.2 

4.2.1 

4.2.2. 

4.2.3 

4.3 

4.3.1 

I slamic re ligion 

Human spirituality , ............... .. . .. .. .... .... .... .. ... ... . 
Spiritual growth and development ... . .. .. . .... . . .... .. . , . . . . .... . 

Spiritual well -ness 

The spiritual distress ..... . ... . . ........ ....................... . 

Spiritual needs .. , ..... .. .. . ..................... . ........... . 

Spiritual care 

Chapter summary and conclusion ............ ... ................. 

CHAPTER THREE: RESEARCH METHODOLOGY 

Introduction 

Research design ..... . .... .. .. . ... .. .. ....... .... .. .. .. ... .. .. 
Sett ing description ..... .. .... .. ..... .. .... ... . .. ... .. ... ... . . . 
Sampling procedure 

Sample description .... ....... ....... . ......... . ...... , .. . .. . . . 
Data co llection ....... ... .......................... . ....... . .. 
Data analysis ..... . ... .. ... ... . .. .. .... . .... ... . . ..... ... .. . . 
Academic rigour .. . ........ .. .... . . . .. . .......... . . . .. . ...... . 

Dissemination of findings .. .. . ......... . . . .... . . . ......... . ... . 

Ethical considerations ......... . .. . . . . , . . ....... . ....... . . . . . . . 

Conclusion 

CHAPTER FOUR: RESEARCH RESULTS 

Introduction . . . . . . . . . . , . . . , . , , . . . . , . . , . . , . . . , . . . . . , . . , . . . . . . . 
The concept of spirituality .. ,.,', ... . , .. , .. , ... , ... , .... ,., ... ,' 

Spirituality as an integrated whole , .............................. . 

Spiritua lity defined ................ . • . • .. .. •..... . . .• . .• .•.. . .. 

Spirituali ty as a re lig ious belief ..... . . ... . .. ..... . . .. ... .. . . .. .. , 

The spiritual trigger response ., ..... , . ...... . ..... . . , . . . ..... ... . 

The triggers ...... . ............•....•.•......•.•.........•... 

23 

24 

27 

33 

33 

34 

34 

39 

41 

41 

42 

42 

44 

47 

48 

49 

5 1 

51 

54 

55 

56 

56 

58 

60 

63 

63 

4.3.2 The response ...... . . . . . . . . . . . . • . . . . • . . . . . . . . . . . . . . . . . . . . • . . . 67 

4.3.2. 1 The grieving process .. .. . . . • . . . . . . . . . . . • . . . . . . . . • . . . . . . . . . • . . . 68 

4.3.2.2 Coming to tenns 72 

v 



4.3.2.3 Searching for transcendent relationship ........................... . 

4.4 Perceiving and expressing spiritual need .......................... . 

4.4.1 Perceived spiritual needs ....................... . .............. . 

4.4.1. 1 Self oriented spiritual needs .................. . ............ . .... . 

4.4.1.2 The people centered spiritual needs ... . .... . ..................... . 

4.4.1.3 The God centered spiritual needs .......... . . ....... .... . .. .... . . . 

4.4.2 Expressing spiritual needs ..................... . . . .. . ... ...... . . 

4.5 Spiritual care in nursing .......................... . ............ . 

4.5.1 

4.5.2 

4.5.3 

Defi nit ions of spiritual care 

Principles of spiritua l care 

............ . ............... . .... . ... 

Factors perceived to innuence spiritual care in nursing 

4.5.4 The nurses' role in spiritual care 

4.5.4.1 The accompanying role of a nurse 

4.5.4.2 Assessing patient's spiritual needs 

.... . ........................... 

4.5.4.3 The facilitating ro le of a nurse ........................ . .. . ... . .. . 

4.5.4.4 The mentoring function .... . ........................ .. ........ . 

4.5.5 The helping ro le ofa nurse ...................•.......•......... 

4.5.6 

4.5.7 

4.5.8 

4.6 

4.6. 1 

4.6.2 

4.6.3 

4.6.4 

4.6.5 

4.7 

5. 1 

The presencing ro le of a nurse ..... , . . ... , ...................... . 

The va lu ing ro le of a nurse ........... . . , ....... . . . . ........... . 

The intercessory role of a nurse ......... , ... . ................... . 

Spiri tual care outcomes . . . . . .............. . ............ . .. .. .. . 

Coping as a spiritual care outcome .. ......... ... . .... ... , .. ..... . 
Acceptance as a spiritual care outcome 

Inner peace as a spiritual care outcome .. ,., ...................... . 

Meaning and purpose for life outcomes of spirituality .... . .......... . 

Hope as the spiritual care outcome 

Sum.mary and conclusion ...................................... . 

C HAPTER FIVE: DISCUSSING THE RESULTS 

Introduction 

74 

75 

75 

77 

79 

80 

80 

83 

83 

85 

89 

92 

92 

94 

97 

97 

100 

106 

107 

110 

11 2 

11 4 

11 7 

11 7 

118 

119 

119 

123 

5.2 Describing the conceptual framework ................... . . .. .. . ... 125 

5.3 A theoretica l model of spiritual care in nursing ........ . .... . ........ 129 

5.3. 1 The purpose of the spiritual care model ............. , ..... . ....... . 130 

VI 



5.3.2 Philosophical base or basic assumptions of the spiritual care model 130 

5.3.2.1 Person ................................................... . .. 131 

5.3.2.2 God .......... . .. . .... .... ...... . ... . .. . .. . 131 

5.3.2.3 Environment ... . . ... ..... . . . . . . . . . . . . . . . .. . .. . .... ... ..... 131 

5.3.2.4 Health ........ . .•........................................... 132 

5.3.2.5 Illness 

5.3.2.6 Nurs ing 

5.3.2.7 Spiritual caring .......................•....... •. .............. 

S.4 The concepts 0 the spiritual care model .. .... ................ .. ... . 

5.4.1 The concept of spirituality ............. .. . ... . ....... . ......... . 

132 

134 

134 

134 

134 

5.4.2 Characteristics of spirituality .... .....•.......... . ...... ...•..... 136 

5.4.3 The consequences of spirituality ...•. . .. . , ....... . ............... 137 

5.4.3.1 Inner peace ....................................... . ..• . • . . . .. 138 

5.4.3.2 Finding meaning and purpose in life, illness and in death ... ... ... . .... 139 

5.5 The spiritual trigger response ............................. . . . . . .. 139 

5.5.1 Grieving. . . . . . . . . . . . . . . . . . . . . . . . . •.. . . . • . .. . • .. . .. . . . . . . . . . . 140 

5.5.1.1 Spiritual fear .... .... ... . . .•. .. . •.......... ... . . .... .. . . . . . . .. 140 

5.5.1.2 Spiritual anger ... .. ... .. . .. ..... .. .......... . .. .. . .. .. . . .. . .. 
5.5. J.3 Spiritual guilt ........ .. .. .. ... . .... . ... ..... . .. .. . ...... .. ... 
5.5.1.4 Spiritual bargaining 

5.5.1.5 Spiritual denial and shock 

5.5.1.6 Spiritual dependency .. .... ...........•...............•........ 

5.5.2 Coming to tenus ............ .. ....... . ....... . ............. . . . 

5.5.2.1 Forgiveness .. .... • .......•...............•. . .......•.•..... . 

5.5.3 Going beyond ... . .............. . .... . .. . ..•...... . .. • . . ... . .. 

5.6 The spiritual caring roles . ............ . .. . .. ... .. .... . . . .. . .. .. . 

141 

141 

141 

142 

142 

142 

143 

145 

147 

5.6.1 Definition of spiritual caring ro les ... . .•........... .• ....•.. . ..... 147 

5.6.2 Principles of spiritual care ........ .... . ............ . ........ . ,.,. 147 

5.6.3 Factors influencing spiritual care 

5.6.3.1 The influence of religious beliefs 

5.6.3.2 The influence of cultural diversity on spiritual care 

5.6.3.3 Recognizing spiritual needs ......... . .......................... . 

5.7 Nurses' spiritual care roles ..................... . ............... . 

VII 

149 

149 

150 

150 

151 



5.7.1 

5.7.2 

5.7.3 

5.7.4 

The accompanying role of a nurse .......... .......... ... .. ...... . 

The helping role ofa nurse 

Presencing role of a nurse 

The valuing role of a nurse 

...... . .. .. .... .. .... .... ... .... ... . .. 

151 

152 

152 

152 

5.7.4.1 Love and compassion as expressions of human value . . ... . ........... 153 

5.7.5 The intercessory role ofa nurse ........................... ....... 154 

5.7.5.1 The intercessory prayer ....................•................... 154 

5.7.5.2 Nurturing hope and trust ................ • .. • ....•.........•. • .. 155 

5.8 The spiritual care outcomes ......................... .. . ...... .. . 155 

5.9 Discussion in re lation to the literature ..................... ........ 158 

5.9.1 

5.9.2 

5.9.3 

5.9.4 

5.9.5 

5.10 

Contrasting definitions of spirituali ty and spiritual care 

Conceptual framework of spiritual caring in literature 

Factors inOucncing spiritual caring in literature 

The nurses' responsibilities in spiritual caring 

Antecedents and consequences of spirituality 

... , ....... . ... . 

Recommendations ........... . ............. ..... ... ....... . . . . 

158 

160 

167 

170 

172 

175 

5.11 Conclusion and summary ... .. .. .. . . ......... . ... ........ ... . . . . 176 

REFERENCES 

ANNEXURES .......................................... . ... .. . ..... 

ANNEXURE A: Pennission for research (regional) 

ANNEXURE B: Pennission for research (local) 

ANNEXURE C: Guidelines for interviews 

ANNEXURE 0: Table of codes 

VllI 

178 

190 



TABLE OF FIGURES 

Figure I: Age of participants 

Figure 2: Education of participants ............. . . .. . . .. . . . ............. . 

Figure 3: Religious affil iation of participants .. .. .... .. . . . .. ....... . ...... . 

Figure 4: Spiritual health/illness continuum ...... . ... .. ....... .... ... . ... . 

Figure 5: Phases of spiritual experience ......... . .. ... •... . ...... . ... . . .. 

Figure 6: Spiritual care 

IX 

45 

45 

46 

133 

146 

157 



CHAPTER ONE: INTRODUCTION TO THE STUDY 

1.1 Introduction 

Nurses describe their professional uniqueness in patient care as embedded in the concept of 

holistic caring in which a person is viewed as a unique bie-psycho-social, moral, and spiritual 

being (Oldnall, 1996). The central tenet of holism is unity of all aspects that make a human 

being. Holism is based upon the premise that the whole is greater than the sum of its parts 

(Goddard, 1995). The opposite of holism found in nursing practice is the fragmentation of a 

person into a body in bed, a case for surgery, a disease for pathological investigations (Salladay 

and McDonnell, 1989). In response to the challenge of caring for the person as a whole, the 

International Council of Nurses (ICON) code of et hies (1973) incorporated spiritual care as part 

of the nurses' responsibilities (Bradshaw, 1994). 

Over the past two decades there has been a growing increase in speculating the concepts of 

human spi rituali ty and spiritual care in relationship to holistic caring. The recent upsurge of 

interest in matters of spirituali ty is not only in the nursing profession, but also in politics, 

education, theology and in other health related professions. Carr (1996) argues that this recent 

attention to matters of spirituality can only be associated to the urgent need for a rigorous 

philosophical analys is in a realm where the bulk of the talk is notoriously fast and loose. Indeed, 

by far the most pressing problem concerning the construction of a plausible account of 

spi rituality relates precisely to the looseness of every day language of spirituality (Carr, 1996). 

Defining human spirituality is not an easy task, and let alone spiritual care. Nursing literature 

reveals that there is a plethora of definitions which include a need for meaning and purpose in 

life, a need for hope, trust, faith in self, others and in a power beyond self, a need for forgiveness , 

a need to establish and maintain a dynamic relationship with self, others and the Ultimate Other 

(Shelly & Fish, 1988; Carson, 1989; Sardana. 1990; Goddard, 1995; Golberg. 1998). There is 

scientific evidence from North American and British studies and literature that the spiritual well­

being of a person can influence the quality of life lived and the general response to the life's 

crisis of illness, suffering, pain and even death (Rass, 1994). The manner in which spirituality 



is conceptual ized and defined will have significant impl ications for professional nursing practice, 

nursing education and further development of the ontology and the epistemology of nursing 

(Goddard, 1995). 

1.2 Statement of a problem 

The problem was identified in this study was the absence of an explicit description of the 

concepts o f spirituality and spiritual care in nursing within a South African context. Concept 

clarification is imperative if the South Afri can nurses and patients/clients are to recognize the 

spirituali ty and spiritual care within a broader context of holistic nursing care. The implicit nature 

of spirituality and spiritual care needed to be explicated from the perspective of those who give 

and receive nursing care. Concept clarifi cation cou ld be achieved if there was a general 

agreement between patients/clients and nurses about the essential constitutive elements of the 

two concepts in question. 

1.3 The purpose of the study 

The purpose of this study was to analyse the concepts of spirituality and spiritual care from the 

perspectives of both patients/clients and nurses, with the aim of di scovering a shared meaning 

ofthe phenomena by capturing all variations and also examining the conditions under which the 

phenomena occurred. There are no research studies which have been reported in South Africa 

on human spirituality and spiritual care in nursing, therefore there is a need to share views about 

the phenomena in order to access them for holistic nursing care. 

This study therefore aimed at achieving two major goals.{ I ).To conceptualize the phenomena of 

spirituality and spi ritual care from the perspectives of patients/clients and nurses. (2). To generate 

a middle-range theory of spi ritual care that explains the phenomena and the related concepts by 

utilizing data that was grounded in the participants' experiences. 
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1.4. Objectives of the study 

In order to achieve the broad aim mentioned above, the researcher had to ach ieve the following 

objectives; 

I. Identified the descriptive words used by patients/clients and nurses to describe the 

phenomena of spiritual ity and spiritual care. 

2. Identified the similarities and differences in the use of concepts in order to discover the basic 

social process or a core variable. 

3. Discovered how patients and nurses expressed their spiritual experiences. 

4. Identi lied nursing activities which arc classified by both nurses and patients as spi ritual care 

activities. 

5. Described the processes involved in the provision of spiritual care. 

6. Analysed the concepts of spiritual ity and spiritual care with an aim of identifying the cause, 

context , covariance, consequences, contingencies and conditions under which the phenomena 

occurred. 

1.5. Research questions 

The research questions that this study endeavoured to answer were; 

1. What were the descriptions given by nurses and patients /clients for the concepts of 

spi rituality and spiritual care? 

2. What concepts were used by patients/clients and nurses's to describe their values of 

spirituality and spiritual care? 

3. What are the properties of spirituality and spiritual care as described by the research 

participants? 

4. How did patients/clients respond to their illness, pain suffering and death? 

5. Under which conditions, and with what strategies and consequences were the phenomena of 

spirituality and spiritual care experienced? 

6. What were the patterns, variances, complexities and diversities inherent in the descriptions 

of spirituality and spiritual care as experienced by both patients/clients and nurses? 

3 



1.6. Significance of the study 

Although there is an increasing recognition oflhe spiritual dimension ofa person and a need for 

spiritual care to be incorporated in patient care, there is still obvious conceptual disparity, 

vagueness and ambigu ity in the descriptions given by different authors (Goddard, 1995). Several 

factors have been identified as the cause of this ambiguity and vagueness in descriptions orlhe 

concepts of spirituality and spiritual carc. Piles (1986) found that spiritual needs were often 

confused with psychosocial needs. Goddard (1995) also argues that the inability to distinguish 

between the psychosocial and spiritual needs and spi rituality and religiosity have potential results 

of either neglect or inappropriate response to the pati ents' spiritual needs. 

The manner in which spirituality and spiri tual care are conceptual ised and defined will have 

s ignificant implications for professional nursing practice, nursing education and for further 

development of the ontology and the epistemology of nursing (Goddard, 1995). This study 

uncovered new dimensions of spirituality and spiritual care as used in the nursing profession. The 

studies that have been done in United States of America and United Kingdom have not paid 

much attention on the analysis of the concepts of human spirituality and spiritual care . They have 

all made an assumption that they understand the meaning of these concepts. 

Since no studies have been reported in South Africa on the topic of spirituality, this investigator 

has sensitized the South African nurses to this topic which has suddenly become the academic 

focus in the Western world. When nurses are sensitized to the spiritual expressions of patients 

and they also agree on some common defining concepts, then total patient care would be 

improved. Nurses like McConochie (1994) purport that the reality of spiritual care is more ofa 

challenge to nurses dealing with patients suffering from tenninal illnesses such as Acquired 

Immune deficiency syndrome (AIDS). Often these patients feel that they have let their families, 

friends and God down and that they have not lived up to the standard of their own cherished 

values. If nurses and patients/clients shared a common understanding of the concepts of 

spirituality and spiritual care, the implicit nature of these concepts would be explicated. 

4 



Studies relating to spiritual ity date as far back as 1960's (Rass, 1994). Research relating to 

patient's perception of spiritual ity was firs t reported by Stallwood-Hess ( 1969), Kealey (1974), 

Martin (1976) Chomiez ( 1984), Simsen (1985), in these studies it was found that hospi taliza tion 

can become a spiritual encounter. A signi fi cant number of patients reported experiences of 

finding meaning in their illness, a need for a fu lfill ing relationship with God and others, relief 

from fear and forgiveness as spiri tual encounters (Rass, 1994). 

Rass, (1994) reports that research relating to nurses ' perception of the patients' spiritual needs 

dates as far back as 1957. Kramer, 1957, Kealey, 1974, and Piles, 1986 (cited by Ross, 1994) 

found that while almost all nurses perceived providing spiritual care as an important part of their 

ro le, only about halfof the group were able to provide such care. Nurses reported that they were 

not adequa tely prepared in the nursing schools to provide spiritual care (Piles, 1986). Ross ( 1994) 

study a lso sought to identify nurses' perception of patients , spiritual needs. Hall and Lanig (1993) 

focused on self professed Chri stian nurses and how they integrated spiritual care in their daily 

ac tivities. A significant number of nurses reported to be providing spiritual care, but this care 

appeared to be easily provided for peers and colleagues than for patients (Hall and Lanig, 1993). 

Studies that are reported in literature all seemed to have used quantitative designs of descriptive 

surveys using mailed questionnaire. This researcher pre ferred to approach the problem in context. 

The topic of spirituality needed to be understood contextually. 

].7. Definition of terms 

The purpose of this study was to identify the defining concepts used by patients and nurses for 

the phenomena of spirituality and spiritual care. Therefore, the definitions given below werejust 

working definitions. They were replaced at the end of the study by the definitions which have 

emerged from the data. 

1.7.1 Spirituality 

In this study, spirituality was viewed as an aspect of the total being inseparably integrated to all 

other aspects of the being. Spirituality has to do with how the person experiences himself or her 
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selfin rclationship to what he or she considers as the source ofultimatc power and mcaning in 

life. Spirituality is the integration of one's experiences of God (as understood by the person) in 

relationship to one's self and the effects this relationship has in the individual's value system and 

total philosophy of life (Kretzschmar, 1995). Spirituality is a broader concept than religion. 

Spirituality includes re ligion but the two terms are not synonymous (Golberg, 1998). 

1.7.2 Spiritual care 

In this study spiritual care referred to all nursing activities which are directed towards assisting 

a person to establ ish and, or maintain a dynamic relationship wi th God as understood by the 

person. Spiritual care includes all nursing activities which wi ll promote inner peace within an 

indi vidual and with his or her significant others and with God (according to that individual's 

definition of God). 

1.7.3. Patient/ client 

Patient/client referred to any person sick or wel l who beTJefits from nursing care. In this study the 

concept of "patient" was used to refer to the person who is sick and undergoing some medical 

treatment and sUbjected to nursing care in a hospital or hospice sett ing. The concept of"c1ienf' 

was used to refer to the person who was not claiming to be s ick, but has been at one stage 

subjected to nursing care. The concept of client was also used to refer to the relatives of patients. 

1.7.4. Nurse 

In this study the tcnn "nurse" was used to refer to a professional nurse who is registered as such 

with the South African Nursing Council and is providing direct patient care either in a hospital 

or hospice setting. "Nurse" was also used to refer to an enrolled nurse who was providing direct 

patient care and was also enrolled with the South African Nursing Council as such. 
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CHAPTER TWO: LITERATURE REVIEW 

2.1 Introduction 

This literature review covered the fo llowing areas: 

I. Philosophical background about human nature and human spirituality. 

2. Religious perspectives on human nature and human spiri tuality. 

3. Human spirituali ty and spi ritual care as part of total patient care. 

2.2 Philosophical background 

Philosophy is a tenn which comes from the Greek word which literarily means, "love for 

wisdom," This term has been defined differently by different writers. For this reason this writer 

adopts the Oxford Dictionary definition which defines philosophy as Uthe use of reason and 

argument in seek ing truth and knowledge of reality , especially oflhe cause and nature of things 

and of the principles governing existence, the material universe, perception of physical 

phenomena and human behavio r." (Fowler and Fowler, 1990). 

Philosophy addresses fundamental questions, the most crucial of all being, who am I? Where am 

]? What is the nature of reality? What is the ultimate reality? What is wrong? How do I 

understand the disorder, pain and evil that I observe and experience? How can I explain it? What 

is the solution? (Sire, 1988). 

This literature review therefore, aimed at finding philosophical answers about human nature with 

specific reference to the human spirit or soul as some writers often do not make a distinction 

between the spirit and the soul. This literature review has in no means attempted to exhaust the 

subj ect of philosophy and human nature, but it has only made specific reference to Rationalism, 

Empiric ism, Marxism, and Ex istentialism. Even though not much reference wi ll be made to the 

Ancient philosophers like Socrates, Plato and Aristotle, thei r philosophical views have a great 

influence on their successors up to this day. 
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This researcher tends to agree with Socrates whcn he said "true knowledge is more than simple 

an inspection of facts. Knowledge has to do with the power of the mind to discover in facts the 

abiding elements that remai n after the facts disappear" (Stumpf, 1966:43). Are there any abiding 

elements which remain after the fac ts we al ready know about human nature disappeared? The 

philosopher therefore , emphasized that the person who wants to find knowledge about rea li ty 

must go deep to the roots of facts through dialogue. 

2.2.1 Rationalism 

Rationalism is a phi losophical thought which arose during the seventeenth century of which its 

tri bute is attached to Rene Dcscartes as the founder. Descartes likened himself to an Architect 

designing a town from scratch (Sorel, 1993). Dcscartes and his co lleagues' Spinoza and Leibniz 

fash ioned a new ideal fo r philosophy. Their outstanding contribution to philosophy was their 

emphasis upon the rational capacity of the human mind which they considered the main source 

of truth abou t reality. The fundamental quest ions attacked by Descartes were on the nature of 

knowledge and the nature of man. 

Descartes' philosophical position is summarized in what he ca lls "Rules [or the direction oflhe 

mind." To mention, just but, a few ; rule onestatcs that the aim of our studies should be to direct 

the mind with a view offorming true and soundjudgemcnt about whatever comes before it. Rule 

two - we should attend only to those objects of which our minds seem capable of having eertain 

and indubitable cogni tion. Rule three - concerning objects proposed for study we ought to 

investigate what we can clearly and evidently intuit, or deduce wi th certainty, and not what other 

people have thought, or what we ourselves conjuncture. For knowledge can be attained in no 

other way. Rule four - we need method if we are to investigate the truth of things. Rule five- the 

whole method consists entirely in the ordering and arranging of the objects on which we must 

concentrate our minds' eyes ifwe are to discover some truth . We should be following exactly this 

method if we reduce complicated and obscure propositions step by step to simple ones of all, try 

to ascend through the same steps to a knowledge of all the rest. 
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Rule six- in order to distinguish the simplest things from those that are complicated and to set 

out in an orderly manner, we should attend to what is most simple in each series of things in 

which we have directly deduced some truths from others, and should observe how all the rest are 

more, or less or equally removed from the simplest (Descartes, 1911). 

Descartes' understanding of human knowledge is expressed in his statement when he said 

"knowledge of self is prior to knowledge of God, and both the self and God are prior to 

knowledge of the external world." Looking at human nature, Descartes takes a dualistic view in 

which body and mind exist independent of each other. The many activities of a person are as 

mechanical as those of animals (Descartes, 1911). The activities of the human body are simply 

reduced to physics. From his own existence, Descartcs had proved the existence of God by his 

rational thinking. But his dualistic ideas made him to argue that "to be thinking does not of itself 

prove that my body exists, for my thinking selfis entirely and absolutely di stinct from my body 

alld call ex ist without it." (Stumpf, 1966: 253). 

Even though Descartes believed that God exists and had understood that everything else is 

dependent upon him, he sti ll argued that "for them who are believers, it is enough to accept on 

faith that the human sou l does not die with the body and that God exists, but in the ease of non­

believers, it seems that there is no religion, and practically no moral virtue, that they can be 

persuaded to adopt until these two truths are proved to them by natural reason." (Descartes, 

Vol 2, 1984:3). 

Despite his denigration of history, history is highly relevant to Descartes' system. For in history 

is God's will, revealed, and truth in science depends on God's will. Descartes held that all truth 

is created, that it depends upon the utterly unconstrained will of God (Sorel, 1993). But for 

Descartes logic reasoning rated higher than God (Vessey, 1986). 

Spinoza is another rationalist philosopher who was influenced by Dcscartes even though not a 

true follower. Spinoza emphasized the principle of geometry as a methodology in finding truth. 

Unlike Descartes, Spinoza identified God with the cosmos. His famous formula was Deus Sive, 

nature or God, God or Nature. For him these two concepts are interchangeable. Learning more 
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about things around us and about ourselves will make us understand God. The nature of reality 

is a single substance which has an external cause within itself. Spinoza identified three levels 

of knowing which he called (I) imagination (2) reason (3) intuition which he considered to be 

the higher level where we become more conscious of God in us. For Spinoza, mind and body arc 

the attributes of onc substance, the human being is part of nature and is God and God is nature. 

If the human being is God, and God is nature there is no good or bad because our desires are 

detennined by laws of nature, and so are our judgements. Therefore, ethics has no place in 

Spinoza's rationalism. 

Leibniz accepted Spinoza 's single substance reality. It was a vital principle of Leibniz' 

rat ionalism, that philosophy, whether natural or metaphysical , should offer explanation only in 

terms of intelligible notions (Sorel, 1993). Leibniz acknowledge the individuality of persons, the 

transcendence of God and the reality of purpose and freedom in the universe. In his explanation 

of a single substance real ity he says "true substances are monads, souls to emphasize their non 

material nature." Leibniz rejected the idea of matter as the prime reality. He argued that the truly 

simple substances are the monads. Leibniz described the monad as being force or energy, as 

having no shape, no size. The monads arc windowless and they function in an orderly manner 

which denotes their preestablished harmony (Stumpf, 1966). 

For Lcibniz the order and hannony of things proved the existence of God. The final reason, or 

the sufficient reason, for all things is found in a substance whose own existence in necessary, 

whose existence requires no cause or further explanation, a being, whose essence involves 

existence. A being whose very nature or essence is a sufficient rcason for its own existence, 

requiring no prior cause and this being is God (Stumpf, 1966). 

Rationalism as a philosophical argument has made a great contribution to the field of modem 

philosophy_ The rationalists' emphasis upon the reasoning capacity of the human mind to argue 

human existence was great ly influenced by their metaphysics background. They purported that 

the human mind if used accordingly can discover the truths about reality. Reasoning out about 

reality was placed higher than God. Actually human reasoning was considered independent of 

the supernatural (Stumpf, 1966). The three rationalists referred to above both reasoned their own 
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existence including the existence of God. That is why Vcssey (1986) says about Descartes " In 

his metaphysics, his views of the fundamenta l nature of the world, God stands high but the 

simple logic truths stand higher." Rationalists explained the reality after the mechanical model 

of phys ics and they asc ribed determinism to all physical events. 

Basica lly, these rationalists do not go beyond a reality that is beyond physical. Descartes' attempt 

of dua lism in which he viewed reality in two forms i.e. thought and extension or body and mind, 

still does not provide us with a finn base for human understanding, part icularly because his two 

fonn s function independent ly. It is clear that Descartes equates the mind wi th the spirit or soul. 

Yet now we know the human person is more than his body and or mind. Spinoza argued on 

moni sl11 in wh ich there is one reality i.e. God and nature or nature and God are one. This view 

does not provide us with answers about human spiri tuality either. Even Leibniz's monad reduces 

human nature to force on energy which can also be argued out. May be the empiricist wi ll 

provide us with answcrs in this puzzle of human nature and of spirituality in particular, 

2.2.2 Empiricism 

Empiricism is the branch of philosophy which challenged the modem philosophers' optimistic 

views about the capacity of the human mind to find truth about reali ty through reasoning. 

Empiricists may differ in the account they give of the sense experience and also in the inferences 

that they draw from them, but they all agree that unless knowledge is va lidly based upon our 

sense experience we can have no sufficient ground for maintaining any proposition about reality. 

(Locke, Berkeley, Hume, Reid, 1952). 

The main objective of empiricism was to enquire into the nalure and origin of human knowledge 

and to explain how this knowledge can be known. As Locke (1952) proposes that all our ideas 

without exception come to us from experience. Experience may take the fonn of sensation which 

gives reality to simple ideas such as yellow, heat, soft and bitter. According to Locke what we 

can know depends upon our understanding orthe inter-re lationship of our ideas to one another 

(ibid). 
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Berkeley agrees with Locke on perception as the basis for all existence. As he argued "To bc, is 

to be perceived". This meant that , ifsomething was not previewed then it would not exists. For 

him all knowledge depended upon actual vision or other sensory experiences. (Stumpf, 1996). 

Therefore, what is real according to Berkeley is that which can be perceived. This philosophy sets 

up the basis for scicntific investigation for truth about reality. 

Hume (1927) viewed the scientific methods as the means for solving all the problems of the 

universe. He believed that slIch methods could lead to clear understanding of human nature and 

in particular of the human mind. Hume concluded that "all the perception of the human mind 

resolve themselves into two distinct kinds". Which he called "Impressions and Ideas" (Hume, 

1927). Hume concludes that if we take seriously the premise that all our ideas come from 

experience, we must accept the limits to knowledge that this explanation of ideas forces upon us. 

The content of the mind can be reduced to the materials given to us by senses and experiences. 

For Hume, the ideas and impressions are related by cause and effect. This stands to reason that 

the order of the universe is simple an empiricaJ fact , we cannot infer from it the existence of God 

(Stumpf, 1996). The ideas and impressions come from repeated observation oftbe contiguity, 

priority. and constant conjunction of the two things. Hume asked "how can we assign any cause 

to the universe when we have never experienced the universe related to anything we might 

consider the cause". He goes on to say "If every thing must have a cause, it follows that upon the 

exclusion of other causes we must accept of the object itself or of nothing as cause. According 

to all just reasoning, it ought never to be taken for granted". (Hume, 1927: 31). Commenting on 

the human soul or spirit, Hume said, as an empiricist philosopher he was unable to arrive at any 

satisfactory notion of substance to which the rationalists like Lcibniz referred. For him that was 

a sufficient reason for utterly abandoning the dispute concerning the mortality or immortality of 

the soul. (Hume, 1927). 

Concerning human nature, Hume adopts a metaphysics view of limiting human nature to 

primitive elements. He suggests that all sciences, ethics included rest on human nature, and it 

would be poor phi losophy that attempted to canythe explanation of human nature to unobserved 

principles or causes allegedly more ultimate than this nature as it is observed (Norton, 1993). 
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In short Hume suggests that his philosophy cannot be effectively util ized in answering questions 

about human nature. 

The rise of empiricism marked a critical period in the history of philosophy. It some how 

provided the scientific world with the tools of gathering knowledge about reality. Empiricism 

strongly chal1engcd the notion held by the rationalists that we can find truth about reality through 

logic reasoning. Empiricism provided a more practical way offinding truth about reality, i.e. The 

sensory perception of our ideas as they relate to one another through cause and effect. The 

empiricists like John Locke, Berkeley, Hume etc were mainly concerned about the nature of 

human know ledge and how this knowledge can be found. 

For empiricism existence can on ly be explained by cause and effect. This philosophy gave rise 

to a posit ivistic view of reality, not only as a pattern of thinking but also as a major solution to 

the problems of science. August Conte is the founder of the posi tivism in France. Positivism 

rejects the assumption that nature has some ultimate purpose or cnd. Positivism studies facts by 

observing the constant relations between various phenomena and then fonnulate laws of science 

based upon the observed relationships. 

Empiricism with its posi tivistic view of nature emphasize the objective world. It is utilized a lot 

in the scientific world though not so effective in explaining human phenomena. Empiricism, 

sometimes called posi tivism does not provide us with answers concerning questions of hum an 

nature and human spirit particularly because these are not observable, they cannot be explained 

by direct observation of cause and effect. 

2.2.3 Marxism 

Marxism refers to a philosophical argument founded by Karl Marx. Its presuppositions are that 

there is only one reality to discover and that is the material world. For Marx history was to be 

understood as a movement caused by conflict in the material order. That is why he referred to 

history as a dialectical materialism. This was to show that since the basis of real ity or the prime 
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reality is the material wor ld, there are no fixed points in reality. Everything is involved in the 

dialectic process of change. (Comforth, 1953). 

Marxism holds the notion that all things arc re lated to each other through cause and effect. 

History displays a law of detenninislTI. That is why he could predict the future of the society. 

According to his predictions history would have ended with the emergence of socialism and 

finally communism. Concerned about the gross inequity between the rich and the poor in a 

capita list society he sa id "the ethics ofa soc ial group is the expression of the concrete nature of 

their freedom and their aspiration for freedom wh ich has its basis in the place they occupy in 

social production (Con forth, 1954). 

For Marx the source of ideas was scen as rooted in the material order. Such factors as justice, 

goodness and even religious salvation were only various modes of realizing the existing order. 

The dialectical process has its material aspects and also its ideological aspects. For Marx, " Ideas 

are particularly useless when they bear no relationship to the economical reality". (Stumpf, 1966: 

429). 

Marx's philosophy about human nature is greatly influenced by his vIew of dialectic 

materialism. Struck by Hegel's method of identifying the person with God and God wi th humans, 

Marx thought that the reality was not the spi rit, not god, but the human being and his or her 

material world. Marx strongly believed that, the world should be changed in order to facilitate 

man 's self realization. For Marx when the appropriate social change will be implemented and 

the ideal society created, then reality would have been discovered (Con forth, 1954). 

Marxism as a philosophical thought purports that there is only one reality and this reality is the 

material world. This reality can be known through co·operate efforts because to know the 

material world requires that individuals in a society should work together. Therefore, knowledge 

is a social product (Con forth, 1954). For Marxism history is a process of development and 

change from less to more perfect fonn s of reality. The so called knowledge of God is man's 

knowledge about himself. God plays no part in dialectic materialism because history is 

detennined by laws of cause and effect. Basically no room for human spirituality in Marxism. 
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2.2.4 Existentialism 

This philosophical thought emerged in the 20th century . It placed great emphasis on human 

existence. This existence meant being a certain kind of an individual. An indi vidual who 

constantly strives to create meaning for him/herself, an individual who makes choices and 

considers alternatives (Stumpf, 1966). Sartre responding to the presuppositions of materialism, 

he said "the effect of all material ism is to treat all man as objects, that is as an ensemble of 

determined react ions in no way distinguished from the ensemble of phenomena which constitute 

a table or a chair or a stone". (Stumpf, 1966). 

In their criticism of the previous philosophers who placed greater emphasis on the objective 

nature of reality, the existentialist emphasized subjectivity of human reality. An ensemble of 

va lues distinct from the material realm (Kern, 1962). Sartrequoted by Sires (1988) further states 

that, "If God does not exist, there is at least one being in whom existence precedes essence, a 

being who exists before he can be defined by any concept... and this being is man". This is 

actua lly the core of the definition of existentialism. "For human being alone existence precedes 

essence, people make themselves who they are" (Sire, 1988). 

In describing the human bei ng's existential slale, Kierkegaard (1941) distinguished between the 

human's present state, what he or she is now and what he or she ought to be or what he or she 

is essentially. Then he said, there is a movement in the life of a person from essential to 

existential condition, a movement from essence to existence (Kierkegaard, 1941). 

The existentialists accept that there is an objective world and a subjective world, but they 

emphasize the disunity of the two worlds and opt strongly in favor of the subjective world. Their 

point of departure is the subjectivity of the individual) the absolute truth of self consciousness 

(Vessey, 1986). In the subjective world we are free within, we can create our own values by 

affirming self worth. We are not bound to the objective world as the materialists and empiricists 

would say. "Value is inner and inner is each person's own" (Sire, 1988). 
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The inner awareness of the mind is a conscious present, a constant now. Science and history have 

no meaning, for the subject is always present to itself) never future. Science and logic reasoning 

have nothing to say about the subj ective world. The subjective world is understood by onc who 

experiences it (Sire, 1988). 

The existentialist hold the notion that the highly organized objective world stands against human 

beings and appears absurd. The concept of absurd is used here to denote the absence of 

correspondence and congruity between the pcrson's need for coherence and the incoherence of 

the world the person experiences (Cruickshank, 1959). Theobjective world is orderly, bodies fall 

if not supported. The subjective world knows no order. As subjects, human beings are all 

strangers in a foreign objective world. The sooner they learn that, the sooner they transcend their 

alienation and pass through the despair. In full recognition of the objective world and its 

absurdity, the authentic person must revolt and create meaning and va lue (Sire, 1988). 

Existentialism provides us with an important aspect of reality, which is the subjective world. By 

grounding human significance in subjectively, it does place it in a realm divorced from reality. 

The objective world keep on intruding into our subjective world. As Camus (cited by Sire, 1988) 

says "we must ever live in the face of the absurd. We must never forget our bent towards non­

existence, but live out the tension between the love of life and the certainty of death". 

Death, the ever present possibi li ty and the ultimate certainly puts a halt to whatever meaning 

might otherwise be possible. It forces an existentialist to forever affirm and affirm; when 

affirmation ceases, so does authentic existence. Blackhan, in Sires (1988) argues, "yes, death 

indeed does end it all, but every human life is more than itself for it stems from a past humanity, 

and it affects humanity's future. More over there is heaven and there is hell in the economy of 

every human imagination". Philosophers have raised questions about reality. These questions still 

need to be answered. The arguments raised this far do not address the question of spirituality, but 

they do give us some direction on asking further questions. 
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2.3 Religious perspectives 

Religion is a difficult concept to define, and even more so in the African context, in a 

l11ulticultural South African society with its varied traditional beliefs and western influences. This 

literature review has speculated religion from the perspective of traditional A frican , Christianity, 

Islamic and Eastern religions. These religions have been chosen because of the relevance they 

have on the study of spirituality in the South African context. These religions will be analysed 

and compared in relationship to their philosophy of human nature and spirituality. 

The meaning ofreiigion has been explained by O'Brien (1982) to mean a conscious system of 

beliefs, practices, and codes of ethics associated with groups and organizations. Religion 

identifies one with persons from whom one may get support in times of uncertainty. Religion 

may be an expression of one's spirituality, nevertheless, being religious may not necessary mean 

being spiritual. For some people religion may be extrinsic, a religion of convenience to be used 

but not to be lived. For others, religion may be intrinsic, a commitment to a system of beliefs. 

Religion and spirituality are not synonymous concepts, though some people may use them 

interchangeably (O'Brien 1982). 

2.3.1 The Traditional African Reliflion. 

Traditional African religion refers to the set of beliefs which explain natural phenomena not only 

in tenns of physical laws, but also in tenns of the activities of gods or spirits (Kalumba, 1996). 

Many traditional Africans still believe in gods or spirits and they also believe in God who created 

the heavens and the earth (Mbiti , 1969). There is a clear distinction between the two fonns of 

Gods. The God of heaven is referred to as "Unkulunkulu" which means the great of the great. 

Unkulunkulu is the Zulu name for God. The Xhosas say "Uthixo" to refer to God, and "izithixo" 

to refer to the small gods (Mbiti, 1969). 

In the traditional African religion God is the ultimate reality. God is not only the ultimate 

ontological principle, but also the ultimate epistemological reality as well (Lang, 1991). 

According to Perry, (1997) God is that heffileneutic principle which is not interpreted any 
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further , yet in the light of which every thing else is interpreted. In the light of this explanat ion 

God is the prime reality (Lodzinski . 1995). 

According to Mbjti , (1969) the traditional African religious ontology is divided into five 

anthropocentric ca tegories which reflect that everything is seen in tenns of its relationship to the 

human being. In the first category God is the ultimate explanation of the genesis, and He is also 

the sustainer of all things. In the second category are the spirits which are the extra human being 

and the spi rits orthe people who died some years ago. These spiri ts are said to be having a direct 

communicat ion with God. The third category is the living human being and those about to be 

born. The fourth category is the animal and plant kingdom. The fifth category is the objects with 

out biologica l life. In addition to the five ca tegories mentioned above, there is a power or energy 

which pemleates the whole universe. God is sa id to be the controller oflhat power or energy. On 

the other hand the spirits and a few human beings have access to this power (Kalumba. 1996). 

The expression of the spiritua l experiences has been reported in research. In the early 1960 s 

Kieman in Davis (1982) conducted a study among the Zulu Zionist church in Kwa-Mashu, 

Durban. The church members professed to be a relig ion of the spirit " umoya" which literally 

means breath, air, orwind. The spirit or umoya is inspirational, random and it promotes freedom 

of expression on the part ora person who has it. The spirit filled person exhibits this freedom of 

expression in prophetic proclamations and denunciations in trance, visions, glossolalia, in 

witnessing in vigorous dancing and other exuberant and even violent fonns of movements and 

musIc. 

The explanation of the way in which spiritual symbolism is experienced may yield insight into 

the nature of symbolism in general and the religious symbols in particular (Eades in Davis, 

1982). Within the traditional African life the individual is immersed in a religious participation 

which begins before birth and continues after death. Actually, to live is to be caught up in a 

religious drama (Mbiti, 1969). The expressions of religious experiences observed in the Zionist 

church are not limited to this particular church, they are found in most South African churches. 
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The traditional African re ligion strongly believes in life after death. The spirits of the dead are 

said to exist somewhere in the ai r (Vilakazi, 1962). They are the channels of communication 

between the living and God. They may be displeased about the family members and send 

ca lamity to the famil y. At times they may send the blessings (Vilakazi, 1962). The family has the 

responsibility of bringing the dead back home to continue looking and watching over the family. 

This service of bringing the dead back home begins where the person died. Ifhe or she died in 

the hospital the relatives will go to that hospital and tell him or her that "now X we are taking 

you home" when the corps arrives at home, then again the elder of the family talks to it "now X 

you have arrived at home" " ufikile ekhaya" In short, the communication with the dead confirms 

the belief that he or she is not actually dead. At times there are reports that the ancestors are cold 

or hungry. At this point, we can agree with Mbiti (1969) in traditional African religion, onc is 

involved in a religious drama from before birth until after death. 

The above discussion has revealed that, in a traditional African religion there is more emphasis 

on the dead person than on the living. When a person dies he or she becomes a stepping stone 

in reaching God. God is the ultimate reality, but the spirits oflhe dead people stand between the 

human being and God. To communicate with God onc must go through the spiri ts of the 

ancestors which have the authority to approve or disapprove of the request made (Hexham, 

1987). 

Comrnunkating to the spirits may be sa ti sfying in times of distress to those who share the belief 

system. At times, this fonn of belief may be very discouraging when the spirits are not pleased, 

when they are hungry and when they are cold. When they are not happy, they send disasters in 

the form of illness to the family. The spiritual fulfilment in this African traditional religion comes 

from satisfying the spirits (Hodgson. 1982). 

2.3.2 The Christian Religion 

The concept of Christianity can be traced as far back as the time of the disciples of Jesus Christ. 

"The disciples were called Christians first in Antioch" (Acts 11: 26). Since then the people who 

believe and follow Jesus Christ have always been called Christians There are now many 
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different forms of Chris tians There may be some intellectual squabbles between these Christian 

religions, but they all subscribe to similar set of propositions (Sire, 1988). 

The first proposition that all Christian religions uphold is that , God is infinite, personal, Triune, 

transcendent and immanent, omniscient, sovereign and good. This implies that God is the 

ultimate reality, not only personal but Triune. Triune means within one essence of the Godhead, 

there are three distingui shed persons who are coequal and coetemal and yet remain One God 

(Thiele, 1998). 

The second proposition says, God created the universe ex nihilo to operate in unifonnity of 

natural causes in an open system. Emphasis is placed on God as the creator of the universe and 

God creating the universe out of nothing. Human beings are therefore created in the image of 

God. The human beings posses personali ty, self-transcendence, intelligence, morality and 

creativity. The fact that human beings arc created in the image of God gives th~m the value 

higher than any other creature in this universe (Taylor, 1986) 

The th ird proposition says, the image of God in human beings has been marred by sin as a result 

of the fall of the first human creatures. Along with this belief is the plan of saving the human 

creature from the bondage of si n through the life, death and resurrection of Jesus Christ. The 

fourth proposition is related to the third proposition. Christian religions believe that ethics is 

transcendent and is based upon the character of God which is righteous, holy and loving. God 

is therefore, the moral standard (Thiele, 1998). History is linear, a meaningful sequence of 

events leading to the fulfilment of God's purpose for humanity. 

The fifth proposition says, death is either a gate to God and His people or a gate to the eternal 

separation with God. Christian religions differ greatly in the point of what happens during and 

after death. The traditional Chri stian belief is that life continues after death. There is hell to 

bum the bad people, there is also purgatory to purify the bad people until they are fit for heaven, 

and there is also heaven for the good people. These beliefs all agree that the soul is immortal and 

it continues to live after death (Sire, 1988; SchaefTer, 1972). 
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The second Christian view about death is based on the two equations "and the Lord God formed 

man of the dust of the ground and breathed into his nostrils the breath of life and man became 

a living soul" (Genesis 2:7). The equation is s imple, body (dust of the ground ; the earth's 

element) plus breath of life (spirit of God) equal a living soul or a living being. The reverse 

action occurs at the time of death "then shall the dust return to earth as it was; and the spirit shall 

return 10 God who gave it" (Ecclesiastes 12: 7). The two text describe the making and the 

unmaking of the human being (Blanco, 1999). For these Christians death is like a sleep which 

will end on the resurrection day (Nelson, 1994). The resurrection of Christ is the basis for 

believing that there will be a resurrection of the dead; "the last enemy that shall be destroyed is 

death ... For the trumpet shall sound and the dead shall be raised incorruptible ... For the 

corruptible must put on incorruption and Ihis mortal shall put on immortality" (1 Corinthians 15: 

26, 52, 53). Nelson, (1994) states that the Bible is unequivocal conceming the human state at 

death. He cites the following texts; the dead can not remember or give thanks (Psa lms 6: 5) 

cannot praise God (Isaiah 38: 18) cannot think(Psall11s 146:3,4) cannot hate or love, cannot 

function in any way (Ecclesiastes 9:5, 6). 

The basic Christian belief is that there is only one God who is the Ultimate Reality. The God 

who knows the end from the beginning. This God is the Creator of the universe. This God 

created a human being in his own image. God therefore continues to desire that the human beings 

may reflect His image in their every day life. The criteria for judging what is right and what is 

wrong is the character of God which is good, holy and loving. 

Spirituality therefore, may be summarized as the individual desire to reflect God s character into 

one s own. To love God as He loved us, and to love our neighbours as we love our selves, and 

to commit our lives totally under His care (Blanco, 1999). True spiri tuality is not achieved by 

one's efforts but by the power rrom God through Jesus Christ (Sch.effer, 1972; Walsh, 1984). 

2.3.3 The Eastern Religion 

The Eastern religion is very complex compared to the two religions discussed above. Its 

complexity may be associated with its multicultural and political history (Dalmia and 

21 



Stietencron, 1995). Nonetheless, this paper will endcavour to describe the basic assumptions 

underlying the Eastern religion from a global perspective. There are many rcligions in South 

Africa that are of East cm origin, they may differ in thei r technical approach to religion, but they 

all subscribe to the similar bclief system. This religion holds the notion that, Atman is 

Brahman which means the soul of each person is the soul ofthc cosmos (Sire, 1988). Atman is 

the essence, the soul of any person. Brahman is the soul of the whole cosmos. Each person is God 

and God is each person. God is all that exists, there is nothing that exists which is not God (Si re, 

1988). The ultimate rea li ty is One and it is beyond distinction. 

The second proposition says some things are more One than others. This is another way of 

saying, rea li ty is a hierarchy of appearances. Some appearances are said to be closer to oneness 

with the One. There arc those who are close to pure beings such as Buddha, The third 

proposition says, many ifnot all roads lead to One this proposi tion places emphasis on different 

technical methods uscd by the Eastern peopl!;; tu experience their oneness wi th the One. Getting 

to oneness with the Onc is not a matter of finding the true path. but a matter of using different 

techniques such as chan ting, meditation, contemplation of Zen Koans until the self leaps to 

sudden experience of unity with One. Other techniques involve repetition of prayers or acts of 

obeisance, All these techniques require quietness and solitude until the person experiences 

oneness with the One (S ire, 1988). 

The fourth proposition holds that , to realize oneness wi th the cosmos is to pass beyond 

personality, Atman is impersonal, therefore, human beings in their truest, fullest being arc 

impersonal (Sire, 1988), The last proposi tion states that death is the end of the individual 

personal existence, but it changes nothing essential in a person's nature because Atman is 

impersonal. When Atman is reincarnated it becomes another person, All human beings in the 

sense of being human cannot survive death, but death is no big deal because only Atman is 

va luable. Only the soul is of va lue. The body has no value because it is perishable, In a way 

death may be desired, To rea lize oneness with the One is to pass beyond time because time is 

unreal (Si re, 1988; Lambek, 198 1). 
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From the above discussion, we have learnt that the soul is the ultimate real ity. The soul of a 

person is onc with the cosmos and also one with God. The soul is impersonal and is the only 

valuable entity of the person which continues to exist after dcath. Hinduism subscribes to at least 

three exclusive holy ends. The first one is the rebirth to a temporary life on the earth. Rebirth in 

paradise occurs with the same provision as earthly rebirth. A second possible holy object is the 

unlimited admission to the blissful presence of the supra mundane God, hence inunortality of 

the individual sou l. The third holy object is the cessation of the individual existence and the 

unification with the One (Weber, 1958). 

2.3.4 Islamic Relit:ion 

Islamic religion, though Eastern in its origin, it is now a world wide religion. It has infiltrated 

the whole of Africa and South Africa included (Nadivi, 1982).The term Islam means to enter into 

peace with God and man. Peace with God impJit:s comp1ete submission to God ' s will. Peace 

wi th other humans does not only imply refrain from evil or harm to the other, but also to do good 

to all humans (Muhanunad, 1950). Muslims hold the notion that revelation is a necessary factor 

in the evolution of a person to higher stages of life. Nadivi (1982) argues that «It is only 

revelation which discloses God in the full splendour of His light". 

Death, in the light orthe plain teachings of Holy Quran is not the end of life, but it opens the 

door to another fonn oflife which is much superior than the present. The highest spiritual level 

is attained through prayer. Prayer prevents a person from doing evil and enables the person to 

attain perfection to realize the divine in him or her (Nadivi, 1982). In the light of the Islamic 

religion, spirituality is realized when a person has peace with God and peace with other fellow 

human beings. 

Contrasting and comparing the three religions one will notice that all three religions recognize 

the existence of the supper natural being. God is this supernatural being. The definition of God 

is different in these four religions mentioned above. For the traditional African religion, God is 

the ultimate reality, but there are other gods or spirits between the person and God. For the 
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Christians God is Triune, anyone can approach God direct ly. To the East God is the soul of each 

one of us. 

According to Shute, (1993) "religion is that human activity (understanding activity as including 

our cogni ti ve, volitional and emotional powers) that has the fulfilment of the whole of our life 

as its concern". All religions see God as defined by them as the source of power to achieve their 

goals. God however is defined as transcendent, immanent and sovereign. In all these religions 

discussed above, there is an obvious desire on the part of each person to maintain a relationship 

with his or her God. 

2.4 Human spirituality 

Throughout the history of Nursing as a profession, nurses have been attempting to fonnulate a 

universally accep ted way of describing the complexity of an individual human- being so that the 

nursing profession can identify its relationship to this being. One description currently accepted 

by many nurses and other profess ionals is that a human-being is a biopsycho-social, moral and 

spiritual being (Carson, 1989).This complex being functions as a united whole. Disruptions in 

one or more aspects of a person affect the functioning whole. Therefore, nurses and other health 

professionals recognize that a human being needs a comprehensive approach to health care which 

wi ll also include the spi ritual aspects (Stoter, 1995). 

A recent study done by Cawley ( 1997) exploring the concept of spirituali ty in nursing as used 

in literature, Cawley (1997) discovered that the concept is used in three different ways namely: 

the spirit as the noun - a life principle, animating body, disposition, liveliness, courage, frame of 

mind, essential character or meaning, soul , ghost or emotional state. The second usage of spirit 

as a noun refers to distilled liquid, solution of a volatile material in alcohol. The third usage 

refers to the Western doctrines that interpret the spiri t as an actualization of the person 's ability 

to transcend. The Eastern, African and Asian doctrines perceive the spirit as the "spiritus 

creator", the source and ground of all life ratherthan s imply a fonnalized religion. Cawley (1997) 

identifies spirituality as an adjective which qualifies an individual's interest in the things of the 

spi rit. Secondly, spirituality refers to a person' s sensitivi ty or attachment to religious values and 
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things or the spirit , rather than material interests. Spiritual care is viewed as an aspect of health 

care that attend to spiritual and religious needs brought about by an illness or injury. 

Spiri tual care is concerned about assisting a person to function as a whole in accordance with 

God's will. It involves the restoration ofa person to wholeness in whieh the spirit . mind, body, 

bio-energy and emotions are in perfect balance. Spirituality is classified under three categories. 

The first category is spirituality relating to religious connotations such as a belief in God or 

another formalized re ligion. The second category refers to spirituality relating to non religious 

connotations such as the source, principle, essence of life , the soul , the characteristics or 

attributes of a person. The third ca tegory, which is of less interest in this study it refers to the 

spirit as the distilled liquid. Cawley (1997) looked at spirituality as dcpicted in the thcories of 

nursing. She found that nursing theories do not necessarily define the spiritual aspect of the 

person. There were differences between the way they defined and incorporated spirituality in the 

nursing theories. Theexisting nursing theories give very little and almost insignificant guidel ines 

as to what is spirituality and how to provide spiritual care in nursing. 

Carson (1989) states that the art of caring is based upon a conscientious commitment to serve 

others. True service responds to the physical, psycho-social and spiritual needs of clients. Nurse 

therefore, assist individuals sick or well with those activities which contribute to health and its 

recovery, or to a peaceful death (Searle, 1989). These activities may be of a physical, social. 

emotional or spiritual nature. Nurses committed to total patient care realize that human nature 

is composed of all four aspects of the being (Bradshaw, 1994). These cannot be separated when 

providing nursing care. 

The purpose of this section is to explore the concepts of human spirituality and spiritual care as 

described by nurses and other health professionals. The concepts which will be scrutinized are 

those relating to spirituality, spiritual dimensions of the human person, spiritual needs. spiritual 

wellness, spiritual distress, and spiritual care. 

Spirituality is defined in terms of personal views or behaviours that express a sense of related ne ss 

to a transcendent dimension or to something greater than the self (Reed, 1987). Carson (1989) 
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defines spirituality as a basic human drive for bonding wi th the transcendent, while she refers to 

the human spirit or soul as the Imago Dei (Image of God) within every person, making one a 

think ing, feeling, moral, creative being able to relate meaningfully to God (as defined by the 

person) self and others (Louw, 1980). 

The human spi rit provides onc with a framework of va lues, a philosophy of life to live by and 

being understood (Carson, 1989). Spi rituality is described by several nurses as the aspect ofa 

human-being which involves the personal quest for meaning and purpose in life (Benzein, 

Norberg and Savcman, 1998). Spirituality is viewed as an integrating factor of the human person 

(Goddard, 1998). 

Wagner (1988) sta tes that "Ifspirituality is understood as having to do with fundamental matters, 

wi th our lives at their dcepcst, with what counts most for us, it cannot be segregated from any 

aspect of our existence". 

Labun (1988) searched for a broader meaning of the concept of spirituality. Then she argues 

that, spirituality encompasses that which inspires in a person a desire to transcend the realms of 

the material world. She then chose to define spi rituality as "an aspect of the total person that 

influences as well as acts in conjunction with the other aspects of the person". She goes on to 

explain spirituality as follows: 

1. Spirituality is an aspect of the total person which is related to and is integrated with the 

functioning and expression of all other aspects of a person. 

2. Spirituality has a relational nature which is expressed through interpersonal relationships 

between persons and through transcendent relationship with another realm. 

3. Spirituali ty involves relationships and procures behaviours and feelings which 

demonstrates the ex istence oflove, forgiveness, faith, hope, and trust therein providing 

meaning to life and a reason for being (Labun, 1988). 

The above definition tallies well with the definitions given by Ross, 1994; Goddard, 1995; 

Oldnall , 1996; Golberg, 1998 and many other nurses who have demonstrated their interest on 
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matters of spi ritual ity. Even other non-nursing writers likc Stoter, (1995) have identified 

spirituality as an aspect of a person which encompasses the whole range of a person's life 

experiences and is innuenced by those experiences. Stoter (1995: 3) argues that "the spiritual 

nature of Man is the total persona lity which links aspects together". 

The definit ion of spiriruality sometimes includes religion. While some authors may make no 

distinction between religion and spirituality, nurses and other health personnel have tried to make 

a distinction between the two concepts. The two tcnns have commonalties. They both have to 

do with values and meaning which surpass the material and physical realms (Benzein, et al 

1998). Maslow (1964) described the difficulty of defining spirituality wi thout using the 

vocabulary of the traditional religion as a defini te lack of other sati sfactory languages. The use 

of religious language leaves the spiritual dimension ofa person as a vague aspect of human life. 

Rel igion may be an expression of one 's spiriruality, but being religious does not necessari ly 

indicate that religion is the motivating force of meaning and purpose in life (Tripp, 1977). 

Religion for some people is extrinsic, a religion of convenience to be used and not to be lived. 

For others it may be intrinsic (O'Brien, 1982). It may provide a direct ion for ones spirituali ty, but 

the two concept are not synonymous (O'Brien, 1982). 

Stuart, Deckro and Mandle (1989) give the following concluding definition of spirituality. 

"Spiri tua li ty involves the personal quest to find meaning and purpose in life and a relationship 

10 the mystery Divine in the uni verse, which can transcend a religious denominational 

connotation". Spirituality can be viewed as a process of coming into a relationship with reality 

and may differ according to the life' experiences and developmental level of the person (Carson, 

1989). 

2.4.1 Spiritual Growth and Development 

Carson (1989) views spirituali ty as a dynamic process of growth and development which 

continues throughout the lifespan. The dimensions of thi s spiritual growth and development are 

both horizontally and vertically. During this process a person becomes increasingly aware ofthe 

meaning, purpose, fulfilment and values in life. The horizontal process increases the person's 
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awareness of his or her relationship with other people. The vertical process moves a person into 

searching for a closer relationship with a higher being as defined by the person (Carson, 1989). 

Meaning, purpose and fulfilment are dynamic processes which tend to increase as the individual 

moves up on the growth and developmental ladder. Ross (1994) quoting Yura and Walsh (1982) 

says "the greatest task of human kind is to detennine the meaning in life. Human beings need 

reasons for living and ifthere are none they begin to die" (Ross, 1994). Illness and other stressors 

of li fe such as death of the loved one or a severe loss of the body part or serious acc idents 

constitute a threat to the individual's total integrity and force a person to begin to question the 

purpose of life (Labun, 1988). This makes spirituality an important aspect ofcaTe for the elderly, 

the dying, the ill and the families involved. 

Although humans have the capacity to live with some degree of ambiguity and incoherence, 

McGrath, (1998) argues that humans generally do not tolerate chaos. Whl.'!n confronted with 

uncertaint ies or perceived paradoxes we respond by inventing cultural patterns to bring order to 

the world that appears meaningless and disorderly. We all have a general picture in our minds 

as to how we would like our lives to progress. This may not be a detailed mental picture, but just 

a general idea. Events such as one's own illness or death of the loved one are all problems of 

meaning and they call for an explanation. They threaten our integrity. McGrath, (1998) suggests 

that it is an important strategy to consider the drive 10 find meaning in jllness a commonality we 

share across cultures. So, finding meaning is achieved through one's spirituality. 

The person 's spirituality can be a source of strength for coping with life's threatening situations. 

If a person's spiritual resources are dry, the person may get into a state of spiritual crisis. A study 

done by Mishel and Jo Braden (1988) on finding meaning antecedents of uncertainty in illness 

on hospitalized adults supported the generally accepted notion that, uncertainty with life's events 

increases one's arousal level to sensitivity of meaning in life. In this study antecedents of 

uncertainty in illness were tested. The antecedents of uncertainty tested were the stimuli from 

variables of symptom patterns and events, familiarity and the structure provider variables of 

education, social support and credible authority. Data werc collected from a convcnient sample 

of61 women with gynaecological cancer al the time of major treatment effects. The findings 
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were that social support , familiarity and credible authority had the greatest innuence on lowering 

the level of uncertainty (Mishcl and Jo Braden, 1988). From this study we can deduce that when 

onc is faced with uncertainties in life, one necds a cred ible au thority to lean on, to trust and to 

give meaning. 

Reed (1987) conducted her initial research into the significance of spirituality among terminal 

ill adu lts. In this study it was found that tenninally ill hospitalized adults showed a greater 

spiritual perspective than non-tenninally ill hospitalized adults and healthy non-hospitalized 

adults. Secondly. a signi fi cant group oftenninally ill adults indicated a change towards increased 

spi rituality than did non-temlinally ill adults and healthy adults. These three groups of 1 00 adults 

were compared on the basis of age, gender, education and religious background (Reed, 1987). 

Newshan (1998) examined the nature of the spiritual dimension of pain in patients who had 

cancer or acquired immune-deficiency syndrome (AIDS). The discrepancies in the results 

betwccn the two groups are quite interest ing. The patients with cancer perceived pain as a 

punishment from God and it was seen as God 's will. The patients with HIV/AIDS reported that 

pain made them stronger and ready to face death. Non of the patients with AIDS saw pain as a 

punishment from God (Newshan, 1998). Even though the results could not be generalized due 

to the sample size and the type of the study, the author concludes that patients are struggling to 

find meaning in pain. For some, pain is a gift, for others it is a puni shment. This researcher would 

assume that patients who are emotionally and spiritually prepared for death are able to accept it 

in a more positive manner. It seems that AIDS paticnts were better prepared for death through 

counselling than cancer patients. Spirituality is a potentially significant variable in the experience 

of pain with patients with HIV / AIDS or cancer (Newshan. 1998). 

Golberg (I 998) puts it thi s way. "spirituality is my being; my inner person. It is who am I. unique 

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

creativity. I am driven forward sometimes because of pain, sometimes in spite of pain ... " Reed 

(1987) concluded that. the idea of spirituality as relatively significant among the terminally ill 

adults is derived from a broader concept oftranscendence as a human phenomena associated with 

the end of life. The concept of transcendence renects the human capacity to extend self beyond 

29 



'. 

the common boundaries of materialism and to ach ieve new perspectives and experiences with 

the Superior Being as understood by the person. Reed (1987) postulates that spiritual 

transcendence does not imply that a person is detached from other aspect of life, but that the 

person is open to life beyond the material realm. 

Carson (1989) vicws the concept of spiritual ity along with hope and faith. Though the concepts 

are not synonymous, it does appear that hope and faith are the prerequisites for spiritual 

development. Faith is a complex concept that refers to belief in someone or something or to 

assen t to something that cannot be seen or even scienti fically proven. Faith is a universal 

phenomenon for both re ligious and non-religious individuals. Faith is deve loped from infancy 

to the end oflife. Carson (1989) refers to Fowler's seven stages of faith development, Aden's 

eigh t stages, Westerhooffs' four stages and Erikson's psycho-social developmental stages 

throughout the life span. 

The four developmental theories view faith as beginning from infancy in the fonn of trust, that 

is trusting onc selfand trusting others. During early childhood faith is courage. The child learns 

when to let go and take hold and affirm selfin an undifferentiated way. Aden says this primitive 

faith allows an adult to feel affinnation of self in relationship to a higher being. Faith as 

obedience is seen during preschool age. Faith as assent, during the school going age. An 

understanding of the supreme being is increased. Faith as identity is seen during the adolescent 

stage. The successful accomplishment of this task of identity allows the adolescent to view self 

as worthy in relationship to a supreme being. The young adult expresses faith as surrender. At 

this time the individual learns to give himself or herself whole heartedly in a reciprocal 

relationship. This type of faith is viewed as unconditional caring. In re lationship toa higher being 

the individual loves the being with all his or her heart. Finally faith is viewed as unconditional 

acceptance. At this stage the individual is faced with the challenge of finding meaning in the 

presence of the inevitable physical decline. It is then at this point that faith must emerge as the 

affinnation of both the finite and the eternal va lue (Carson, 1989). 

The origin offaith ought to be analyzed from the perspectives of those who experience it. What 

is the source and the origin of faith? According to the Bible, faith comes alive and can grow 
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throughout life as a result of the interplay between divine and human factors. Faith is both a gift 

of God and a human response to God's trustworthiness (Rasi, 1993). For realizing and 

maintaining a transcendent relationship, a person must exerc ise faith. That is why faith is 

depicted in this study as an important factor in spirituality. 

Faith is a gi ft that God grants to each human being that comes 10 this world, which is what makes 

spirituality to be a universal phenomenon, though it is experienced in a unique manner. "In 

accordance with the measure offaith God has given you"(RomansI2: 13). God has set eternity 

in the hearts of every human being. Human being have an inborn psychological make-up that 

naturally tends to select an object, a value or a person to whom one makes a total commitment 

and pay supreme allegiance (Rasi. 1993). Faith develops in human beings as they respond to 

God's self disclosure and trustwonhiness as they pass through the various stages of life. It grows 

as we make sense oflhe experiences of life and place our trust on something or someone. Faith 

is not a concept that is tied to Chri stianity. Every human being has some foml offaith to operate 

from. 

Rasi (1993) argucs that faith is found in the stories we tell to bring coherence to what happcns 

to us in life. It is this faith that has the power to sustain us in an imperfect, world. Faith is 

nurtured through a relationship with a person or persons that are worthy oftTUst. Faith is knowing 

that God is both near and concerned, but also above and beyond (Rasi, 1993). As spirituality has 

a vertical and a horizontal dimension, so is faith. Faith has a vertica l and a horizontal dimension. 

It connects each individual with God and with fellow human beings. It reveals itself in actions 

motivated by the decisions to fulfil l the wishes to the trustworthy person. A dynamic faith is key 

to spiritual victory for both the nurse, the patient and family (Carr,1996). 

Spirituality is perceived as sublime, ineffable, attitudes as well as effective responses and 

intellectual capacity. Literature also shows that religious beliefs seem to have a powerful effect 

on the mind and the spiritual aspects of the people. The belief in God, a sense of meaning, 

prayer, Bible reading and the support of religious friends are most valued tools in coping with 

pain of illness and dying. A resent survey of the service users by the Mental Health Foundation 

( 1997) revealed that religious or spiritual beliefs played a part in the lives of over fifty percent 
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of those who were coping with eithcr thcir own mental illness or the illness of their loved ones 

(Foskcu, 1999). In this study, the role played by faith in coping with uncertainties of life was 

clearly described. Spirituality has also become a major concern in the field of education. 

Rasi (1993) argues that " In accordance with the measure of faith God has given you" 

(RomansI2: 13). God has set eternity in the hearts of every human being. Human being have an 

inborn psychological make-up that naturally tends to select an object, a value or a person to 

whom onc makes a total commitment and pay supreme allegiance (Rasi, 1993). Faith develops 

in human beings as they respond 10 God's self disclosure and trustworthiness as they pass 

through the various stages oflife. It grows as we make sense oflhe experiences of life and place 

our trust on something or someone. Faith is not a concept that is tied to Christianity 

To espouse this phenomenon of spirituality, it is quite appropriate that at this point we look at 

hope as another concept related to spir inlal growth and development. Hope is a concept that has 

lead to much speculation. There are several descriptions of this concept. Hope has been 

associated with suffering or tra ils. Hope is defined by Farran, Salloway and Clark (1990) as a 

rational thought process based on the probability of achieving goals that are important to the 

individual 's welfare. Hope is viewed as an active process of combining the subjective desires 

with the real objective possibility. Hope transcends all possible disappointments because of a 

security in the Being who is the source of hope. Hope transcends imaginations and goes beyond 

circumstances (Simsen, 1988). 

Simsen (1988) argues that , " the patient's ability to make sense out of their predicament seems 

to greatly depend upon their abilities to know, trust and hope. learning to trust in an environment 

where all those around us are strangers, or to hope when the activities of tomorrow are unknown 

and threatening is an enormous task". From the above argument, it is clear that faith and hope 

arc the important variables of human spirituality. Nurturing hope and faith are viewed as integral 

parts of providing spiritual care. Hope produces vita lity and a will to live (Benzein, Norberg and 

Saveman, 1998). There is considerable evidence from studies done on humans that without hope 

death may result (Ross, 1995). Hopelessness is viewed by Ross (1995) as passive suicide. The 

study done by Renetzky, (1979)as reported by Ross (1995) revealed that, the wi ll to live and the 
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degree of meaning, purpose and fulfilment were increased significantly when belief in God 

ex isted. Belief in God as understood by the person has a greater influence on the quality of life 

lived and the person's state of health. This is actually what makes understanding of human 

spiritua li ty so significant in total patient care. 

2.4.2 Spiritual well-ness. 

Spiritual well-ness is described by BlIrkhard (1989) as "Jj fe affirming relationship or hannonious 

interconnectedness with deity, self, community and environment ... the health of the totality of 

the inner resources ofa person ... a perception of life as hav ing meaning". This definition does 

not imply that spiritual well -bellng is a fixed point. Like other definitions of health and well-ness, 

one may postulate that spiritual well-ness is a dynamic process of moving from a state of 

relatively comp lete well -being (not that there are no spiritual threats) to a total spiritual despair 

(Labun, 1988). 

2.4.3 The spiritual distress 

Spiritual distress is a nursing diagnosis which was first recognized and put on the list of the 

approved nursing diagnoses in 1971 by the North American White House conference on Aging. 

In their th ird conference on classification of nursing diagnosis in 1978, the three concepts ie, 

spiritual concerns, spiritual distress and spiritual despair were approved. In 1980 on the fourth 

conference on c lassification of nursing diagnosis, the three concepts were combined into one 

nursing diagnosis which is now known as "spiritual distress" (Frank-Stromborg 1988 and 

ElIerhorst-Ryan, 1985). Spiritual distress was then defined as, "a di sruption in the life principle 

which pervades a person's entire being and which integrates and transcends one's biological and 

psycho-social nature" (Frank-Stromborg, 1988: 142). 

Bumard (1987) defines spiritual distress as a failure to invest life wi th meaning. Carpenito (1989-

1990 also identifies spiritual distress as patient 's problem that is related to three important 

factors. These factors are; 1. Inability to practice spiritual rituals, 2. Conflict between the spiritual 

beliefs and the prescribed health and treatment regimen. 3. Crisis of suffering illness, or 
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impcnding death. Carpenito (1989-11990) goes on 10 list the defining characteristics of spiritual 

distress which are cited as the experiences a disturbance in belief system; questions about the 

credibility of a belief system; inability to practice usual spiritual rituals, ambivalence of feelings 

or expressions of doubts about belief; expressions of having lost the purpose and reasons for life; 

feelings of sp iritual emptiness; accompanied by emotional detachment from self and others; 

anger; resentment and fear over meaning of life. Sometimes the person may request spiritual 

assistance for a disturbance in the belief system. 

Having identified the spiritual distress as a nursing diagnosis, the nurse needs to provide an 

appropriate intervention by using the nursing process. An appropriate intervention begins with 

appropriate assessment of spiritual needs. 

2.4.4 Spiritual needs 

Spiritual needs are factors necessary for establishing and maintaining a fulfilling relationship 

wi th the Supreme Being as defined by the person (Frank-Stromborg, 1988). These factors are 

identified as hope faith unconditional love, forgiveness, relatedness and a sense of meaning and 

purpose (Goddard, 1995). Nurses are capable of identifying spiritual needs of clients. Krohn 

(1988) suggests that nurses should observe patients for clues of spiritual needs through a careful 

assessment of the patient and his or her environment. Spiritual needs may also be identified 

through planned interviews. 

2.4.5 Spiritual care 

Care is expressed in nursing as an art of being concerned about another person's needs, being 

present all the time to assist or guard the patient from danger, providing for the other person what 

he or she cannot do for himselfor herself. Caring involves an art oftherapeutie use of self by 

being compassionate, loving, accepting and respectful (Piles, 1990). Spiritual care is an integral 

part of total patient care. It is described in nursing literature as a systematic process ofassisting 

and guiding a person in establishing and, or, maintaining a dynamic personal relationship with 

God (Shelly and Fish, 1983; Piles, 1990; Ross, 1994; Golberg, 1998). 
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Ross (1994) conducted a study which explored some spiritual aspects of nursing care. This study 

was conducted in Scotland . A sample of 655 nurses who were caring for the elderly in the 

nursing homes responded 10 the postal questionnaire. 76.8% said they had identified some 

spiritual needs at some point in their practice. As a group these nurses perceived the concept in 

lemlS of individual need for belief and faith , peace and comfort, meaning, purpose and 

fulfilment, hope and creativi ty (Ross, 1994). From this study Ross (1994) also reports that nurses 

perceived providing spiritual carc as part of their role and responsibi lity. 

GoJbcrg (1998) reports that many nurses are carrying out spiritual care on an unconscious level, 

she then purports that if spiritua l care eould be brought into conscious level by education and 

wider dissemination of research, patient care cou ld be dramatically improved. Even though 

nurses perceive providing spi ritual care as part of their responsibili ty, there is obvious lack of 

such care in the nursing care plans (De Young, 1986; Carson, 1985). Sims (1987) states that 

providing spiritual carc does not necessarily mean that the nurse must share the patient belief 

system, but it does require sensitivity, empathy, concem, a willingness to listen and a non­

judgmental attitude. 

Piles ( 1990) poses a question to all nurses who share a holistic belief system. She says the 

question facing nursing today is "Does the pati ent agree that hi s or her greatest needs are met?" 

Piles (1990) relates her personal experience that most nurses would easily identify with. As she 

worked as a clinical supervisor in a critical care unit , one patient went into a ventricular 

fibrillation. The critical care unit code team was summoned immediately. The team quickly 

rushed into the ward. One member pounded the chest and started sticking needles to open a 

central line. The patient asked "Am I going to die?" As every onc was doing what they thought 

was the right thing to do, no onc responded to Mr X's question except saying "Breathe Mr X, 

Breathe". Mr X asked the same question again which had no response. At last he said "} am 

going to die". In about 15 minutes he was pronounced dead. The code team left the ward 

convinced that they had done all they could do to save Mr X's life, but Mr X died alone in a 

crowd needing somebody to share his fears with (Piles, 1990). 

35 



The question again which Piles asks is; has the science of nursing overshadowed the art of 

caring? Sardana (1990) state that , the essence of the art of caring is not doing or manipulating, 

but it is being open to whatever arises in the interaction with the patients or clients. The art of 

caring is opened to any challenge brought by the patient's condition. It includes being fully 

present with an unconditional acceptance of the patient's experiences (Newman, 1989). 

Providing spiritual care is a skill which can be learned and developed (Simsen, I 988). Spiritual 

care skills are described in literature as the abilities ofa nurse to identify spiritual needs, diagnose 

spiritual distress, plan the appropriate intervention. 

Several nurses like Shelly and Fish {I 988) and others view spiritual care as inherent in the 

nursing profession. The role of nurses in health care is to prevent illnesses, to restore health, 

alleviate suffering and pain. This pain may be in the form of physical , emotional, social and or 

spiritual in nature. Shelly and Fish (1988) argue that nurses have a responsibility to care for the 

whole person. Often nurses are challenged by such questions as; why did God allow this to 

happen to me?, does God really care about me nurse? Should the nurse respond to such questions 

or should she or he simple say "wait, that is out of my scope of practice I will call you a hospital 

chaplain or your pastor"? 

Research reveals that nurses are aware of their role in spiritual care but they feel inadequately 

prepared for such a ro le (Ross, 1995). Nursing education curricula do not give guidance in 

teaching spiritual care. Actually giving spiritual care is often left on the nurse's intuition level 

(Piles, 1990). Relying only on intuition is a heavy responsibility particularly for the novice nurse. 

Nurses in the clinical practice reported a narrOw range of what they would classify as spiritual 

care activities as compared to nurses who were more senior in administration or education 

(Golberg, 1998). This reveals the importance of guiding nurses in providing total patient care 

which incorporates spiritual care. 

Other constraints in providing spiritual care identified by Stoter (1995) are limited resources in 

tenns of personnel expertise, differences in perspectives between the health personnel and 

patients. The health staffhas spiritual needs too because they are also spiritual beings. Shelly and 

Fish (1988) argue that "nurses can only continue to meet the needs of other people if their own 
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needs are being met . Unless we are constantly refuelled, spiritual care can be so personally 

draining that we either collapse in exhaustion or withdraw from the people who need us". We 

need to view nurses' spirituality not as unprofessional bias, but as sources of contributions to the 

best possible care (Ross, 1995). 

Nurses seem to agree that such acti vities as nurturing hope and faith , providing an atmosphere 

in which patients can freely express their spiritual needs, prayer and reading scripture for the 

patient, being present to the other in suc h a way that the patient will feel empowered to accept 

to live or die peacefully are aspects of spiritual care (Golberg, 1998). Nurses are responsible and 

accountable for total patient care. Cusvel ler (1998) argues that professional recognition requires 

willingness 10 account for one's pcrfonnance of nurs ing carc . Therefore, spiritual care cannot be 

Jeft at the nurses' intuitive level only, it needs to be brought to the surface of the nurs ing 

profession. 

Stoter (J995) a chaplain at Queen' Medical Center in Nottingham views spiritual care as a team 

responsibility composed of nurses, medical physicians, chaplains, patients, their families and 

support groups. In view of spiritual care as team work, nurses will always play a vital role 

because they are with the patient for twenty four hours per day. Nurses are always avai lable to 

the patient at all times. Th is is the reason that the issues of spirituality can not be ignored by 

nurses. 

Stoter (1995) further identifies several situations in which spiritual expertise are important. These 

include bereavement in obstetrics, paediatrics, accident and emergency units and in intensive care 

units. In these areas the nurse should be prepared to provide spiritual care to the patient who is 

faced wi th sudden or unexpected illness. Spiritual care is also essential when caring for the 

patients suffering from long tem illnesses like degenerative conditions of the elderly, cancer, 

acquired immune-deficiency syndrome (AIDS), alcohol and drug dependency and other 

psychiatric conditions (Stoter, 1995). 

According to Stoter ( 1995: 156) easing the disease requires a loving and a trusting partnership 

relationship between the patient, his or her famil y and the care giving team. He concludes by 
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saying "Working together by sharing skills, personal expertise and sensitivity enhances the whole 

process which becomes greater and stronger than the sum of each individual's contribution". This 

statement confinns that providing spiritual care is a team responsibility, the nurse being an active 

member of the team as she or he identifies spiritual needs. 

The nurses' professional role is to relieve pain and su tTering of any nature. To deal effectively 

with the suffering person is not an easy task (Lanara, 1981). Caring does not come to the nurse 

naturally or simply out of good intentions, it requires hard work, \caming, practice and a constant 

sensitivity to the other person's pain and su ffering (Lanara, 1981). The nursing profession has 

begun to raise questions about the spiritual nature of the human being. These questions are 

beginning to move spiritual care from an intuitive level to a more scientific level. Rew (1989) 

argues that what we need now is to develop ways to enhance our intuit ive abi lities and 

communicate more clearly about both intuitive and spiritual experiences. 

Nurses need to develop an awareness of spirituality in order to support patients (McSherry, 

1996). To assist patients in finding meaning, hope and fulfilment in spite of pain is a ski ll that 

needs to be leamed by all those who subscribe to total patient care. Human spirituality is broadly 

defined in the nursing literature. It is viewed as a universal phenomenon which is a basic human 

need for bonding with the transcendent Being as understood by the person. Spirituality is also 

referred as an individual quest for meaning and purpose in life (Sims, 1987). Spirituality is also 

identified as an aspect of every human being religious or not. It is a part ofa person which grows 

and develops like any other aspect of human nature (Carson, 1989). The individual search for 

meaning and purpose oflife is intensified by illness, suffering, loss, or any other life cri sis (Reed, 

1987). The crisis in life forces a person to question the meaning of life and to search for solutions 

which come from a power greater than his or hers (McGrath, 1998). 

Nurses have indicated that their role includes assisting individuals sick or well in finding 

meaning and making sense out of their suffering. Nurses may do this through providing spiritual 

care which is defined in nursing literature as an art of assist ing a person in finding meaning in 

life illness and suffering. Widerquist and Davidhizarr (1994) quoting Don1ey ( 1991), say "The 

crisis in health care is one of finding meaning and values". These two authors view nursing as 
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a ministry Lanara (J98J) also put an emphasis on the nurses ' role in nurturing value of life in 

patients. She says, car ing supports a person and assi sts him or her in finding mcaning in the 

painflli experiences of li rc. 

2.5 Chapter summary and conclusion 

From the discussion abovc, onc may deduce that philosophy. religion and the human 

spi rituality are essential concepts in the study of human nature. The cpistemological debates 

about reality seem to be roolcd in the same debates which perplexed Plato and Aristotle about 

the nature of reality. the source of knowledge and the truth about reality (Bradshaw. 1994). 

The nature of the human bcing was the starting point for phi losophical inquiry. The origin. 

the purpose and the human destination have always been a cause for concern to those who 

love wisdom. In spite of Descartes ' emphasis on logic reasoning, he could not deny the 

existence of God. For Descartes, the thinking self was the prime reality. Pure knowledge was 

to be found in a mathematical proven way. What could not be proven by logic reasoning was 

not reality. (Vessey, 1986). The empiricists trying to counteract the reasoning philosophy of 

the rationalists came up with reality that is rooted upon the laws of cause and effect. 

Understanding human nature in terms of cause and effect also did not provide sati sfactory 

answers about humanity. Marxism does not also give realistic answers as it places great 

emphasis on the material aspects of human nature. Now we know that the whole is greater 

than some of its parts. So human nature cannot be explained on the basis of its physical 

aspect only. There is psycho-social and the spiritual parts which cannot be understood 

through studying causal-effect relationships alone. The existentialists also place more 

emphasis on the individual self. The subjective world is threatened by the objective world 

which keeps on intruding into the peaceful subjectivity causing imbalances and speculations. 

What can be deduce from this literature search is that a human-being needs power beyond 

himself or herself to cope with the daily demands of life. This power is found in the person's 

spirituality. From the literature, it has bcen rea lized that every human-being has a natural 
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inclination or desire to maintain a relationship wi th the higher being. This desire to maintain a 

re lationship wi th the higher being is increased by lire threatening situations. This is actually 

what makes the study or human spi rituality such a vital component of 10tal patientcare. 
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CHAPTER THREE: RESEARCH METHODOLOGY 

3.1 Introduction 

This chapler will give an overview of the research process that was followed in developing the 

grounded theory of spiritual care in nursing. The research design that was found to beappropriatc 

for this study was the grounded theory design. The principles of a grounded theory mode of 

inquiry were followed. This chapter will give a brief description of the research settings, 

sampling procedure, characteri stics of the sample, data collection and analysis, dissemination of 

findings and ethical considerations. This chapter will also explain the methodology as applied 

to this study. 

3.2 Research design 

The research design that was therefore appropriate for this study was a qualitative grounded 

theory design. Qualitative grounded theory design is a mode of scientific inquiry oriented towards 

understanding human beings and the nature of their interactions in their natural setting (Brink & 

Wood, 1989). The qualitative method of inquiry examines phenomena outside the context of the 

existing gestalt or sedimented views (Burns & Grove, 1987). The purpose ofa grounded theory 

method is to fonn new gestalt in order to generate new theories. Bums & Grove (1987) argue that 

the researcher needs to step out of the scdimented views and be open to new gestalt that will 

emerge from the data and from the researcher's abstract thinking. 

The purpose of this study was to analyse the concepts of spirituality and spiritual care with an 

aim of discovering a shared meaning ofthe phenomena by capturing all variations, consequences, 

causes, context and conditions under which the phenomena occurred. To conceptualize 

spirituality from the perspective of patients/clients and nurses required an approach that was 

going to allow the researcher to step out of the existing gestalt about these phenomena. The 

grounded theory method explores the social psychological process that is found within human 

interaction(Streubert & Carpenter, 1995). Grounded theory approach to research explores the 
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richness, complexi ty and diversity of human experiences and contributes to the development of 

middle range theories or substantive theories (Streubert and Carpenter, 1995). 

Grounded theory method is appropriate when studyi ng areas in which very little or no research 

has been done in the area and when new viewpoints or gestalt are needed to describe the familiar 

phenomena that are not clearly understood (Cheniz & Swanson, 1985). The phenomena of 

spiri tuality and spiritual care fit the criteria mentioned above. There is very little research that 

has been done on this topic and obviously not in South Africa. Even the research done out side 

South Afri ca still showed somc ambiguity in the use of these concepts (Golberg, 1998). In this 

study there was a need for concept clarificat ion through careful analysis of the data that were 

grounded on the experiences of those involved in the social process of spiri tual care, 

3.3 Setting description 

The sett ings that were found to be appropriate for th is study were the hospitals and hospice 

settings. The hospita ls of choice were Addi ngton general, St Mary's hospital and Highway 

hospice. These setting were chosen because the researcher believed that she would be marc likely 

to access many patients and nurses who could provide data that were rich, complex and diverse 

in describing the phenomena of interest. The grounded theory method is not lim ited to the 

primary area of study. When the theory developed, and the need to feel gaps in the emerging 

categories and concepts became evident, the researcher moved to other settings as directed by 

the data gathered. These setting allowed the researcher to collect data that were context bound. 

Context accounted for the setting as well as the events impinging on a particular setting (Chenitz 

& Swanson, 1985). 

3.4 Sampling procedure 

A purposive theoret ical sampling procedure was followed. Purposive sampling refers to the 

process of selecting participants who are rich in infonnation needed by the researcher (Morse, 

1994). Theoretical sampl ing on the other hand refers to the method of data collection whereby 

the researcher is guided in his or her choice of participants by previous answers received from 
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the participants, and by the need to fill the gaps in the emerging categories and concepts (Glaser 

& Strauss, 1967). This meant that the researcher would not begin with the fixed number of 

participants, but would continue selecting and adding participants until the theory was fully 

developed and saturation of categories was reached (Chenitz & Swanson, \985). 

This study focussed on patients/clients and the nurses who were providing direct patient care on 

the units. The patient participants were chosen on the basis that they had a chronic and or 

terminal illncss, they were adults who could give a voluntary consent , they were well oriented, 

fully conscious, mcntally sound and aware oflhe clinical prognosis of their illness. This group 

was selected for the study because research has revealed that terminal illness tends to increase 

the patient's vulnerabi lity to spirituality (Reed, 1987). These patients were more likely to seek 

a relationship that was beyond the material realm (Ross, 1994). 

The second group of participants that was included in the study was a group of patients who 

suffered from acute or chronic illness that may be life threatening but not tenninal. This group 

was selected on the basis of the simi larit ies it might have wi th the first group to minimize the 

differences in the data , and to maximize similarities that bear on a category (Glaser and Struass, 

1967). The third group of participants that was selected was a group of healthy mothers who had 

just given birth to healthy infants in the hospi tal. The reason for selecting this group was to 

provide the researcher with a variety of data that were rich, complex and dense in orderto verify 

categories and their properties as they developed. As the categories developed and the concepts 

emerged, the researcher continued with theoretical sampling unti l all gaps were filled and a 

theory based on different levels of conceptual general ity was developed (Glaser and Strauss. 

1967). 

The fourth group of participants that was selected was a group of nurses who gave direct patient 

care either in the hospi tal or hospice settings. This group was also chosen so that the differences 

between what the nurses say and what the patients say could be maximized to strengthen the 

theory. Finally the researcher included the relatives of some patients as the patients themselves 

felt that their relatives should be involved. Interviews with relatives increased the richness of the 
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data. The Professional Nurses who wcre on duty at the time the researcher came to the units were 

very hclpful in assisting the researcher to identify patient panicipants. 

3.5 Sample description 

The sample was composed of 56 panicipants recruited from the three settings mentioned above. 

Of the total number of participants, 71.4 percent of them were nurses, 25 percent patients, and 

3.6 percent relatives of patients. The reason for having more nurses as compared to patients and 

their relatives is that nurses were mainly interviewed in focus groups whi le patients were only 

intcrviewed on one to onc interviews. Since the nursing profession is a fcmale dominated 

profession, 80.4 percent of the participants were females and 19.6 were males. Eighty two 

percent of participants claimed 10 be Christians, 12 .5 percent Hindu, 2 percent other fonns of 

religion and one percent claimed 10 belong to no fonllal organized religion (figure3). The 2% 

that indicated that they belonged to other religions other than Christi anity, Hindu or Islamic 

reported to belong to Shembc. 

Eighty six percent of the participants had terti ary education, 12.5 percent had secondary level of 

education and 1.8 percent had primary education (figure2). Their age range was between 2 1 and 

60 years (figure I) . Most patient participants had been in the hospital or hospice for no more than 

two weeks except for two patients who had been in the hospital for 2 months because of severe 

bums. Nurse participants reported varied experience of nursing practice, the mean of which was 

10.75 years of experience. Patient participants were admitted for various reasons which included 

bums, acc idents, laparotomy, cancer, tuberculosis, diabetes mellitus, immune deficiency related 

conditions delivery and postnatal complications. 
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3.6 Data collection 

Data collection and analysis were done si multaneously over a period of six months from middle 

of April to middle of October 2000. In order to co llect data that was ri ch and diverse, a variety 

of data sources were utilized. In-depth semi-structured interviews were conducted with both 

nurses and pat ients participants on a one to one basis. The researcher also conducted small and 

large focus groups interviews with nurses and with patients' relatives. The interviews were audio 

tapped and then transcri bed into a tex t by the researcher. Hand written notes and memos were 

also utili zed to provide back up information. 111 addition to one 10 one interviews, seven focus 

groups were conducted with nurses from all the settings. Two focus groups were conducted at 

the Hospice centre. One group was composed of three nurses who were working in the units 

with in patients. 

This focus group was followed by individual interviews which were scheduled at a time 

convenient to each nurse. Two more nurses who did not attend the focus group but were working 

at the hospice units with in patients were also interviewed at the time that was convenient to 

them. The second focus group conducted at the hospice was the group of nurses who worked 

with home hea lth care . Because most hospice patients are nursed at home, there were eleven (11) 

nurses who were in this focus group. Each focus group lasted for approximately , 30-45 minutes, 

but because oflhe s ize of the group working with home health care, the home health care focus 

group interview continued for two hours. Because the researcher followed a theoretical sampling 

method of data collection, she then conducted interviews with two families of patients who were 

at the hospice. In the public hospital it was diffi cult to get nurses on one to one interview because 

they were often very busy, the researcher decided to interview them in small groups of2,3,4,5 

or 6 during their tea or lunch breaks when they could get together. There were five focus groups 

conducted in this hospital. These groups were composed of nurses who were working in medical , 

surgical, labour delivery and post natal units. Patient participants were interviewed on a one to 

one basis in all settings. In a private sector, the nurses were interviewed in one focus group 

composed of nine (9) nurses. This focus group was then followed by one to one interviews with 

each individual nurse. Patient participants were also recruited from medical, surgical , and 

postnatal units. One focus group that was held at the beginning of data collection was to 

47 



introduce the topic and it also allow brainstonning. This helped to identify areas of importance 

in the phenomena under inves tigation and it also acted as a means of developing rapport wi th the 

participants. The subsequent interviews with all parti cipants focussed at their personal 

experiences wi th the phcnomena of spirituality and spiritual care and a lso veri lied categories and 

concepts that emerged from thc data. 

The third mcthod of data co ll ec tion that was utilized was observation. The researcher observed 

thc unit environment noticing some books, magazines. or other symbols which were around the 

pa tient 's bed. Most Christian patients had Bibles on their bed side lockers, whi le Hindu patients 

had their Hindu magaz ines with difTerent types of gods. All interviews were conducted in the 

language the participants felt comfortable with. Zulu and Xhosa speaking patients were 

interviewed in their language and the recorded infonnation was translated into English by the 

researcher. 

3.7 Data analysis 

Data collec tion and analys is were conducted simu ltaneously. The data were analysed using the 

editing sty le. According to Crabtree (1992) editing style of data analys is is an appropriate 

approach when analysing data for developing a grounded theory. The guidelines that were 

followed were extracted from C heniz and Swanson ( 1985), Tesch (1992), Wilson ( 1988), Glase r 

and Strauss (1967), Morse (1994). The software that was utilized is the Qua litative Research 

Solutions Non-numerica l Unstructured Data ways of Indexing Searching and Theorizing 

modified as NVIVO QRS NUD* IST. Richards (J 998) developed this software to assist 

researchers in handling and managing complex non-numerical data. To describe the sample 

composition, the researcher utilized SPSS for Windows. This software was useful in handling 

quantitative demographic data (Clarke, 2000). 

As data collection and analys is were carried out simultaneously, the researcher read every piece 

of data as it came to her line by line and paragraph by paragraph identifying words or statements 

made by the participants about their experience of the phenomena of spirituality and spiritual 

care. Wilson (1988) calls thi s process substantive cod ing, while Glaser and Strauss (1967) refer 
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to the same process as concept specification. Substantive codes are used to describe dimensions, 

properties and consequences or the phenomena under study. With the help ofNvivo soft ware, 

the researcher coded every statement as she read the text over and over, line by linc. Every piece 

of data was coded as free nodes. The free nodes looked like a shopping li st of words or phrases 

used by participants to describe the phenomena of spirituality and spiritual care. Later, the free 

nodes were joined 10 form tree nodes. Tree nodes started showing some relationships between 

the words or phrases used by the participants. Tree nodes were also linked together according to 

the relationships they had. The linked tree nodes fonned parent nodes and the parent nodes when 

linked according to their relationships fomled grand parents. It was from the grand parent nodes 

that the themes for this study were developed. 

The researcher joined the substantive codes together according to their relationships to fonn 

categories that were related. The substantive codes in thi s case were the free nodes. When free 

nodes were joined together they formed the tree nodes. This was the second level of coding 

called the selective coding (Wilson, 1988). The third level or coding is called theoretical coding. 

Theoretical codes were developed from the researcher' s interpreta tion of the data using the 

se lective codes, memos and field notes to discover the main story line or a basic social process 

in the phenomena of spirituality and spiritual care. 

The researcher utilized theoretical sampling to fill the gaps which develop in the emerging 

categories and concepts. This called for rephrasing of questions to validate responses and even 

moving from one setting to another to find different participants. The researcher went back and 

forth into the data verifying them with the participants, carefuJ ly reading and analysing them until 

all categories were fully developed and the relationships between categories and their properties 

were identified. The theory which was grounded on the data was developed through the use of 

both inductive and deductive modes of reasoning (Cheniz and Swanson, 1985). 

3.8 Academic rigour 

Academic rigour is measured in quantitative studies by their trustworthiness or their being true 

to the data and their context (Lincoln and Guba, 1985). The potential strength of a qualitative 
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research theory may be lost if appropriate strategies are not followed to reduce careless handling 

of data and researcher's biases (Khal ifa, 1993). Trustworthiness refers to the quality value of the 

final results and conclusions reached in a qualitative research (Lincoln and Guba, 1985). 

Trusr.vorthiness is composed offour main aspects which will be discussed separately. The first 

aspect of t rust worthiness is credibility. Credibility means bei ng authentic to the data. To achieve 

this the researcher utilized several measures. She utilized peer debriefing which involved 

discussing the process of data analysis wi th the colleagues and with the research supervisor. The 

data and categories discovered were also discussed with the research supervisor at regular 

intervals. 

Secondly, the researcher used triangulation which refers to the use of different methods of data 

collection to enhance credibility. Triangulation was achied by use of one loone interviews, focus 

groups interviews, and observations. Thirdly, the researcher utilized membership check which 

refers to the researcher's ability to check back with the participants to validate accuracy of 

information given and recorded. The researcher validated information by playing the tape back 

to the participants and by reading her written notes back to the participants. Where possible, the 

participants were visited few days after the interview to validate the accuracy of information 

recorded and transcribed. 

Transferability is the second aspect of trustworthiness (Lincoln and Guba, 1985). Transferability 

refers to the application of the study findings to the context in which the data were derived and 

to other similar context depending on the degree of fittingness between context. To ensure that 

the grounded theory of spiritual care can be applied to all nurse/patient interactions in all settings, 

the researcher utilized a va riety of participants as stated under sample selcction. She used patients 

from different units, nurses who were also from different units and re latives of patients. These 

participants differed in age, sex, diagnoses or expericnce in nursing, religious affiliation and 

cultural background. 

The third aspect of trustworthiness of a qualitative research is its dependability (Lincoln and 

Guba, 1985). Dependabili ty is concerned with the stability of data in the study. The process of 

data collection, analysis and interpretation needs to be monitored by experts in the method of 
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grounded theory stlldies (Khalifa, 1993). To ensure dependability, the researcher used the 

dependability audit trial technique whereby the external experts were utilized in analysing data 

and interpreting them. The external expcrt who was mainl y utilized in this study is the research 

supervIsor. 

The fourth aspect of trustworthiness that was ensured in this study is confinnability. 

Confirmability refers to the degree at which the data confirm the findings (Lincohn and Guba, 

1985). To ensure that the findings represent the data, the researcher went back and forth into the 

data, field notes, memos audiotape and participants to confirm that the findings will reflect the 

participants' responses not the researcher's own const ructions and biases. When this was done, 

the findings were written in a descriptive form indicating the majors themes, categories, 

concepts and their relationship with one another. The theory of spiritual care in nursing emerged 

from the data that was grounded in the participants' own experiences. This theory was then 

organized into a conceptual model. 

3.9 Dissemination of findings 

The researcher has an obl igation to inform the participants about the findings. Therefore a 

summary of findings will be sent to the units in which participants were recruited. This will be 

done in the form ofa written report and in-service education to the nurses. Secondly the findings 

will be submitted to the nursing department of the University of Natal-Durban in a written report 

form and also verbal presentation to the peers and the supervisor during class sessions. 

3.] 0 Ethical considerations 

Qual itative research like all fonns of research is subjected to codes of ethics for the protection 

of human subjects (Wilson, 1989). All fonns of research subscribe to similar internationally 

accepted codes of ethics (Wilson, 1989). Ethical codes are standards or guidelines for making 

ethical choices. Ethics on the other hand is a general tenn which refers to several ways of 

examining moral life (Beauchmp and Childress, 1987). Ethical codes are based upon a few 

generally accepted moral values of respect for individual autonomy (respect for another's 
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independence), non-maleficence (refrain from harming others), beneficence (helping others or 

bencfiting the other), non-deception (being honest, true to one sel f and to the research 

participants), justice (treating others fairly) (Beauchamp and Chi ldress, 1987). 

In view of the above moral values and codes of ethics in research, the emphases is that research 

studies must be done on the basis of their ethical and scientific acceptability. The benefits from 

the research study should unquestionably justify any discomfort or risk involved (Klockars and 

Q'Connor, 1979). Concern for protecting human subjects has been extended beyond protec ting 

research participants from bodily injury or hann to include protecting research participants from 

any research activity that threatens their self worth, values, privacy or even religious freedom 

(Wilson, 1989). Actually there arc no non-risk research studies. All research involves some form 

of ri sk to the participants, plants or animals and the environment (Beauchmp and Childress, 

1987). 

In this study the following guidelines were utilized to protect the rights of the participants; 

The first consideration was to encourage independent individual decision making. To crxxx.trage 

independent decision making, the rescarcher explained to the participants the purpose and the 

process of the study and the possible outcome. The participants were not forced. bribed or 

threatened otherwise to participate in the study. Participation was purely voluntarily. 

The second consideration was protecting the participants from harm. This study was conducted 

in the natural setting to ensure data that were rich and complex, The main focus groups were 

patients and nurses. Patients by virtue of their illness needed extra protection. Before the study 

was conducted. it was first approved by he university research committee and the regional 

department ofhcalth ofKwaZulu Natal region and by the hospital authorities. The participants 

were given a written informed consent or informed refusal. The information about the purpose 

of the study, the process of data collection and analysis and how the resu lts wi ll be disseminated 

was discussed with the participants. The discussion included the risks involved in the study. For 

this study there were no physical risks involved. but there were emotional discomforts associated 

with the nature of the topic. Some people consider spiritual issues to be private and not to be 

discussed in open. To overcome this problem, the researcher first established a positive rapport 
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with the participants. The researcher introduced herself to the participants and explained her 

objectives for being with them. The participants were given opportunity to ask questions about 

the research procedure and purpose before giving a consent to be part of the research study. 

During interviews, the researcher ensured privacy by conducting interviews in a side ward that 

was empty. ]n other setting there were patient counselling s ide rooms. These side rooms were 

used to interview both nurses and patients participants. Some patients were alone in their wards. 

In that case the ward was used for the interview. For patients who were bedridden, a curtain was 

pulled around the patients to ensure privacy. The participants were infonned that they were free 

to di scontinue their participation at any time during the study. 

The third ethical consideration was maintaining truthfulness and honesty to one's selfand to the 

participant. To achieve this principle this researcher handled in confidence all personal 

information given to her by the participants. The researcher did not hold back or hide from the 

participants information about the study and its intentions. 

The fourth ethical consideration was to ensure that the research benefited the participants. The 

benefits to the participants could not be immediately recognized, but in a long run both patients 

and nurses will benefit from the study. Research should contribute to the welfare of the 

participants and be applicable to other settings. This study encouraged the participants to express 

their spirinmJ values and they realized the role these va lues could play in relationship to nursing 

care. The nurses also benefited from an open discussion of this topic which has alway been left 

on individual nurse's intuition. Both nurse, patient and relatives felt that it is a high time that we 

talk about spirituality. 

The fifih ethical consideration was maintaining justice and fairness to all participants. Bulmer 

(1982) sta tes that the well -being of the participants must take precedence over the investigator's 

self interest. The researcher is free to pursue the truth, ask any question and attempt to obtain any 

answer, but within certain boundaries (Klockars and O 'Connor, 1979). In this study fairness and 

justice was maintained by keeping to all promises made to the participants. The promises 

included anonymity and confidentiality regarding personal information received from the 

participants. The researcher treated the participants with respect, dignity and empathy. The 
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interviews were discontinued if the patient demonstrated signs of distress or discomfort. The 

comfort of the patient took precedence over research inquiry. 

3.11 Conclusion 

This chapter has outlined the methodology and the basic principles which were utilised in 

developing the grounded theory of spiritual care. The methodology that was appropriate was the 

grounded theory method of qualitative research. The method was found to be appropriate because 

of its practical applicability to the type of study. The participants were recruited from three 

settings. Some werc recruited from the hospice setting, while other participants were recruited 

from two hospitals one of which was a private hospital and the other one was a public hospital. 

Data was collected by utilising one to onc interviews, focus groups interviews and observations. 

The information was recorded using an audio tape recorder on the original language used. To 

strengthen data collection filled notes and memos were also utilised. Data were analysed using 

the new Newdist programme called NVIVO (Richard, 1988). The credibi lity was maintained by 

collecting data in the natural setting, and by analysing data as it came. Theoretical sampling was 

continued throughout data collection and (tnalysis. Participants wcre clearly infonned about the 

purpose of the study and the process that was to be followed in the research. 
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CHAPTER FOUR: THE RESEARCH RESULTS 

4.1 Introduction 

The purpose of this study was to ana lyze the concept of spirituality and spi ritual care in nursing 

wi th an aim of d iscovering a shared meaning for the phenomena and also generating the middle 

range theory of spiritual care in nursing that is grounded on the data from both patients and 

nurses participants. The results that are displayed in this chapter reflect on these two major goals 

for this study. The basic social process was uncovered by sorting and comparing categories and 

memos and by finding relationships between the deve loped categories (Brink and Wood, 1989). 

Using both the inductive and deductive methods o f data analys is the researcher identified fi ve 

major concepts which were grounded upon the participants' descrip ti ons of the phenomena in 

quest ion . 

The first concept that emerged from data analys is was the concept o f spirituali ty. This concept 

was developed from various definitions of spirituali ty given by the participants. The concept of 

spirituality as a ques t fo r a transcending relationship was discovered to be the core variable since 

all other variables seemed to impact on the quest for a transcending relationship. A quest for a 

transcending relationship was perceived as having two phases, that is, a state of equilibrium 

which was sometimes rcferrcd to as a comfortable zone whereby the participants were content 

w ith what was going on in their lives and were less concerned about their relationship with God! 

Supernatural Being or with others. The second phase was characteri zed by trigger. response, in 

which the comfortable zone was disturbed by a factor which caused uncertainty about future due 

10 illness, approaching death or death of loved ones. 

The third concept that emerged was the perceived and expressed spiritual needs. Perceived 

spiritual needs were classified as self oriented needs whereby a person desired to be comfortable 

wi th himself or herself. The second category of perceived spiritual needs was the people centered 

spiritual needs. With people centered spiritual needs, a person quests for a relationship with 

significant others. The third classification of perceived spiritual needs was God centered spiritual 

needs in which the person desired a relat ionship with God as understood bu the person. 
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The fourth concept that developed was the concept of spiritual care in nursing. The concept was 

developed by the participants ' descriptions of the concept of spiritual care, the principles of 

spiri tual care, the factors which influence spi ritual care, the nurses' role in spiritual care and 

fina lly the outcomes of spiritual carc. These fi ve concepts put together describe the grounded 

theory of spiritual care in nursing. The rest of the chapter will show the analysis of the concepts 

and how each concept was developed. It will also reflect on other concepts utilized by the 

participants in their descriptions of the phenomena ofspirit-uality and spirit"ual care in nursing. 

4.2 The concept of spirituality 

This concept emerged from data analysis of28 intervi ews composed 40 nurses and 11 patients. 

The participants were asked to describe the concept of spirituality from their own perspectives. 

A variety of20 interre lated definitions were given, sce annexure B. The defini tions are not to 

be viewed as mutually exclusive, because the part icipants used some concepts interchangeably. 

The table in annexure B gives an outline of the coded definitions, the number of passages coded 

on a particular definition and the number of interview documents from which the defin ition was 

extracted. Since the definitions given by the part icipants were not exclusive. the data analyst 

grouped them according to their similarities and their differences. This classification ass isted the 

researcher to develop subcategories for the main category labeled as "the concept of spirituality. " 

4.2.1 Spirituality as an inteuratcd whole 

A person as an integrated whole consists of physical, social , emotional, intellectual, moral and 

spiritual aspects. Spirituality therefore was described by some participants as the entire being, 

the emotional part, the inner part, the soul or energy force. All these definitions desc ribed the 

spirituality as the part of an integrated whole or as the whole. The definition of spirituality as an 

entire being describes spirituality as the integrating principle in a person. This definition was very 

direct and specific as to what the participant meant by the entire being as she said, 
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"Spirituality is 'he entire beillg. The milld the emotiollal sttl1e, the body the 

whole physic, how the entire beillg fUll ctiolls, it reflects on the itllJer beillg of 

the person. That is my understanding" 

Having described spirituality as the entire being, the same participant also refers to the inner part 

of th is entire being when she said "it reflects on the inner being of the person." This inner being 

of the person was described by other participants as the soul or the inner part or energy force, 

"Something to do with the soul, like your soul, the soul being that inner part 

that has to do with the superior being. They don't believe they just came, tlrey 

know there is a fon'e greater thall they." Another participant said, ut/,e persoll 

usually attaches Iris or her ellfire e.xistence Oil tlrat something that he believes 

ill, that power that he thillks or she thinks she gets her strellgth/rom." 

In these definitions, the entire existence of a person is linked to what the person believes, This 

explains that what the person believes involves the other aspects of the total being and on the 

other hand what the person believes affects his or her entire being, Another aspect of the ent ire 

being that was repeatedly mentioned in the definitions given by the participants is the emotional 

aspect of spirituality, The emotional aspect of spirituality was illustrated in this statement, "1 

fhillk :,piriflwlity is fh e emotional belief of a person regarding fhe religion. " Other participants 

call it the God feeling "there is a f eeling like God's feelillg as some people call it. JJ 

Linked to the percepti on of spirituality as "the whole person" is the approach of seeing spirituality 

as one 's identity, This view states that a person is known and also knows by his or her spirituality, 

In a way to describe spi rituality as one 's identity is saying spirituality is one's philosophy oflife. 

Spirituality tells who you are as one participant said, 

''It 's part o/wllD you are, il 's pari of who you are, it's definitely pari of who you 

are. You call be a Chrislian and :,piritual and therefore the way you are 

spirilual, part of it is your religioll, is part of my beliefsystem that wil/flow oul 

of me ill all these areas of my life ueafiltg Ihe spirilllaJ beillg I am" 
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Spirituality as part of an integrated whole identi fies onc person from the other. This identity comes 

from several sources such as what a person believes, his or her religion, culture, and the person's 

own perception of things, people and situations. Even though people can be in the same 

congregation, or religious a ffiliation, they do not share the same spirituality. Spirituality is defined 

as the identity for the person as an individual not as a group though the group may influence the 

person's spirituality. One participant gave the following rational for saying spirituality is one' 

identity; 

"But J slilllhillk you call be part of a congregalion ill the church, but each 

per!iOIl ill that cOlIgreglltioll hlls illdividual spirituality, e"en though you are 

sitting ill the church listening 10 the sane sermOll, each persolltotally attack it 

at a differelll way that is you. " 

4.2.2 Spirituality defined as a quest for a transcendent relationship 

A quest for a transcendent relationship refers to the desire to have a relationship with God and 

other significant others. Spirituality was viewed as that aspect which quests for a relationship. 

These respondents defined spirituality in relationship to either a person seeking a relat ionship with 

God as the superior being or a relationship with other people in order to reach out to God. This 

relationship is sought through belief, fai th, and/or, religious practices. A quest for a transcendent 

relationship has been identified in this data as the basic social process and a core variable. 

The participants who defined spirituality as a relationship were often specific to a relationship 

with God! supernatural being and a relation with other human beings. This showed that spirituality 

as a quest for a transcendent relationship has a vertical direction and a horizontal direction. 

Vertically, the relationship is directed to the supernatural being. Horizontally, the relationship is 

directed to other human beings. To illustrate a horizontal relationship one participant said, 

~~JYe/l with me spirituality means the person's relatiollship with the 

supernatural power, the power that person thinks it is above his or her 011'11 

ability" Another participant said, "That is jllst the person'5 relatiollship with 
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God, or !wmetimes it is 1101 God. The pen-io,,'s relatio"ship with some type o/like 

a Prophet or whoel1er they see as a spiritual leader. J thi"k is universal." 

The second quotation includes a relationship with the human person who is thought to represent 

the superior being. This is an example ofa horizontal relationship of which the aim is to reach out 

to a vertical relationship. Sometimes the horizontal relationship was described by the concept of 

"abend" 

"Ubunru" is the A fri can word which describes the social ly desired relationship ofa person to other 

people. "Ubunlu" is to be a human being, loving and bcing concerned with another person as 

described by the community members. It is a concept difficult to translate to English. One 

participant maintained that spirituality is "ubuntu" 

i~Spi,.ituality is what J COlIsiller to be ubulllu (being human to the person). To 

be humall is to do something good to another person, helping a person who is 

ill need, like the person who has a problem needs someone to talk" 

The above statement infers that being a spiritual person involves being part orthe conununity and 

being concerned about other people's affairs. The same participant further expla ined what she 

meant by saying spi rituality is "ubuntu." For her to be "ubunlu" is to know God and to live in 

accordance to H is laws. 

"To be a humall (ubu"tu) is to kllow GOlI, is to live ill accordance to God's 

laws. There are laws o/nature and there are laws o/God. That is why we need 

to help this person spiritually. This person must have some spiritual care" 

Linked to the concept of "ubuntu" is human value. Value to the participants referred to respect 

that ought to be given to the person as a human being. When these concepts were raised there 

were stated in relationship to the patient respected by the nurse. To value human dignity is another 

concept which describes a person's relationship with another. Valuing a patient's belief and 

valuing a person's religion was also mentioned. 
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"Ok, I dOIl 't know how you see it but ill simple Englbih it is to ,'allle a patiell1 's 

dig ll ity. So spirituality is valuing somebody's ilig llity, somebody 's beliefs alld 

leave them to do what they wall1 to do" 

4.2.3 Spiritu a lity ns a religious belief 

Defining spiri tual ity as the re ligious be lief means that spiritua lity is a bel ief and is also a religion. 

Defining spiritua lity as bel ie f means that the person must take someth ing as true. Defining 

spirituali ty as bclief is the most refelTed to defi nition. Sometimes be lief and religion were linked 

with faith, hope, peace, meaning and purpose for life. Whether it was in conj unction wi th other 

definitions or not. There arc nine documents and 17 paragraphs which directly descri be spiritua lity 

as belief. Sometimes belief was mentioned with reference to religion, sometimes some 

part icipants sta ted that belief and relig ion are related but are not the same, for these participant, 

spirilUaiity is belief. 

" / see spirituality as a belief system/or 1I person. It in volves what you believe, 

it grows / rom there 0 11, it groJlls to include who YOll are alld how you perceive 

things" Another participant said "I think spirituality is a belief that human 

beings are being ruled by a certain supernatural power of which they are of 

different ki"ds" 

This participant views spiritual ity as belief in the supernatural and furt her stating that there are 

different kinds ofsupematural powers which people be lieve in. Another partic ipant making her 

point clear that spiritua lity is not religion she said, 

"I thillk what happens is religion pillS people in different brackets. Religion 

brackets people, you are a Christian, I am a Hindu, that 's an example I am 

g illillg you. I thillk religion each person has their OWIl practice but they all 

beliel'e ill the supernatural, they all believe that bill they have differellf means 

of getting to it. So religion, is like it limits people. It 's pra(.'tices that are handed 

down from generatioll to geIJeration, from f ore fath ers to fore fathers. So ifwe 
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believe, we all belief;" some Iype of!J'uperJliltllral, so we have differem ways of 

showing ;1 by hlH1;'lg a relig;oll 

Whereas, most participants saw a difference between religion and spiri tuality. some participants 

saw no difference. There arc two documents and two paragraphs which have coded spirituality 

as religion. 

·'There is 110 dllferenc:e. For you 10 have sp;riluality you have to believe bl somelh;ng 

relig;ously." Another participant said, "The word sp;n'IlIUljusl means relig;on to me I don'l el/en 

Ih;"k" Omerrupted by olhers )IIho disagree with her) 

Faith is closely linked to religious belief and to a transcendent relationship. Faith can simply be 

translated to mean trust. One participant puts it this way, 

";t's fa;th ;', the supenllltural, it's whe" you understand that you cannot rely 

upon yOllr seifto OJlercome everyth;ng,)'oll need help from olltside and you need 

a supernatural Be;ng." "H;s connect;on, his relat;onship to something that he 

has gotlrisfa"'h, his absolute faith ;n that person or something" 

Along with faith is th concept of hope. Hope refers to an assurance that the present si tuation 

though may be gloomy will have a solution 

"To me spirituality;s giving hope to someone, like when the person is sick or 

discouraged then you tell them II0ttO lose hope so to me spirituality is hope that 

God wil/notleave me alone in whatever" 

Hope wherever is mentioned is in reference to belief or religion, or to God or that supernatural 

being the person worships or is perceived as the source of hope, What the participants believed 

gave them hope. In a way hope is derived from belief. One participant said; 

"After praying I feel better because I have hope that all will happen. That which 

J ask for J have hope that it will happen, eve" health J have hope that whe" I 

have pllt everything in His care, J wiltrecover" 
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The hope of knowing that the person was not alone in the struggle with illness or death gave inner 

peace. Inner peaee refers to peace that is found within a person whether that person is in good 

health or not. It comes from knowing that a person has made things right with the one claimed to 

be the source of power and also with the significant others. The inner peace can be drawn from 

the person's religious beliefs and from knowing that one has a reliable relationship with God and 

with others. Some participants defined inner peace this way, 

"It mealls what the plllielll sees as the inner peace. From the spirilllal point 0/ 

view, the illller peace that the patient gets, whether is from his religious 

background. Inller peace is reconciliation with the self, the acceptance o/the 

selffor me, it is also very imporllmt, 'he relationships with other people" 

When things go wrong in life as they sometimes do, when tragedy strikes in the fami ly, or a 

person finds himself or her selr faced with life threatening situat ions, the meaning for life is 

usually lost and the person begins to question the purpose for life. The participants cited their 

spiritual resources such as their religious belief and their relationships with God or the 

Supernatural power as the source of meaning. The following are the few examples of statements 

given by participants in reference to spirituality as giving meaning, 

"It is anything that the patient believes is meaning to life or gives meaning to 

their suffering. That's what I consider spirituality 78: It's just anything that 

gives meaning to the/act that one has a life and may be his ,Ieatll" 

The above statement refers to the facts that not only do people need meaning in life, but they also 

need to find meaning in death. Spirituality was viewed by the participants not only as a religious 

belief that gives hope, peace and meaning, but also as dynamic, universal and unique experience. 

The dynamic spirituality refers 10 the power of spirituality in changing the person. Whenever a 

reference is made to spiritual ity as dynamic, it was further describe as based upon an individual's 

belief system. The uniqueness comes from the fact that each and every individual has a different 

relationship with hi s or her God or supernatural being. Though people may share the same 
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religion , they may not also share the same spiri tuality. It is unique for each person and it is 

uni versal meaning that evcry human being has some fonn of belief. Thi s was clearly stated by the 

participants. 

"Spirituality i.5 something that is wi,hi" a person whether a person is in church 

or /Jot or wi,h 'he people ,ha' she fellowships with or lIot, that spirituality is 

'here all 'he time in what the p erson believes in whether among the people or 

uti b)1 herself, spiritllali~JI is a/ways there. " "/t 's very hard to defilJe the spirillla/ 

part of a person, but we llll have it whether we WlllJf to or 1I0t. Iflhether we 

acknowledge that we have the spiritual part" "You can change your spirituality 

you ('(111 be a spiritual person i" a certai" way according to your ellvirOllmell1, 

according to the way you were brought up, your SChooling, your parents, but 

through the passage of life you as all mlult call challge it, it is IIot something 

that is static, you £:all ill(:rellse it or chalice it or make it deeper, it is "ot 

something that isjust there. It;s something t"at grows. It grows ill you. You ('a" 

g row ill spirituality (,Iollg with indifferent '''illgs that happen to you in life, it 

challges your spirituality, it makes you see ,/,i"gs ill a more .. . It in volves what 

you believe, it grows from there Oil, it grows (0 i/lclude who you are and /row 

y ou perceive thillgs. " 

4.3 The spiritual trigger response 

4.3.1 The trieeers 

When the participants were asked to relate the experiences they perceived as spiritual encounters, 

they reported that when they were faced with crises of uncertainty about the future due to illness 

or impending death or the death of their loved ones, they became more and more aware of the 

need for the power above their own and the need for a credible authority from someone they can 

completely rely upon when their own human resources fail them. They needed someone whose 

resources never run dry. It was at that moment that they began to search for a meaningful 

relationship that transcends the human realms. One participant puts it this way 

63 



"Some people J hllve had when they were iuvollled ill all llccidellt they start 

going to the church alld they say, God hus helped me J must repem. It 's like that 

with the terminal illness" 

The participants's personal experiences with death were repeatedly mentioned as the main trigger. 

The reasons for this were that death alienates people from their loved ones and most people were 

afraid of death. One participant reported that 

"1 think the nlllin thillg Oil death people are afraid, they are lonely, they feel 

alolle, they are alone basically, you die alotle, tire only thillg you call coum Oil 

is God, what else? Beside, your/amily you call 't take thelll ~,'ith you when YOll 

die. The ollly person you have with you is God. So, if someone feels that death 

;s (lpprouchillg, the pel'son tlrey turll to is God." 

Other factors whieh were mentioned by the participants as triggers for a search for a transcendent 

relationship were those associated with difficult situations. Thcse may not be death but the 

person's inab ility to solve a problem. At times the person may be in a tight corner not knowing 

what to do, as one participant said: 

"So, in ,hat case when people are really ill a corller sort o/in u tiglrt corner and 

they don't see any way out tlrat's wlren tlreir !!.pirits are crying out to God and 

that's wlren they lJeed people wlro know how to pray to Irelp tlrem through that." 

These factors were then labeled as "the triggers." A trigger is therefore defined as any factor or 

any situation that stimulates the person to respond to the limitations of the reality of human 

helplessness and powerlessness in dealing with crisis inherent in life. When everything seemed 

to be going smoothly, people were able to meet their own needs and wants and those of their own 

families, those people often assumed a meaningful relationship with God. It appeared like 

sometimes the people may be in a state of spiritual contentment and integrity with some degree 

of spiritual equilibrium until a trigger disturbed that spiritual equilibrium. One participant 
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described this Slate of spiritual equi librium as a comfortable zone. This comfortable zone was also 

associated with material wealth as one participant said: 

"You find that people who are status orienfed do not care ahout spirituality. 

Theyfeel that becllUse the)1 arefinancially comfortable, they have the status they 

are Oil the comfortable zone they do II0t nee,' spiritual care, ulltil the day dawns 

on them, they are lying on the sick bed, they are now needing spiritual care ... 

suddenly they find that, that comfortable ZOlle has become ullcomfortable. " 

Other triggers which were identified were also associated with tragedy. Tragedy could be either 

physical social or emotional in its origin. This implies that the person was experiencing either a 

physical pain and/or a psycho- social pain. 

Physical triggers were identified as those factors which affected the person physically and made 

him or her to see his or her physical body deteriorating to the point of death. That experience of 

being physically sick triggered a certain response as one participant reported; 

"j think a lot of times whell people are sick, they want God. Beside,your family 

you call't take them with you whelJ you die. The ollly person you have with you 

is God. So, if someone feels that death is approaching, the person they turn to 

is God." 

Illnesses such as immune-compromised diseases, carcinogenic disorders, chronic conditions such 

diabetic mellitus. tuberculosis and other acute conditions related to accidents and other normal 

life processes like labor and delivery were cited by the participants as triggers. Below are the 

participants' experiences working with patients who are in labor 

"J have had many experiences wlren a persoll ill most cases, when a person is 

in trouble, tlrell, tlrey remember, they remember God. When a person is in a 

point of near death they ask, "can you please pray for me, can you pray with 

me"JVhen, say, a person has been exposed in a difficult situatiolllike a difficult 

labor, you hear a person crying "of God, help me, which means that at that 
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stage a person realizes that there is nothing she can do ill her OWII power, blll 

she relies 011 the super"atural power." 

When tragedy strikes whether it is social , phys ical, emotional , or a natural disaste r then people 

begin to th ink about the ir future and also begin to question their relationship with God. This 

participant stated that the triggers vary in intens ity. For example the person may be exposed to 

more than one trigger at a given time. 

"It's like lit that time when !iO mllch of tragedy experiences happen. J mea" just 

ill one family YOll find that withi" ollefamily for example, I am thinking about 

aforty.year-old lady with afour ye(lY old child, she iSyOllllg she has got to leave 

behind afollr old child alld her husballd" 

The tragedy of HI VI AIDS has added to the complcxity of life and has actually triggered more 

questions. One participant lying on her hospital bed related her pathetic cxperience as her young 

husband died at the same time as her three·year-old boy and she herself was sick facing her own 

death with courage and hope leaving a ten-year-old daughter. It was about two weeks after the 

death of her husband and her son when the researcher had thi s interview with her. This is the way 

she related her story; 

"I wm' very sit:k when my Jltlsb(llul died. I dOll't know how things happened, but 

J also heard that my child has also passed away at three years. My child was 

wit" my mother. The child was in Shepstone and he died before the father was 

buried, I did IIOt see them, the way J was sick ..... It is ollly when I get discharged 

that I will go home and ask how they buried them .... My child and my husband 

both of them at the same time. " 

In some cases a patient was hospitalized presenting a physical problem, yet the actual problem 

was psycho social. These psycho social problems were refereed to as the psycho social triggers. 

The psycho-social triggers reported as chall enges whi ch disturbed the individual's spiritual 

integrity included factors like: unemployment, poverty, crime, family disintegration, political 

unrest and wars. 
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"Poverty, sickness, when YOII are very sick, the Ion o/the lOlled one, blamillg 'he 

superior being, like I believe in God and now you say oh, God how call YOII do 

this to me or whatever, problems of unemployment, l:rime,family problems ... " 

The state of spiritual equilibrium masks the reality about one's dependence upon power beyond 

self. When tragedy strikes the credibility of the supernatural power is also questioned. If God is 

really powerful why did He allow this to happen? Tragedy comes to all human beings and 

regardless of their bel ief. The difference lies in the way people respond to these triggers. The pain 

and sufferi ng challenged the participants to search for the meaning of life. For some, pain and 

sutTering made them 10 back off spirilUally as onc participant reported. 

"A 11 d they can bal.:k o/fspirituaIlY{lIId say '1 WOII 't believe ill anything anymore. 

J {IIIJ !J]Jiritllally low, 1 WOII " do anything "'hich will kind DJ: .. ' They WOII 't wo", 

to relate to anything l]Jiritually. They are so upset, J have met cases like that, 

) 'OU talk about Jesus and they say 'what? DOII 't evell talk about that, J dOli 't 

WOllt to hear about it' but guess what? On the dying day they call 011 Jesus. JJ 

The above quotation states that when persons back off spiritually they may be responding to their 

predicament with anger, but when they are over their anger, they come back to tenns with their 

reality. The trigger response action is a two-way process. The responses are not predetermined. 

Since people are unique individuals, their responses arc a lso unique. 

4.3.2 The response 

The triggers stimulate responses which are often unpredictable because of the differences in 

individual perceptions and also because of the differences in the intensity of the triggers. A 

response therefore is defined as any reacion that occurs as a result of the triggering factor that 

posses a threat to the person's spi ritual integrity and thus disturbing a person's spiritual 

equilibrium. These responses were classified by the researcher in a hierarchical order, not 

necessarily meaning that an individual had to go through all the steps of this hierarchy in this 

order before reaching the last step. The first phase of the response hierarchy was labeled the 
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"grieving process" This process is characteri zed by fear, guilt, shock, denial, anger, bargaining 

and acceptance. The second phase of response was class i-fied as the "coming to tenns" and 

thirdly, the last phase is called "the search for a transcendent relationship." 

4.3.2.1 The grieving process 

Of the stages of grieving mentioned above, the one mostly menti oned as the major reaction 

experienced by Ille participanls was anger. Anger was denned by Ihe participanls as a spiritual 

pain. The anger was mainly perceived as anger directed to God, perhaps because the person ' s 

expectations have not been met. Sometimes these were unfinished businesses that the person 

wanted to accomplish before death. Most participants reported that anger was a major issue with 

patients facing death. One reason mentioned that was associated with anger was that; 

"Maybe he was oWlling a company or may be hejllst got married and staffalld 

he is angry why "ow, why do I Illlve to die IIOW? You kllOW, because let alone it 

is sc:ary. They are scaretf" 

Anger was desc ribed as directed toward either God, self, or ancestors if they were regarded as able 

to help or protect a person from illness or death. 

'''1/you are angry and you are 1I0t angry with God, you call be angry with your 

Qllcestors. It depends sometime:; YOII have killed so many goats, so mallY cows 

and there i~· 110 reply. Things dOli 't go your OWII way, so YOII can be angry with 

YOllr ancestors, because they are supposed to be protecting you. " 

Along with anger the participants expressed a bargaining response whereby they were arguing 

with God and questioning as to why now? What have I done? Here is one example of a young 

lady two week post delivery who was in a surgical unit because of Deep Venous Thrombosis. She 

was concerned about amputation of her limb as she expressed her reaction. 

H1 was praying to God and sayillg, how call God do that to me lily baby call be 

horn normally but I alii going to have one leg and /row am I going to work for 
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this slIIall baby, / was asking God what really did / do, what have / done wrong 

flUlt He can pilI/ish me like fhat? / was asking Him." 

Bargaining was a lso associated with feeling of guilt that perhaps God was punishing the person 

because of wrong doing as thi s participant continued; 

"/thi"k it is a plinishmeut be('(lm;e J W(lS thi"king it is a plillishmelll because 

it would be beller if it W(lS a ('ar a('cident or :mmethinc like that, thau whell / 

ClllI sleep ami wake up in the mornillg which is the thillg / dOll't understand 

afJd my leg gets ('ut/think God is punishillg me may be / did something wrong" 

When participants believed in the punishing God, then their conscious often condemned them. 

Both nurSl::s and patients participants expressed their feelings of gu ilt. For nurses if they did not 

do what they thought was the right thing to do for the patient, for example onc nurse participant 

stated that if she promised 10 do something for the patient that the patient asked for and after that 

she got caught up doing other things and she did not go back to the patient to fulfill her promise, 

if that patient died before she could do that, then she would feel guilty the rest of her life. 

"Because YOIl promised, she didn't, YOIl promised him, /t 's II0t about selliority 

or about what you are giving to the patiellt, because this patient ('an die and 

terminate and you feel guilf)' the rest o/your life." 

A patient participant also stated that guilt works in a very st range way. This participant claimed 

no religious affiliation even though he reported to subscribe to the Buddha philosophy. For this 

participant guilt did not come from fear of punishment from God, but guilt comes from his mind, 

because his own understanding of what he has done. This is the person who perceived spirituality 

as the inner peace, peace with one self and peace with others. This participant perccived guilt as 

actually undesirable and unhealthy as he reported; 

"There seems that your milld works ill strange ways. One of the ways that I 

find it works and it's fUIl"y is the guilt, the guilt you always have the feeling of 
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guilt {/lid that is ... tlwt is velY bad. YOll must take that guilt away, you must be 

able to openly speak with say J have {Iolle something 10 YOII J am your boyfriend 

something J was nOf suppose to do and now I am feeling guilty. The thing is 

IIOW I lIIust be able 10 face YOUlllld say I am sorry f or what I have don e, so thar 

forgiveness is different/rom religious confession" 

The posit ive aspect of guilt is that the person begins to make things right with others, sclfand with 

God before the dying day. The negati ve aspect of gui lt is that the participants a lso experienced 

fear. Fear was associated with death and punishment. One nurse participant related her 

experience about a lady who was admitted in the hospi tal 25 years ago with bums. Her mother 

assis ted her to abscond from the hospi tal when she was better. Later her mother died. This woman 

came to the hospital in the year 2000 to pay the hospital bi ll which she had ignored for 25 years 

ago. When she came, she to ld the nurses that her mother came in a dream and told her to come 

to the hospi tal to pay R I 00 for the treatment and hospitalization she received 25 years ago. There 

were no more records of25 years ago bi lls yet the woman insisted that the hospital must take the 

RIOO This money was accepted as a donation. The point here was that, the woman who is still 

al ive was guilty of what she did with her mother and she was also fearful that her mother may not 

be accepted by God. This also brings a point offear associated wi th a punishing God particularly 

ifpeople believe that dca th is a road to God's judgement. This participant also believed that when 

people die they face their judgement as this is noted in the following statement; 

"You see now I gave you (WO examples of spiritual, the man of J 948 and a lady 

of 25 years ago burns. This one was guilty because J thillk 1I0W 011 the other 

world that we dOIl't kllow there was 110 settlemellt for this old lady who helped 

the daughter to escape II0W she/elt so guilty. J thillk she died guilty, 1I0W she is 

coming back ill a dream" 

Sometimes participants reported to have responded with shock as one participant explained her 

experience afer the death of her husband and her child at one time. 
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"I was shoe/wd, 111)' mind wm· eOIl/usell, all this time 1 just did 1I0t know what 

was gO;lIg Olt. Blit ItOW I am getting better alld 1 am beginuing to thi"k about 

them and how they were buried." 

As nurse participants reported their experience with clients who deny their pregnancy, one 

part icipant related the following experience. 

"1 just had a case I had don e everything, palpated had to tell her mother 1 am 

sorry YOIl are pregnant. J even said this is the new millennium it mealls ... if 

somebody can say J dOIl 't have a child, I dOIl't have a husband I dOll't have 

anything and 11II1I not pregnant. I said to her, this is the baby and I had to take 

her to the ultrasound, she saw the baby And I even told her things which don't 

matter like the ~;ex o/the baby. Evell whell she saw the baby she still dellied" 

Because deny is a common feature of unwanted pregnancies the researcher asked whether the 

participan t made any distinction between denia l as a psychological response to unwanted 

pregnancy and den ial a spiritual response. The answer given is that it was first psychological and 

later spiritual because of belief, because she had gone to the inyanga (traditional healer) and the 

trad itional hea ler told her that she was not pregnant but she had an abnomlal growth which needed 

traditional medicine. This participant said our spi ritua lity is also part of our psychology. 

"No it was first dellied and secondly it was spiritual because she believed that 

she was II0t pregnant alld ... So spirituality is part of our psych." 

Thi s statement agrees with the definition of spirituality as an integrated whole. The shock that 

goes with denial is a psychological response as well as a spiritual response. Denial is not only a 

response to pregnancy, but it can also be a response to a diagnosis. This response is very common 

with life threatening diagnosis such as HIV/AIDS, cancer, diabetes mellitus. 

Another response mentioned by the participants as part of the grieving process is dependence. The 

participants reported that when they were ill they felt vulnerable. They needed someone else to 

rely upon. The immediate person to lean on was the nurse as one participant mentioned; 
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"/ thillk when people are sick they llllllllysfeel vulll erable, fhey feel dependelll 

upon somebody else. YOll find them very depellllelJl UpOIl Ilurses they wik them 

anything, even something simple they WOIl 'tjust do it they will ask a Ilurse ca" 

we do this. They f eel J1et:J1 JIIllllerable or that time. That is why they need God" 

The dependence phase is followed by the phase of coming to terms where by a person realizes 

that the condition she or he is in cannot be solved by humans alone, but there is a need for 

supernatural intervention. All the anger, fear, guilt, bargaining, denia l and shock are foll owed by 

experience of over dependence as a resu lt of realizing one's helplessness in dea ling wi th the 

s ituation imposed by the triggers 

4.3.2 .2 Com in2 to terms 

The second phase of responses is labeled "coming to tcnns" Coming to lenns is the stage of 

spiritual responses whereby a person realizes hi s or her own inability to cope with life threatening 

events and then begins to accept the fate of humanness and search for power above their own. 

Coming to terms phase is characterized by (1) Acceptance, (2) Finding meaning and purpose in 

death and suffering and (3) peace making process with its search for forgiveness from self, others 

and from God. Coming to lenns is a very essential phase of responding to the triggers because 

one must come to the realization of the fac t that they are helpless and mortal as onc nurse 

participant said, 

"iflhey haven'l come to terms wilh their own spirituality and where Ihey arefor 

example t/rink they are immortal, they are not going to die, and when they are 

to face their own dealh, it's a huge surprise and they are very angry" 

This was repeatedly said that coming to know yourself is a vita l part in the process of coming to 

temlS. Another participant said, 

"You know who you are, you know the road going down in life, you know you 

are going to die someday, you know you are not immortal, and you will die 

someday, you accept that you are not imllJortal." 
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When a person eOllles to tenns they accept their diagnosis, the process of ill ness, and the ul timate 

rea lity of dea th . They also accept that they may not have all the answers to thei r question about 

human suffering, but they may have hope that one day they will get the answers when God 

Himsclfw ill give the answers. The following participant gave th is commcnt about the process of 

coming to temls, 

"Some of them {:ome basically to terms J think the most beallliful experience is 

whell they come 10 acceptance part of if, alld say despite what is happellilJg to 

me, J kllow ,hat one day 1 will IIndersta",l when God Himself will give the 

anSwers to all the qllestions" 

At times they increased their will to live by accepting what they have as a diagnosis and they 

begin to va lue life as precious. Acceptance should therefore not be seen as a resignation or 

passivity. One participant reported; 

"But YOll hmle got to have it in YOIl. 1'011 got to decide YOllrselfyolI that YOII have 

got a lot to live/or ill life, YOII just cannot just give liP, becallse life is precious." 

Acceptance was identi tied as having Illany facets. The participants mentioned the acceptance of 

self, at times they referred to acccptance of the diagnosis and the illness. 

"You got try {lIId make sure thal. YOll get them to accept tire diagnosis, so tlrey 

dOll 't feel guilty about it and make sure tlrat the family accept them. A lot of 

people reject tlrem. So, you have got to walk dow" that road with tlrem, keep 

their dignity" 

At times they referred to acceptance of the patient as he or she is and acceptance of other people's 

re ligion. Both nurses and patient participants were actively involved in the process of acceptance. 

When there was acceptance there was peace even when the patient was infonned of his fatal 

condition. 
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"Ellell if),oll e.\]Jlaill the result!)" or explain (,bout his condition, he will accept 

it more easi~)I and you can see that this somebody i!)-hailing the spirit, he or she 

is accepting ",hotelIer you are telling him or her" 

Another step of coming to terms is the peacemaking process. During this peace making phase a 

person is aiming at renewing his or her relationship with se lf, s ignificant others, and with God or 

whoever is considered to be supernatural according to the indi viduals definition of the 

supernatural being. One participant mcntioned that her goal in terminal care was to assist the 

patients to have peace with themselves and peace with others. She found that this was the greatest 

need in the care of the terminal as she reported; 

"I would like to see them having peace with tlt emseh'es and accepting their OWIl 

death .. _peace with their family and making peace with people they happen to 

be allgry with" 

Nurse participants reportcd that some patients begin to make peace, 

"Mr D. is a very good example of that, he has now realized that he is a step 

fll/lt er, he Iws made peace with some of them, but he has not made peace with 

all of them, He has started making peace" 

4.3.2.3 Searching for transcendent relationship 

The final phase of the responses and highest level in the hierarchy is "searching for a transcendent 

relationship." A relationship wi th what the person thinks it is above his or her own abilities. This 

phase is characterized with more night to religion which refers to a situation whereby a person 

begins to search for some tangible religious affi liation even when this person had never been 

religiously affi liated before. 

"They may have gone thought tire whole life ~vithout knowing about religion 

and lIot thinking very much about religioll alld it all of a sudden become very 

important to them and you've got to make sure youfilld one" 
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Another participant relates this phase 10 the time of search for a spiritual bond with God as 

understood by the person. 

"/ sflid / thi"k it is when the pfltieltl needs thar spiritual bonding with God, I 

don 't know whether is God or the priest, but he is Oil his last mi"ute and he 

needs to say somethillg to someone like may be the priest." 

As mentioned before when people have somehow escaped death, may be they were involved in 

an accident and they survived, they start going 10 church. Coming to terms therefore may involve 

accepting even the belief that a person has often thought it was not rea lly important as this 

participant reported; 

" Have you seen the rich people in churclle~· ? Have you heard them praying? 

Blit when they are ill the hospital they waltl nothing, and you say "we are 

praying" fwd they say "who are we praying? I have got so mallY things"and 

when thi"gs do change they ask for the ministers of religion, have you seen 

them ? JPhy? Because they have a spiritual "eed even if a person can suppress 

;t, the last day will come" 

4.4 Perceiving and expressing spiritual needs 

4.4.1 Perceived spiritual needs 

Spiritual needs are defined as a human quest for establisbing and/or maintaining a unique, 

dynamic, and meaningful relationship with God /Supematural Being, when the participants were 

asked what they perceived to be spiritual needs and how tbey expressed the spiritual needs, their 

responses ranged between their vertical and their borizontal relationships. The needs were either 

a need for human relationship or a need for re lationship with God or whoever they considered as 

the source of hope and strength in times of distress. The main theme of spiritual needs lies in 

searching for a relationship as one participant said: 
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II/thi"k it is whell the patient needs thm spiritual bonding with God, I don't 

kllow whether is God or the priest, but he is all his last minute ami he needs to 

say something to someone like may be the priest." 

The above description reveals that a person has a need for bonding with God, as the supernatural 

being and a lso with other human beings, like the Priest, thought to represent God. The spiritual 

needs intensified when a person was sick and hospitalized. Participants expressed that lying in 

a sick bed is a lonely experience, and they needed someone to be there with them. They needed 

an assurance that they were not alone, and that there was someone with them who could help them 

go through their illness. This patient participant expressed her loneliness in the following 

statements; 

" .... we lie here 24 hours ill this room andyolI know there is 110 one really to talk 

to and 10 enlighten liS." 

Another participant expressed her understanding of the concept of spiritual need as the need for 

support from the one marc powerful than self. "Spiritual "eed is where the person needs support 

from thm power she or he believes in tlrat is governing hi", or her." For other participants 

spiritual needs were associated with their creator as this respondent said; "a need to be with their 

creator, a "eed Jor God" 

The basis of spiritual needs is to affirm a relationship mainly with God. This may be achieved 

through other human beings thought to represent God. As stated before. when people are ill they 

are lonely, they want to be accepted and supported by God and their fellow human beings. 

"they need to know that their Creator is there for them. A lot oJ people whell 

they are ill they feel deserted, they lJeed to klJow they are /Jot deserted." 

When the participants had affinned a relationship particularly with God, they reported that this 

made them ready for whatever comes. including death. The following respondent expressed how 

she experienced spiritual needs as she was facing her own fears of death. 
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OIl think/or me to be (If that moment with God, to confess, ok, may be I was 1I0t 

supposed to (:oll/ess to the p,.iest, but to flllk 10 God via the P,-iest, tel/the Lord 

that I'm rem/y if He wall1s to take me /IOW, 1I0W I'm ready." 

Even though the above respondent has doubts ifshe was supposed to confess to the Priest, at that 

time, the Priest met her needs. Whenever the respondents described their perceptions of spiritual 

needs, their description centered around searching for a transcendent relationship, The 

participants gave a varied list of what they perceived as spiritual needs, These were classi fied into 

three subcategories which were labeled as: 

4.4.1.1 Self oriented spiritual needs 

A self oriented need is aiming al self acceptance, self forgiving, selfloving, and achieving peace 

with one' self. Onc participant expressed his need for love and self forgiving and acceptance in 

this way: 

"/ ,'on template on what happens to me, / meditate 0" what happens to me and 

/ accept and I have to have love for myself and acceptance, love of acceptance 

that I have 1I0t. You see that is difficult. If I sit here IIOW and meditate with you 

/ will c1ol'e my eyes. / ca" sit herefor 10hours and spelld those 10 hours just 

with myself because myself, because myselfllot selfish, myself is what [must 

love the most." 

Understanding, accepting, loving and forgiving oneselfleads to accepting, loving, and forgiving 

others, The above participant made a distinction between being selfish and selfloving as noted 

on the last two phrases as he said loving himself not necessarily being selfish, Linked to self 

acceptance and love, other participants viewed, love, faith and hope as interrelated needs as this 

participant mentioned: 

"Spiritual need will befaith, hope, and love. You kIlOW, 011 the outside world if 

there is 110 love, things are just like what they are now because if one has got 

love, God's love you wo,,'t see them doing the bad tllillgs to the next one. That 

call be avoided. So you must first have this love, love olle another, then you get 
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hope, throuch hope, love will succeed, alld thell through, love alldfaith will also 

grow. " 

The participants expressed their need for hope. They need words that would inspire hope to them 

in spite of their situation. The Priest, other people and nurses were identified as appropriate 

people in giving hope. 

"1 would like people to come to the hospital and pray, give us advice, if lIotthe 

Jlurses other people trained, you know Priests, whatever. To come ill tllld give 

us the enlightenment because sometimes with the pain we just lose hope and 

we become depressed and we want to give up because tire pai" is too intense ... 

we really need that to come and spelld time with us, boost up our ego, tell usyou 

are going to Ihle, you are going to make it and we will ellelllually start believillg 

it," 

Forgiving self and forgiving others was repeatedly mentioned by the participants in conjunction 

with approaching death. When people were in the point of nearing death and they were feeling 

guilty for whatever they thought they did that may interfere with their relationship with God, they 

started search ing for forgiveness. The need for giving and receiving forgiveness from self and 

others was expressed by the patient participant as he related the experiences he gained from 

reading the book which he says is like the Bible to him. 

"You must get that book 1 have got it Oil my side table all tire time. I 'm 1101 

religious bllt Carolyn I book is like the Bible to me 1 read it all tire time ... She 

relates that healillg of guilt, she says it is essential for forgiveness all yourself 

and forgiveness of other people. This;s not a religious forgiveness .•. you 

understand that is different, il is theforgiveness that includes the understanding 

of your will ill acts of some tiring tlrat you have done wrollg. 1t sits with you as 

guilt now you must take that guilt away" 
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4.4.].2 The people centercd spiritual needs 

Spiritua l needs were said to be people centered when the participants expressed their needs for 

establishing and/or maintaining a relationship with others. The people centered spiritual needs 

were characterized by a need to be accepted, forgiven and forgiving others, receiving and giving 

love to others. Bcing accepted, forgiven and loved by others was like a progressive step from self 

loving to others loving. The participants expressed their needs for other people in different ways. 

At times they needed just the company ofanolher for companionship and at times for counseling 

as the following participant report; 

"Other spiritual needs? ... the patielJl is dying the patient IIeeds someolle to be 

with him or her. Others do ask for a priest to come even if is II0t a priest, the 

relatives to be with him or her." 

The need to be with other people was repeatedly mentioned by the participants. One participant 

who has been in the hospital for almost three months said; 

"Just by listening to us because sometimes you feel there is so much we want 

to talk about, YOII know hel:ause it's so frustrating to be in one room and we 

lIeed people, that is why there are visiting hOllrs so that people can come and 

talk to us, bllt is too short" 

Another patient expressing his desperate need for people said; 

"J lJeed people, / lIeed people becallse / believe God took olJj1esh and His spirit 

dwells amollg liS, the spirit, if J haven't got people, / havell'l got God." 
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4.4.1.3 The God centered spiritual needs 

Often the partici pants expressed their spiritual needs as needs for establishing and maintaining a 

relationship wi th God or the supernatu ra l being. The central focus of seeking this relationship is 

to affinn that God is still with the person and that God will accept, forgive and love the person 

unconditionally. Again, a need for forgiveness was greatly expressed during the tenninal phase 

of life as th is nurse participant said; 

"They ask for forgiveness from whoe,'er they pr"y to they ask for forgiveness 

especially ill their {lying stage:,', most pllfiellts ill their dying stages, if they have 

done wrong throughout their lives or they f eel they have done wrollg, they want 

to rectify that spirilllally by asking for forgiveness and praying more often 

toward the end may be if they are in the terminal stage." 

Linked to forgiveness were the concepts of confession and repentance. The partic ipants reported 

a need to admit tha! they had done wrong and also turn away from their wrong by repentance. One 

part icipant defines confession as: "A need 10 talk about one 's mistakes" Sometimes part icipan ts 

confessed to other people who would then help them work through their problem by 

communicating to God. 

u ••. sometimes people talk of confession, confession can also be telling whoever 

you are telling about your wrongs and asking that person to Jrelp you to pray 

together. Some do it ill all opell prayer to ask for forgiveness" 

4.4.2 Expressing spiritual needs 

Expressing spiritual needs refer to the way the participants showed that they had a spiritual need. 

There were many ways of expressing spiritual needs reported by the participants. The main and 

the commonly utilized method of expressing spiritual needs was through communication with 

God as understood by the person. Participants communicated their spiritual needs through prayer, 

meditation, reading the Bible or other spiritual literature, worship services, religious affiliations, 

participating in some spiritual rituals like the holy communion serv ices. Communicating with 
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God/Supernatural Being through prayer was one of the frequently mentioned means of expressing 

one's spiri tual needs. 

"But sometimesyoufilld a patient who during that short period will ask a nurse 

"please pray with me" alld during that short period of time. If the lIurse knows 

how to pray, thell the nurse prays with the patient. 

One participant mentioned that even the patient who does not know God wi ll ask for prayer: 

"Ellen a person who (Ioes IIOt kllow God he will say please pray for me." Prayer was noted as 

a way of communicating onc's spiri tual needs to God/Supernatural Being as to a friend. When 

patients were in their terminal stages as noted in the above quotation, they prayed more often. 

Linked to prayer was the concept of meditation. Meditation was defined as a quiet time the person 

needs to think and contemplate upon hislher relationships with self, others and God or whoever 

is considered the supernatural being as this participant mentioned: 

"You know when you are quiet you can thillk abollt somethillg nicely, you call 

meditate if you walllto ... You call meditate 011 a certaill god and you know they 

are going to help you, and you can f eel it in your life, you can feel it and you 

carry" 

Another aspect of medi tation that was mentioned by onc participant was in connection with hi s 

need for inner peace and self forgiveness as he contempl ates on what happened to himself. 

"/ contemplate 011 what happells to me, 1 meditate all wllat happens to me and 

/ accept and I IImle to have love for myself and acceptance, love of acceptance 

that IlwlIe II0t. You see that is difficult, if 1 sit here II0W alld meditate with you 

J will close my eyes. J can sit here for J 0 hours and !Jpend those J 0 hours just 

with myself because myself, because myself IIot selfish, myself is what I must 

love the most. " 

As the part icipants stated their communication to God through prayer and meditation, they also 

expressed the need by reading their Bibles. 
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'11[1 sit here now ami meditate wilh YOII I will close my eyes. I Clm sit here for 

10 hours and !tpend those 10 hOllrsjust with myself because myself, becallse 

myselfllot selfish, myself is what J must {ove the most." 

Sometimes they read other books or magazines which facilita ted their communication with God 

or gods as one respondent mentioned: "I just WlIIft to keep qlliet,jllst read my paper, just go over 

it lI"till sleep Oller it. " 

Other part icipants read their Bibles: "Sometimes I read my Bible, at times I go to church and 

I pray at times after doing all tllat I find that lily problem is solved. " 

From observation the researcher noted Bibles on the side bed lockers or the participants. Other 

books noted were books of the special gods and goddess for spec ific problems as this participant 

explained. Linked to prayer, med itation and scripture the respondents reported that they expressed 

their spiritual needs through certain spiritual ritua ls, e.g.) the communion services, sometimes 

called the last holy communion for the terminally ill. 

"I think the significance of :,pirilllufity like there are these patients like the 

Roman Catholic: patients, those patients when they ure terminal ill they really 

need their priest/or thillgs like holy commllllioll, the last holy communioll." 

Other participants mentioned that they would use a nower or anything that is natural as they 

prayed or meditated upon God. 

"Just a flower just all ordinary flower or something YOII see what 1 mean, the 

nearest and the cheapest YOII can IIse a flower for anything, God is ;11 

everything. Whe" YOII pray jllst think of a certain saint ... yolI can see t/rat tlris 

flower ;s nice and YOII can say ill your mind oh, I love yOIl but you are IIot /rere 

now you 'lfe UJVily now you must try to help me to do th;sJYou see what I meall." 
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There wcrc diverse ways ofcxprcssing spi ritua l needs. The diversity notcd was associated wi th 

the participant 's religion as onc participant mcntioned: 

"Spirituallleeds o/the patient, it c:all be ",akl'llg sure that YOll filJd a particular 

religioll , if they are Methodist, the" YOIl filJd ll1etlwdist milli~·ter, ilthey are 

Catholic, thell YOll find catholic: minister, If they are Hindll , then YOII go get a 

Hindu prie~·t, if,hat's what they need." 

Along wi th expressing spiritualnceds in various way was the concept of worship. Worship is a 

re ligious expression of a spiritual need as one respondent reported: 

"/ thillk religion is cellfered aroulld worshipillg some superior being. Whatever 

you worship. Th e basic: thillg is that everybody believes that there is some 

superior being. J go to church, / pray and worship alld do everything, even 

when J am at home be/ore I sleep, / pray." 

4.5 Spiritual care in nursing 

4.5.1 Definitions of Spiritual Care 

Spiritual care in nursing was defi ned in various ways which were related to the definition o f 

spirituality. Most participant viewed spiritual care as an aspect of nursing care that is integrated 

in total patient care . As spiritualit y was defined as a personal quest for a transcending relationship 

and as an inseparable part of the total being, spiritual care was also defined as part of total patient 

care that is aiming at assisting a person in establishing and/or maintaining a unique and a dynamic 

relationship with God as understood by the person and with other human beings. This type of 

nursing care cannot be separated from other aspects of care as this participant stated; 

"Spiritual care is caring/or the patient in totality, in the sense that you care/or 

the patient physically, emotionally, psychologically ... so I can say is the whole 0/ 
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the patieltl or all individual because you are "ursillg the patiellt as a whole. J 

ca" say that" 

Another participant frolll a diffe rent sett ing also defined spiritual care in the same way as defined 

by the previous participant as she said; 

"]" hospice we are always told about spirituality, which th ere are several 

differem parts of a person wltich is physil.:al part, the em otiollal part, their sodal 

part and tlt eir spiritual part. So there are four a!'.pe(:ts that we care for ill 

hospice" 

Spiritual care was also defined as an integrated whole that is unique to each person as this 

participant said; "It 's recognizing the individuality of each person, rhat 's is what is it" Another 

participant gave more emphasis on the individuali ty of each person as she sa id; 

"Spiritual care i.\·looking after the per!'.'oll 's mind, body and soul ... YOII approadl 

each p ersoll , each patieltl differently and you trelll 'hem all differemly. you 

dOll 't treat them like bodies in the bed all the same. 

Other aspects of spiritual care ment ioned were those associated wi th fa ith, hope, belief, love and 

ubuntu. Spiritual care was specifically noted as an expression of unconditional love and concern 

for other human beings and acceptance of a patient as a unique valuable person as this respondent 

stated; 

"Spiritual care, is 10 care you kllOW, is loving a person and carillg for a person 

Ilol only physically, but encouragillg the person 10 see his/her mistakes alld 

accept God when he or she is ill the hospital eve" after IIO::,pilalizalioll when the 

person is well " 

Another participant also put an emphasis on love that if a person claims to be providing spiritual 

care without love, that is empty care. Complete spiritual caring should include love. 
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"It's 100le, caring supporthlelles:i alld physically alld melltally caring that's 

nursing the ~l}iriwality. It's love alld it 's fJ3)1chological, it includes eperytlrillg, 

hut 100le must he there, hel:ause l[yOU lea lie everything if you do everything and 

you call it spirituality without love that is empty. 

The concept of love goes hand in hand with the concept of"ubuntu" as some participants said, 

<lSpirilllal care is ubulltu, respecting alld accepting a person as she is" Linked to the concepts 

oftotaJity is the consideration ofa person's religious beliefs. Some participants defined spiritual 

care as a way of considering the patient 's beliefs. 

"Spiritual care is the way of treating a person aC"ordilJg to the belief may be 

some patient believes ill praying at allY time if the patient wants to do so, so J 

think that this spiritual care is regarding to that we must allow tltem to do 

whatever if the patiellt request to verbalize religious beliefs. 

Sometimcs spiritual care was defined as giving hope to the person who has lost hopc and to 

nurture faith and trust as the foll owing respondent said; 

"Spiritual care i~' the care that is given 10 one who ha~' already lost hope ... alld 

to strengthen those who already have faith JJ 

Spiritual care is therefore aiming at assisting a person in establishing and/or, maintaining a 

dynamic relationship with God as understood by the person and with others. Any nursing action 

that would help the patient to achieve the above aim was then considered spiritual care. 

4.5.2 Principles of Spiritual Care 

Participants repeatedly mentioned some guidelines which they thought were essential in providing 

spiritual care. These guidelines explained how nurses should provide spiritual care. Both nurses 

and patients participants contributed in different words and statements in describing these 

guidelines. The statements were thus combined to form five (5) interrelated principles. 
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The first principle stated that, spiritual care should be patient centered. Patient centered spiritual 

care means that , the care must be pa tient focu sed and it must consider the uniqueness of each 

person.1t should be based on the needs of each person as an individual. Participants repeatedly 

referred to the patient centered spiritual care as Ihis participant said; 

"[ IIal l e some cases wllen tile jJatient is dying and lie says, I IIave never been in 

the beach in my life, I would love to go to the beach. ltr here they (Ire sellf to go 

to til e beach. Thillgs which YOII thillk are impossible they make the dreams come 

true beJore the dyillg day. 

The above example of patient centered care g ives a gu ideline that in caring for the patient 

spiritually, the nurse need not necessarily open the Bible or pray for the patient, even though these 

are important aspects of spiritual care, the nurses may also fulfi l! the spiritua l needs ofa patient 

by taking the patient out. One patient who had been in the same ward for more than two months 

said, "Nurses must take us out, I have been ill Ihis ward Jor more thall two mOllths, we need 

to be just taken out." Taking a patient out may sound too simple and insignificant to someone 

who is up and about, but to a patient who is confined to bed this is very important and may be 

meeting his or her spirituality. 

The second principle states that spiritual care shou ld be built on a trusting relationship between 

a nurse and a patient. The nurse and the patient were perceived to be needing a trusting 

relationship for effec tive spiritua l care. A trusting relationship is not developed in one encounter 

with the person. It takes time. So from the first meeting with the patient, a trusting re lationship 

must be started. 1t may take days, weeks and even months for some patients to learn to trust 

strangers. As each patient is un ique) and each nurse is unique, so are their skill s in developing a 

trusting relationship. The respondent below gave the following suggestions on developing a 

trusting relationship . 

.. You must stay with the perSOlJ, talk to the person umil that personlealls to trust you"Another 

participant said; There must be a close relationship between you and a patient so that you call 

be able to talk about spiritual thillgs. 
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Thc third principle said, spirituality care should be driven by compassion for human needs. 

Compassion was explained in different words such as sympathy, empathy, sensitivity to human 

pain and ubuntu. Al l thcse concepts were used to describe the principl e of compassion that should 

guide nurses in providing spiritual care. Compassion incorporates all the above~mentioned 

concepts. To be compassionate refe rs to a state of complete emersion in suffering with another 

person in an effort to alleviate human pain and suffering as the fo llowing respondent said ; 

"Be with the patient imlolve yourse/f. feel her pains, feel her pains " Another participant 

expressed the need for sympathy as a way of demonstrating that the person cares as she said; "You 

call express it by giving !Jympathy to a person who needs sympathy or by advising the person 

who is in need of advice. " 

Compassion also includes being sensitive to another person 's needs. So nurses need to be 

sensitive to patient 's needs if they are to provide effective spiritual eare as this participant 

reported; <1/ think the IIurses !J'hould be sensitive to the spiritual needs of the patient". 

Compassion goes beyond just being sensitive, but to being actively involved in helping the other 

person as thi s participant sa id ; "By doing good things to others / thi"k and by being kind to 

other" 

The fourth princ iple closely linked to compassion is that spiritual care should be based upon 

uncondit iona l love for individual patient. Uncondi tional love is what is known as the Agape love 

in the Christian tradition which means God's love to the people. Thi s refers to loving the 

unlovable. The unconditional love comes from the value a nurse has for his or her patients, not 

because of what the patient has done but because the patient is a human being worthy of being 

loved and cared for unconditionally. One patient participant describing his perspective about 

nurses' love said; 

"A nurse is like a light on the table. His or her brightness cannot be hidden, 

love for people love for people shines wherever she or he is" 

Another participant said 
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"We stilllleed the Florellce Nightillgales, we stilllleed people who are like Ihal, 

who love in spile of." 

The fifth principle is what was termed part icipatory spiritual ca ring. This means that, the spiri tual 

care should be a communal activ ity, not just a nurse and a patient, but a nurse, a patient and the 

s ignificant others including the church members. One participant repolted the role played by the 

patient's church members in nurturing hope and faith as she said; 

"Her members wherever she goes to the church they IIsually come for her just 

to comfort her to give her payers so that she call feel betler, make her 110110 lose 

hope" 

Another participant mentioned that we need to include the patient as well she said; "So I say it is 

righ t to include our patients and make them feel free when they are in the hospital" 

The family was perceived to be very effective in spiritual care because they have been with the 

patient for a long time they may assist the nurse in helping the patient spiritually as this participant 

sa id; 

"What you have to pllt ill milld is dOIl 't mi!Jjudge what the family is saying, 

because they have been with the person for years alld we are ollly here with him 

for two hours, three days or week. .. " 

Another participant pointed out that spiritual care should be everybody's responsibility. That 

includes the patient, the nurse and all those s ignificant to the patient as he said; 

"No, all of w,' you see, all of us should be responsible for spiritual care, that is 

nurses alld patients, everybody, you kllow," 

88 



4.5.3 Factors prrc('iYed to influellce spiritual care in lIursilll: 

Informants mentioned certa in fac tors which were innucntial in determining the what, when, why, 

where, who, and the how of spiritual care. These factors came from both patients and nurses 

participants. There were factors related to the patients and the nurses' religious beliefs, cultural 

diversity, patients' ability to express the spiritual needs, the experience ofa nurse in recognizing 

patients' spiritual needs, and the nurse's compassion for patient needs. 

The first faclOr was related to the religious beliefs. Sometimes participants mentioned that the 

patients, nurses and the family do not always share the same religious beliefs. This nurse 

participant expressed that to her spiritual eare is a real challenge because of diversity in religious 

beliefs as she said; 

nIt IS a tough ground it covers a lot, it covers a lot because there is the patient 

herself and there are relatives alld there is the nurse ",ho is nursing them. We 

all have three differell1 spiritual beliefs. Ifyoll take the patient, the relative and 

the nurse three, I might have my olVn religious background with my own 

~pirituality" 

The second factor which was also linked to diversity of religious beliefs was the diversity of 

culture that nurses have to work with when providing spi ritual care. Nurses found a real challenge 

when dealing with patients and their families regarding cultural practices. The cultures that were 

repeatedly mentioned as a challenge were the traditional African ancestor worship whereby 

relatives of the person who died some years ago came to the hospital ward where that person was 

admitted to take his or her spirit home. This nurse participant reported; 

III have seen Zulu people coming to the wards a year later or a molllh later in 

the same room where the patient died, they come and take his spirit, so 

spiritually is their belie/it's not his belief, it's spiritually us believing who are 

doing that". 

Traditionally, the dead person is supposed to be brought back home after one year, but at times 

the relatives would not have the money for the ritua ls that have to be done for that occasion, this 

practice would be postponed for years when there would be enough money to feed all those who 
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will attend the services. One nurse partici pant re lated how she dealt with a man who came to the 

ward to collect the spirit of his father who died in 1948. The nurses did not know how to handle 

that because the phys ical structure of the hospital had changed they did not know where was a 

malc ward then. She related her story thi s way; 

"There was a jJatiellf in t"is "O!)piflll who died in 1948, so it was ollly last year 

when his SOil who was a baby at that time came lIlId said, there is a demalld that 

we Ileed to do this for my father (we Ileed 10 make a feast and take him home). n 

We e:tplailled 10 him that the structure of the ho~pitul has changed, but we will 

take you 10 the ward where it was then, so they we1l1 there with their brallch, 

they put it dowll lIlld they talked they said "Mister so alld so we are 1l0W takillg 

you home to the family" They believe ill that so it worked. ithink some people 

believe a lot Oil the dead" 

So, the above scenario shows the challenge facing nurses regarding religious beliefs and cultural 

beliefs. Other cultural beliefs mentioned were those associated with Indian practices as this nurse 

said ; 

I/Jlldiall patients they keep the poster or a pictureframe ofSayi baba sometimes 

they have a bowl offruit. It must be kept ellell ifwe complain that there areflies, 

.. they wallt to keep the fruit there for x amoull1 of days because they have 

prayed 011 the fruit, then it needs to stay all the locker and all that. 

Ullfortullately it causes fruit flies but we are to leave thefruit" 

Nurses deal with diversity of cultures particu larly in a South African context where there is so 

much diversity. The following participant reported her experience with cultural diversity in her 

nursing practice, 

"There are Hilldus, there are Musli",~· there are people like Jehovah ' Witnesses 

who don't want blood transfusion. We respect them, so ifshe doesn't want that 

she doesn't want. So every culture we respect. 
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Those who worked in obstetric units also reported their encounter with women in labor as this 

participant said ; 

"Others they have these strings, the red (md green strings tied around their 

wai~·'s. Those strings for them they sen'e as Shirodkar stitch, you know when 

these plltielllS have miscarrillges, so these plltielllS believe that if they have these 

strings aroulld 'heir wlIists they will never have miscarriages and they dOIl't 

because it's what they believe ill. But now the problems come whell they are to 

deliver. At times time when they have to deliver if they dOIl't remove those 

because sometimes ""hell 'hey are iulabor they fo,.get about the strings and they 

get obstructed labor" 

The researcher asked if the nurse participant believed that the st ring around the waist could in any 

way obstruct laboL The participant said she did not believe but because the woman in Jabor 

believed, then it happened as she continued with her explanation; 

"If they dOll 't remove them, the baby doesll't "ome we end up having delayed 

second stage, poor progress, bill if the patient remembers because we nurses we 

are now used to this ifwe remove that the baby pops out immediately" 

The third factor that was perceived to influence the provision of spiritual care was the patient's 

ability to express the spiritual needs and the nurse's experience in identifying patient's spiritual 

needs. Somc paticnts were able to express their needs with ease while other patients were said to 

be shy. "You know some people are very shy tlrey (lOll 't want to join you, you kllow about this 

class thing. " 

Though spirituality was not always linked to religion, when it came to spiritual care, religion 

played an important role because spirituality is often expressed through religion and there are 

many religions in South Africa as this participant reported; 

"Even the nurses have got their own religion, and because we leave here in 

South Africa there are so many differeut religions" 

91 



From the discussions above it was then apparent that nurses needed to be aware of different 

rel igious and cultural practices to be able to recognize the expressions of spirituality on patients. 

The nurses' experience with patients helped them to identify patient's spiritual needs. Junior 

nurses were reported to be lacking expertise in recognizing spiritual needs as this participant 

reported; 

uSometimes it's difficult, because some junior Ilurses do 1I0t know whether the 

patiel1l is struggling (",d they say this patient is restless a"d confused, but you 

as all experienced Ilurse YOll call tell that this patiellt is ill IIeed of a prayer. 

The recogni tion of the patient 's spiritual needs and the attention given to the spiritual needs 

grea tly depended on the ex perti se of a nurse. The reli gious beliefs, the cultural diversity, the 

patient 's abi lity 10 express the spiri tual need and the nurses abi li ty to recognize the spiritual need 

were all important factors in the provision of spiritual care. In spite of all the factors mentioned 

above which influenced the provision of spiritual care, participants still perceived a vital ro le 

which nurses played in providing spiritual care to both patients and their families. 

4.5.4 The Nurses ' Role in Spiritual Care 

It would seem that nurses played five major roles in providing spiritual care to both patients and 

their families. These roles were labeled as accompanying, helping, presencing, valuing and the 

intercessory roles. Each role will be briefly described in the following few pages. 

4. 5.4.1 The accompanying role of a nurse 

The accompanying role ofa nurse refers to the nurses' ability to identify the patient 's spiritual 

needs and to walk with the patient wherever the patient leads. The nurse therefore will assess the 

patient's readiness for company and then takes the patient from where the patient is to where the 

patient is going. When accompanying the patient, the nurse would not walk with the patient faster 

than he or she could follow. The accompanying role ofa nurse includes accompanying the patient 

on the rough road of illness and death, assessing the patient 's readiness to be guided, 
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communicating the progress of the journey to the patient and family, coaching about the illness 

whenever is necessary, facilitat ing and supporting the pat ient and the family at large. 

Sometimes nurse participants mentioned that they wou ld wa lk with the person wherever the 

person led. Both patients and nurses respondents expressed the need for accompanying the sick 

person in his or her spiritllal journey. The journey was perceived to be from birth to death as one 

participant felt that since most people are born in the hands of nurses and often, they die in the 

hands of nurses as thi s nurses participant stated: 

"They "ome through the nurses whellthey are born, and they leave the earth in 

the hands of nurses when they die. So nurses should have something to 

contribute toward the spirituallleeds of the patielJl" 

The accompanying pan of the nurse involves walking with the patient from life to death and from 

death to life after dea th. Most participants believed that death is not necessarily the end of the 

person, they believed that there is life afte r death as thi s participant mentioned; 

"So our role is to help them on thelr journey from life into the other world to 

facilitate the journey to make it as easy as possible ... and to help them die 

peacefully because as they are dying they are go;ng ;nto a tunnel that's what I 

believe. They believe they are going hrto another world wejllst help them along 

the way" 

Facing the end of life was perceived as the most difficultjoumey to walk as the person may be 

scared that is why they need company particularity when they feel condemned because of the 

stigma attached illnesses such as HIV/AIDS . Most participants expressed theirconcem about this 

category of patients because they are often rejected at times they arc even rejected by their loved 

ones. One participant expressed her concern when she said; "A lot of people reject them. So, you 

have got to walk down that road w;th them, keep their dignity" 

The nurse needs to walk with the patient wherever the patient leads as this nurse participant said; 

lilt is vel)' important to consider where the patient is and to take the patienl from there and 10 
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walk with them, alld walk where he leads not where you lead as a nurse" The journey is not 

only for the patient, but, even the family members are in necd of company as they also walk wi th 

the patient as this participant said; 

"sometimes il call take 2-3 weeks, alld you ha.!egot to pick up where thefamily 

is, where the patient is alld you have got to stay there, alld try to grow with them, 

whiche.'er way they grow" 

One participant expressed that the nurse walks quietly with the patient. 

"Talking to them without them knowing and getting to know that person alld 

youjiJld if they are afmid of dying or they are afraid of something, you try and 

encourage them every day. It's a hugejourlley for the two of us" 

As the nurse walks wit h the patient , shc or he assesses the patient and the family at the same time. 

4.5.4.2 Assessing patient's spiritual needs 

Assessment is the first phase in any nurse/patient interaction. It involves the deliberate systematic 

collection of data to detennine the patient' s current spiritual status and to evaluate the past and 

present coping patterns. The nurse may need to record both objective and subjective data about 

the patient's spi ritual condit ion. When assessing the patient for spiritual need identification, the 

nurse should be alert to identi fy the expressions of spirituality as mentioned earlier in the chapter. 

The nurse partic ipants mentioned several methods they use to assess for spiritual needs. These 

included interviews. Observations and collaboration with colleagues, family and religious leaders. 

One respondent put an emphasis on assessment as she said; 

"Oh! As we say there is allxiety, there is fear of unknown, and there is maybe 

10llelilless as well alld the family may 1I0t be coping and they are scared alld as 

a nurse you can evaluate alld see ok, what can I do? ... You go out there and 

assess, do your nursing assessment alld see what can J do" 
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Nursing assessment of a patient was also mentioned to be including history taking, detemlining 

the paticnt 's religious beliefs so that the patient may be assisted appropriate ly as this participant 

said; 

"J must mikfirst whal he believe:, olllhen / c(mfi"d a way a/helping Ihal person spirillwlly" 

Spiritual assessment was also identified by the partic ipants as part of the initial assessment of the 

patient. " H'ell during 011,. illlenliew o/Ihe pfllielll we always ask the patient about thelr religiolls 

belief:·/' Another nurse participant expressed that assessing a patient for spiritual needs makes it 

easier to care for the paticnt. Some patients may be sharing the same belief as the nurse , and the 

nursc may be familiar with some religious practices of that particular patient, if that has been 

identified during assessment , then spiritual care will be much easier. Trthe patient presents with 

problems the nurse cannot cope with because of differences in belief, then the nurse appropriately 

refers the patient as this nurse stated; 

"1 must find out if he or she does 1101 have the same belle/ J have gal 1 musl find 

0111 who is the person that call cOllie and help her, because 1 can give her what 

J belleve ill at that stage, bllt if she does 1101 walll Ihat, she wants what she 

belie)'es ill, / IIIl1st be sensitive to the palient's needs alld help her find whalever 

she belie,'es ill and help her according to Ihat, rather Ihan trying to help her 

when 1 dOIl 't e,len know" 

Another nurse participant mentioned that in addition to patient spiritual assessment the nurse 

should also assess the family coping pattern, the financial position of the patient, the funeral plans 

and the unfinished businesses as stated below' 

"It is imporlant for you to assess how heallhy is the /amily relationship, or is 

thls palienl alone and also assess the jinulIl:ial situation and whether there,'s a 

/uneral benefit, may be that is what is bothering them. Find out before they get 

very, very UI" 

]n order to perform an effective spiritual assessment, a nurse should be able to communicate well 

with both the patient and the family. Effective communication was perceived as an essential 
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clement of building a trusting relationship and a tool for assessment as this respondent said; uYOII 

do lIot {[lIichly filld 0111 the problem of a person. YOII I1II1St stay with the person, talk to the 

person untillhat person lelllls to trust you" 

The communicating role ofa nurse involves the nurses' abi lity 10 use both verbal and none verbal 

communication skills. The nurse talks to the patient and to the famil y and also the nurse li stens 

to what the patient and family say. Active listening is an important skill in communication and 

in spiritual assessment. As the nurse accompanies a patient she or he communicates with both 

the patient and the family as this nurse states; 

/ISo whatel/er it is tell them what is goillg 011, because you are goillg to tell them 

that their mother is fine and one second later she dies, so whatever happens 

here tell them fhe 'rllth, be honest, be very honest abolll what is going 011 alld 

illllolve lite family fmm step one 10 step C" 

Not only does a nurse talk to the patient and the family. he or she also listens to what they are 

telling him or her. Not only does she or he listens but li stens with sensitivity and listens between 

the lines as this participant said ; "my role was jWil to listell alld I think that is the way to help 

a"yone spiritually Ollr role is just to listell and 10 listell with sensitivity and listen between the 

lilies" Another nurse said; 

"So the role really tltere for liS as Ilurses is to listell and to understand tlte 

existence and the mealling of that particlllar power for that person. n 

The fear of a new hospi tal environment coupled with fear of the approaching death was often 

mentioned as one reason for the nurse to stay and communicate with both the patient and the 

family. 

"And these patients being in the hospital is a new environment tlrey are 1I0t used 

to, so is the IIun;es that must bring them nearer to that by coming ilJ comact 

with tlrem, talki"g, listelJing to their lIeeds, answeri"g to questions." 
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Linked to accompanying the patient and the family in their spiritual journey was the role of 

facilitating spiritual growth and development. The nurse was perceived by the respondents as the 

spi ritual facilitator. 

4.5.4.3 The facilitating role of a nurse 

Faci litating role refers to the nurses' ability to assist the patient and fami Iy in achieving what they 

want to achieve spiritua lly. For example if the patient, or the family would like to pray or read 

some encouraging words from the Bible or whichever book they prefer, the nurse should be there 

to help them to provide what they need as this participant said. 

"So ill a nlllshell, the IlUnieS when they care for the ~pirilllality they ollly act as 

facilirators to make sure that patiellls are provided with what tlrey believe b," 

AIlother participant said,. "It is facilitating the patient's spiritllal beliefs. Eve" 

tire mllferial we give to patiellls to read and find comfort and solace and all that 

is to facilitate tlreir beliefs" Another participant sa id~ uWe assist tlrem ill 

whatever they believe spiritually (md Hie allow them to pray if they wallt to pray, 

we offer them books 10 read like Bibles spiritual magazine" 

4.5.4.4 The mcntoring function 

The mentoring function of a nurse refers to the teaching and learning transaction that go on 

between the nurse and the patient as they interact in the spiritual caring process. Patients often 

direct their questions about God and His involvement in their pain and suffering to nurses. For 

example, they would ask a nurse , "Do you think I am going to make it?", "Do you think God still 

loves me?" "Why do J have to die now and leave my newborn baby?" ete? Nurses often have 

to respond to such questions and these questions do not come during a fennal educational session, 

they come at random demanding a response. That is why this subcategory is labeled "the 

mentoring role". Participants expressed theirinvelvement in spiritua l education in different ways. 

This participant reported how she would initiate a conversation on spiritual issues with patients; 
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"J would (ISk questiolls like, do JOu believe ill God? Do )'OU believe that God 

exists? JiVhat do you think is the ('ause of all the sufferillg alld death that ;s 

present? Do you believe that GOII has brought all this to zu'? IPhat do you think? 

The above participant lI sed open and closed ended questions to lead a patient to an open 

discussion. Her questions were also assessing the patient's beliefs about the cause of pain and 

suffering at the same time detcrmining the patient's interpretation of his or her illness. 

The same participant further stated that spi ritual education is a responsibility ofa nurse not only 

when a nurse is al work but even outside the work ing place. 

"Like I have said, if all of liS lIotlle{:essarily ill our work, because we interact, 

we need 10 edrn'ate people to be "onsdous of spirilllal care needs" 

Spiritual education was also stated to be part of family teaching especially in guiding the young 

gencration toward the soc ially accepted moral behavior One participant expressed how she taught 

moral va lues to her children. 

"In fact, we actually use topics like, do you think there is something that God 

if He had the power 10 operme immediately Oil that. If God was present 

goverlling us will He allow the wicke(/lJess to carry on? lYe get key questions to 

ask them for e.xample, what do you think about smoking. a!t:ohol, drug abuse, 

even peer pressure, abuse of language? What do you think about slallg? Is it 

something that reflects 011 the personality ... because we know that by doing the 

wrong we are going to receive punishment. So we cannot cOlltillually put the 

blame all Small, because we have prillciples and guidatlce set from the Bible, 

) 10U know it ill your heart, your mi"d, and the soul and you are governed by it" 

At times the need for coaching was identified when there was a con nict between what the patient 

believed was the cause of illness and what nurses perceived as the cause of illness as this nurse 

participant said; 
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"You call ', force ,"em to c"allge ,"eir belief, bu' you call give 'hem 

illforllUltioll, (1(:1t1ully looAing llf ,helr p"y~10Iogy you must educate them about 

their illness the actual physiology of their illness. What is actually happening 

in their bodies, because they tend to brillg superstitious beliefs as wel/. They will 

tell YOIl J am sick beL'uuse some body did this to me. So you need to 'ell them 

wltat is uctually happening ill their botliesfor example your blood is low and 

you lIeed lIlay be blood tram/usioll" 

Onc nurse participant re lated what she would say when coaching the patient to trusting God; 

HAs a "urse I will tell 'he persoll that 'he doctor's treatment 'hat you have is 

ollly this world, theformdatioll Of it aI/ is in God. Even tlte power I have to talk 

to you is GOll's will. So your trust IIIUSt be ilt God who created you. 

Linked to coaching was the person's need for support, The participants perceived a need for 

support from the power higher than themselves, "Spiritual care is where tlte per~'oll needl' 

support from 'hat power she or Ite believes ;11 that is governi"g him or her". When participants 

wcre faced with difficult s ituations, they expressed a need for someone to give them emotional 

support, When they were ext remely depressed, they needed someone to share their burdens wi th 

as stated in the example below; 

"rhell you take another extreme case like the patient who is absolutely reserved 

alld might have emotional pai" a"d they are always allxious, they panic, it 's 

became they are not getting moral support. The moral support could also 

illclude the minister the spiritual minister, it does not necesl"arily have to be the 

palie", 's minister from home. you see sometimes that aspect call be left out, alld 

also call illclude an impOrlllll1 frielld, it does 1I0t have to be part of the family, 

alJ importam friend that has got a ~1}ecial relfltionship with the individual may 

be that support is not coming through" 

99 



The nurse was not perceived as the only person in giving suppon, there were other people like 

the spouse or a family member or other spiritual leaders who were perceived as the supporters of 

the patient. 

"the IIwi" ('are giver, for example if the wife is being admitted alld the husband 

h; there reatlily slIpportive, like ill 'his Cllse the husband was the maill care giver 

righ, ,here allil one daughter they have is lem'illg ill Cape TowlI but the tHlO sons 

also arrivell 1" the Slime time with their wives and thall kllow "ow this is a well 

cared for pillieut he is 1I0t neglected a"d Ihe pmieut is 1101 going 10 Iwve all 

illller crying, ... we assess quickly,o be able 10 peak illlp while Ihefamily is Ihere 

and YOIl converse wilh Ihe family we do 1I0t ollly lake the patient ill10 

conversatioll" 

The nurse was perceived 10 be giving support by loving, caring and at times by j ust being there 

with the patient as thi s participant said; 

"so ),011 call see Ihal the patiem needs )'0111' sllpporl, . .she call aC('epl and 

spiritually YOll musl be there to support her by loving and carillg by illspiring 

Irusl and support whell the people need that supporl" 

4.5.5 The Helpine Role of a Nurse 

The helping role ofa nurse refers to the assistance the nurse is expected to give to the patient and 

to the family. Patients and families look to nurses for different kinds of help, Somctimes nurses 

themselves perceived their role as helpers or as a spiritual ministry. The nurses felt that they have 

an obligation to help in all aspects of life including spiritual and re ligious aspects as this 

participant said; Hmake Sure tllat spiritually and religiously, ifllley need 10 have religious help 

you would do tllat." 

One nurse participant mentioned that one reason that patients look to nurses is because they are 

scared, they feel helpless and powcrless. They took to nurses for help in their fears as they travel 

the rough death road. 
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")lOll (10 that to assist the patielll, , .. you ha)!e to prep(lre the patient because they 

are scared, they are going to leave the ftullily behind with nothing, so may be 

!Jpiritllally i!J' being troubled, what am I going to do what is my family going 10 

(ID?" 

One patient participant described the role ofa nurse in helping the patient as like that ofa servant 

as he said; 

"The role ofuurses wilh regards 10 spirituality is to be a !J·ervalll ... if you are a 

servant you call do allY thing. E)!ell if you are to sweep thefloors ill God's house, 

) IOU tIre !J·till (l !J·eY)/(lllt. That is what 1 believe ill. " 

Even though the nurse may perceive his or her role as a helping role, the patient or whoever is to 

receive help must also accept that he or she has a problem and that the nurse can work with him 

or her through that problem as this participant puts it ; 

"Spiritually, the person l1Iust accept that there is a problem, when she has 

accepted, thell 1 ('all filld people who call help the person spiritually who knows 

beller about God. There are these people called spiritual healers. Then, J call 

find them to give help." 

Sometimes the participants referred to their helping role as either active or passive as they 

mentioned that sometimes they provide the patient with literature that wi ll uplift them spiritually. 

and at times they were actively involved by reading the scripture to the patients. Whichever help 

the patient needed, the nurse was always perceived as the source oflhat help. The nurse would 

assess the patient's readiness to receive help and then help the patient appropriately. The 

following nurse participant describes the nurses' helping role this way; 

"We have Bibles so that if the plltielJls are for scripture we call give them or we 

can read to them because others they are old and they callnot see but they still 

need to hear about the word of God so you can just read the Bible to them. " 
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As the nurses may nOI do all the spiritual care work alone, there were times when the minister of 

religion or whoever was seen as the spi rit ual leader by the pa tien t was ca lled to give the type of 

spiritua l care needed. Even in such sinmtions nurses were readi ly avai lable to fi nd what or who 

the patient needed. This was faci li tated by a list of reI igious leaders and their telephone numbers 

whieh was kept in the unit s. 

"But we do have a list of the priests f or differeJJt denominations and their 

phone numbers where if th e lI eed arises we ('(Ill phone them to come ill and see 

the patieJJt. " 

At times the pa ti ent express the type of help they need, for example they may ask for a prayer or 

minister of rel igion. Sometimes they are so sick they cannot even ask for help, so the nurse wou ld 

be alert to recognize patients who are in need of he lp and should be ab le to provide the type of 

help nceoed as this nurse participant said; 

" 'Veil, J thillk there is a sayin)] which say!; Um ost people pass through the 

hospilllls thall ,hrough the churches" people choose to go to church, but Ihey 

don 't choose 10 get sick. So my f eeling ;s that the nurses should have an idea, 

they should kllow if the pllIieJJt says to you "please pray for me, I'm dying " A 

nurse should be able to pray with the patieJJt, whe" she goes home after doing 

that she will/eel thal she did something, she took care of the patient physically, 

and she also took care a/the spiritual part o/the palieJJt, because when the need 

arise, f or her to pray, she cOllld rise up to the occasion and pray with the patieJJt 

at that particular time." 

This nurse partic ipant cont inued to place her emphas is on the holisti c he lping ro le of a nurse by 

say1l1g; 

"So, / / eelthat we as nurses, must 1I0tjustlook at the patient as somehody that 

we are going to pump medicatiolls, the injections and tablets alld say good bye 

go home, and when the patient needs some spiritual care we cannot help the 

putient ill thut respect. Not really sayillg that the Ilurses must all be Christians, 

it would be "ice i/they were, hilt they should be able to help the patiellt, because 
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1I0W, when the pll1ielll comes to hospital, she or he entrusts us with Ihe whole 

life. " 

The nurses perceived their role as that of ass isting the patient in whatever the patient expressed 

as a need as this participant said; "We assist them ill whatever they believe spiritually and we 

allow them to pray if they want to pray. We don 't edtu:lI1e them 011 spirituality as such. " 

Other fomls of helping mentioned by the participants included acting as a comforter for the patient 

and family, encouraging and reassuring the patient and family, collaborating with other parties 

concerned and referring appropriately whenever it is necessary. Above all, the nurse was also 

perceived as the paticnt's advocate. The patient and the family often needed the nurse to play a 

defcnse for them. They may not cven be aware of their own rights to care and they may not even 

know their role. The nurse was perceived to be advocating for the patient to the health personnel. 

The nurse acted as a link between the patient and the medical physic ians, para mt:uit.:als as this 

nurse participant said; 

I11 explain the condition to the patielllll1 first, thell I e.xplain to the do(:tor that 

the patient walJlS to be discharged. U"der the circumstances we educate the 

patient about our treatmelll, but we do IIOt prevent him or her from going 

because 0/ Ms or Irer belief," 

The nurse's advocacy role was not perceived as limited tothe sick . The nurses played an advocacy 

role even after death as this nurse described her encounter with the funeral pallors. She was 

advocating for a person to be treated with dignity even after death. 

"Ok, I was actually mad one day, a/lineral parlour came to pick up a body. It 

was a black woman and/or some reasons I was made to be mad, too upset at the 

way tlrey treated her. I told tire guys look, treat Iter with dignity, she is 70 or 80 

years old, you don't even know her. For all her life sire has been treated with 

dignity and love ill her /amily alld you just come here and you just dump her 
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like that. And / said ifyolI dOll 't milld YOII are going to leave her. J said YOll are 

1I0t going to fllke her allyway. Leave her here." 

Linked to the helping role of a nurse is com forting the patient and the family. One nurse 

participant describing spiritual comfort sa id ; "Spiritual comfort meallS a patient is at peace 

emotionally. His spirituallleeds halle been met" The presence of a nurse next to the patient and 

the support she gives to the patient and the families were also aspects mentioned to be 

cont ributing to the patient's comfort as this respondent sa id ; "To be readily avaitable to make the 

patient com/onable, ghle them their dignity, hope, love, and give them all the support they 

need. " 

In their comforting role the nurses were not on ly concerned about the patient, but also the family 

members as this respondent mentioned; 

"HIe do no' only take the patient illlo conversation because sometimes HIe make 

the patient comfortable and ,hefamity members are not comfortable they can 

have an interaction into the patient hec:allse YOII have 1I0t made them 

comfortable with what is happening to them." 

Linked to comforting, advocating and helping is collaborating with other health care providers. 

The nurses sometimes help the patient by finding the appropriate person to assist the patient such 

as the social workers and the ministers of religion as the following participants report; "that is 

why we have social workers here so that they can qui('kly relate the problem we do not leave 

it for the SUII 10 go dow"." They collaborate with the ministers of religion by telephone as this 

participant also reports; 

"then we call phone the person to come in to meet that need of the patient at 

that particular time" 

In the tabor ward the helping role was facilitated in one setting by utiliz ing labor partners. The 

labor partners were described to be the person who would stay with the person during labor, 
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giving comfort and support to the laboring woman. These labor partners were perceived to be 

giving spir itual support to the person in labor. 

"Ill here each patient has a labor partner ,[possible. Most a/the time a labor 

partner is a persoll that can be able to cater for the patient's spirituulneeds. It 

will be like the mother, the husballd, so they are allowed to stay ill they will be 

able to pray with the patient. " 

Sometimes a patient may be so sick that she or he cannot be in the position to even ask for the 

minister of rc l igion. ] n such a case the nurses called a religious leader on their own discretion and 

the patients appreciated that as this respondent said; 

Ilt",yway lJurses saw the lJeed to call a Priest for me. And they did call the 

Priest I was all oxygen, everything"Another participant said; ''It's very helpful 

ill pllliell1s, if they wall1 their ow" ministers, ,[they asklor a certain ",i"ister we 

call him. You call see during the "isiting hOllrs all Saturday" 

Referral was also mentioned as part of the collaborative helping role of a nurse. Participants 

mentioned several ways of referral. Some had a list of church ministers in the ward and their 

telephone numbers to facilitate referral. Often nurses reported that they were taught to refer the 

patient to appropriate spiritual leaders."We are often 1tlllght to refer the patient to the 

appropriate spiritual leader, a preacher or a priest"There was one setting which had special 

spiritual care givers. The spiritual care providers were Sisters who were nuns. They visited the 

wards regularly and sometimes when they were called by the nurses for a part icular patient. Some 

nurse participants tended to shift their role in spiritual care to this category of health care providers 

in this sett ing as this nurse participant reported; 

"This is the part that one doesn't really get herself involved. I think one is 

always pw;hing tltis to the Catechists, because we always say you talk as much 

as you can but if we see that a person still needs more explanation then we call 

the IIUIIS." 

105 



4.5.6 Till' presencing role of a nurse 

The importance ofbcing physically present by the patient 's bedside was repeatedly mentioned by 

both nurse and patient participants. Bei ng there by the patients siek bed was perceived as an 

integral part of spiritual caring as thi s respondent described spiritual care as follows; 

"Spiritual care is meeting person at allle)lels, beillg )lery perceptive, and seeing 

that person as they are alld staying with them where tlrey are, to me that is 

spiritual care. " 

Stayi ng with the patient and bei ng very perceptive in seeing the patient as he or she is, was 

demoted as an acti ve engagement in the patient ' affairs. Being with the patient does not only refer 

to the physical presence, but to being there with the patient in totality and ac ti ve ly involved with 

the pat ient. One respondent described the nurses' act ive involvcmcnt in this way; " To be readily 

available to make the patient comfortable, give them their dignity, hope, love, and give them 

all 'he support they need" At times the nurse participants indicated that there may not have mueh 

to do to help the patient spiritually or even physically or soc ially for that matter, but just by being 

there for the patient was perceived as sufficient to comfort the patient and reassure them that there 

is someone who is willing to walk with them on their hurting road. 

Maybe spiritually, there is fJ 't much that you call do, is only giving support to 

whatever they walll, be there for the patient, be there for the patielll. 

The active presence of a nurse was repeatedly mentioned as an effective spiritual care function 

of a nurse. The foll owing nurse participant described her presencing role this way; 

"Mostly here, I am talking about here, most %ur patiellls are dying they lJeed 

you 100%, spiritually, emotionally and physically. So whatever we do, be there 

for the patient. You 'Will be surprised that a nurse can stay by the patiellt's 

bedside do nothing, just stay there do nothing. hold their halld alld just talk to 

them. 
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The above participant put an emphasis on being totally present by the patient 's bedside, not only 

being there , but also using hersel f or himself as a therapeutic instrument in the hcaling process, 

110t only physical healing, but spiritual healing as well as this participant said; 

"Youfeel it ill yourself, your cOllscious tells you, ok even ifshe does" 't say allY 

thing I thillk I should he there.} call still give medications and should be there 

with this person " 

The participants further stated that staying with the patient is not just a casual act, it must be 

organized and be purposeful and the patient should be involved. Iffor example the patient needs 

a certain nurse to be with her, one participant ment ioned that, that should be provided giving a 

rational for that as follows , 

"Ifthatpatientfeels ok, I think I need sister so and so to come allJjust sit with 

me. You (.'an 'r assign somebodJ' to go and sit with her. Do it, thosefeH' minutes 

may he the most go/den time of Iter life, do it" 

Another aspect of presencing which was mentioned in the previous sections was listenjng. 

Listening is an important tool of effective communication. When the nurse therefore sits by the 

patient'S bedside, making herselfor himself available for the patient is in a way giving the patient 

an opportunity to express his or her feelings. It was also perceived as the time to assess the 

patient's coping level with the illness or with death. The participant described this type of 

listening as sensitivity listening and at times they referred to listening between the lines. This 

describes an active [onn ofl istening. In short the presencing role of a nurse includes being readily 

available when needed by the patient or family, staying with the patient or the fam ily, being there 

with them listening to what they say and listening with sensitivity and empathy. 

4.5.7 The valuin2 role of a nurse 

The valuing role ofa nurse refers to the nurse's ability to recognize, accept, appreciate and respect 

the patient as a unique being capable of relating meaningfully to God and to other human beings 

and also able to make choices about his or her own relationships and destiny. The value of a 
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person is derived from the person's relationship with God and with other humans not from what 

the person has in terms of materia l wealth, but because of what a person is. What the person is 

worth originates fTom the person's spirituality and it is what God is worth. The participants 

repeated ly referred to value for human dignity as onc of the objec ti ves for spiritual caring. In 

other words the va lue the person has, cannot be measured by material wealth, but by his 

relationship to God/Superior being. Therefore, the value ofa person is detenn ined by the worth 

God or the Supernatura l Bei ng gives 10 the person. Some participants saw the role ofa nurse in 

spiritual caring as onc of valuing the patient or promoting the worthiness in each person. Some 

partic ipants used the concept of respect for human dign ity while others direct ly used value. This 

participant emphatica lly said; 

"Whatever ),ou do, you must )Iallle the patient's dignity, her values or his 

values. That is where spirituality lies, So spirituality is valuing somebody's 

dignity, somebody's beliefs 

Not only was the nurse perceived to be able to value the patient' s dignity, but also the nurse was 

to value the patient 's choices of relat ionships, life style beliefs and values. The person was 

perceived to be worthy of respect whether in good health or whether in bad health, or facing death 

or, already dead as this participant said; "they come to die ill diglllty, they come to be respected 

as hUIII(1II beings eve" if they are dead they are stUJ human beings" This nurse participant 

continued to say nurses ought to va lue the patient as he or she is. 

"You have to value your patielJls and resp ect them as they are. But what we 

should do we should treat everybody wlth respect, with diglllty. You dOIl't kllow 

them, you dOIl 't know what they have been through throughout their life" 

Along wi th va luing is understanding and being sensi tive to the patient's needs as this participant 

said; 

.. / must be sellsitlve to the patiellt 's needs alld help her filld whatever she 

believes ill. All ill aI/ a lIurse (:a""ot provlde :,pidtual care without 

uuderstalldl"g the patiellt. Yes, you have got to u"derstalld the patieut's 

~p"rltuallleeds 10 be able to provlde spirltua! ,'are" 
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Respecting the patient was perceived to be increas ing the patient 's sense of worth or self va lue 

which in a way would be able help the patient 10 cope with illness and death as this parti cipant 

said; 

"Re::.pecting {J person as a human being is very important, because much as she 

is iII .. but she is a humall beillg. This gives them a sense of value a"dyou boosl 

lip their morale and they say "e ,'ell though Jam inlhis difficult silllalioll, I am 

still myself, / '111 still considered a human being" 

Sometimes the nurses need to respect the patient's choices, even if they may not make sense to 

the nurse as thi s participant sta ted; "So, we need 10 re::.pecllhal although we kllow sometimes 

",hat is best for the paliellt" 

Respecting the patient was associated with increasing the patient 's ability 10 exercise control over 

hi s or her situation. This increase in the patient' s abi lity to control was labeled as "maximizing 

patient control" Maximizing pat ient control was noted when one participant reported that when 

a patient is approaching death, they allow that patient to do whatever he or she may want to do. 

This nurse participant put it this way; 

"This is why we even stay here because the paliell1 is in control and he is Ihe 

boss.Jlhe wallts Savunah dry or alarm ... utmidllight you go and get it. That's 

the ideal. ThaI's the ideal. 

The idea in allowing the patient to do what he or she wants is to increase his or her sense of value 

or self worth. The patient must experience that he or she is accepted as he or she is, not because 

of confonnity to some rules as indicated in the statement below. 

HNo, you can't say you are not allowed a champaigll. No, you do what you like, 

you smoke, drlllk,you call do whatever YOlllike lIllti/the day you die. That is the 

way if is. That is Ihe differellce betweell the hospital and the hospice. The 

hospice is different from the hospital, lire hospice recognizes you as a person. 

That is a big difference" 
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Valuing the person was sometimes linked to the concept of"ubuntu." Ubuntu has been defined 

before as referring to how a person relates to others within a group. 1t has to do with one's love, 

concern and appreciation for the other. When nurses were showing kindness to others, that was 

perceived by some participants as "ubuntu."In utilizing the principle of abend the nurse 

demonstrates compassion for another human being as she is also a human being. 

4.5.8 The intercessory role of a nurse 

An intercessory role ofa nurse refers the nurses' ability to communicate with God on behalfof 

the patient. Both the nurse participants and the patient participants expressed that nurses do 

intercede for their patients whenever they find a need for such. The participants reported that at 

times the nurses prayed for the patient even when the patient did not ask for prayer because a 

nurse saw the need to ask God to he lp the patient as this participant said; 

"Sometimes if the patient contillues going down ... yoll call pray for that 

particular patielll, even if he did 1I0t ask for a prayer, you can ask God to help 

this patient because some patients are struggling to death. 

Another nurse reported that when she observed her patient struggling wi th death and there was 

nothing she cou ld other than praying for the patient, she then prayed on behalf oflhe patient after 

which the patient died in peace. The nurse fe lt that she had done what was needed at the right time 

as she reported; 

"You kllow sometime it )Vas a terminal patielll alld J felt the only thing J could 

do )Vas to pray and when J had dmle tlrat alld the patiellt died alld that was tire 

last thing Ire heard and J feltf did tire righ/thing at tire right time 

The respondent above mentioned that the only thing she felt she could do was to pray for the 

patient and when the patient died there after, she felt she did what was right. Sometimes the 

patients asked for prayer or scripture when they could but there were times when the patient cou ld 

not say it out and the nurse had to decide for the patient. Other intercessory role which was 
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repeatedly mentioned was a role of representing the priest or religious minister in baptizing the 

dying babies in obstet ri c units. If the mother and obviously the nurse believed that the baby 

needed to be baptized before death , the nurse would ask the mother if she or he could baptize the 

baby. Apparent ly in some settings nurses have been given the right to baptize the babies before 

death as thi s participant reported; 

"Like in let's say there is a baby that has been delivered may be the baby is 

hUlling severe birth asphyxia, the baby we call see that the baby wall 't make it, 

so the IIurses to prOl!ide spiritual care, we as nurses we are allowed to baptize 

the baby, but we ask the permission from the parent the mother ifwe call baptize 

the baby, ifwe see that the baby WOII 't make it so tlte baby is sometimes baptized 

by the nurses" 

Sometimes participants mentioned that they played an intercessory ro le by inspiring hope and faith 

to patients. and patients also reported that they need someone to give them hope and faith while 

struggling with their illness or with death. This participant incl udes both nurses and physicians 

as she commen ted; 

'I/S it just aboll1 lJurses? Can 1 talk about doctors? 1 call talk about doctors. 

(Givell a go ahead). Ok, SOllle oflhe doclors Ihey jusl give up hope 011 you. They 

dOli 't ell courage you, they are not understanding as such because 1 had a doctor 

say to me. "YOIl will die" amI when 1 had that 1 became upset and J began to lose 

hope and 1 beclIIne sick, but then I realized, 1 had a lot to live for" 

The following nurse participant reports how she encourages the patients to maintain their faith and 

hope even when it is dark. 

"/ say to the patient, please have hope, God.vm never leave you alolle. If you 

have hope God wm II0t disappoint you. You must say, "God do IIotleave me 

a/one" 
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Anotherparticipant explained how she gave hope to her pat ients by communicating words ofhope 

and fa ith as she said; 

"You give a person hope by encouraging a person, tell the person to (:alm down, 

things "re like this and that, God will give YOIl what YOlllleed ifyoll ask in/aith 

alld YOII are sincere, you do 1I0t dOllbt He will give YOII. Most o/the times God 

gives YOII what you want. 

The same parti cipant goes on to say nurses should never cease giving hope to patient and she 

gives her rationale for giving hope as she explained; 

"Yes you never stop giving hope, ifa person loses hope begins to die. YOll dOll 't 

say to the patiellt your cOllditioll ;s hopeless, otherwise the pat;ellt will die 

bec(lllse o/that. YOII shollld always give hope alld tell the patiellt that he/she 

mllst hal'e hope, nel'er despair. Desp(lir/eal/s to death. Never lose hope. 

The above emphasis on giving hope does not necessarily mean that the nurses should be dishonest 

about the condition of the patient, but the emphas is is on hope in spite of the condition and hope 

that the one who the patient believes in has power over illness and power over death. 

4.6 Spiritual care outcomes 

The participants were asked to describe what they perceived to be the significance of spirituality. 

The answers given were quite informative and specific. Spirituality and spiritual care were 

perceived to be significant in coping with illness, death, child birth and child rearing and in 

accepting fatal diagnosis such as AIDS or cancer or accepting a severe physical defect of a new 

born baby. It was also reported to be significant in giving peace, hope, meaning and purpose for 

life in spite of unpleasant circumstances. Spiritual care was also perceived to be significant in 

teaching moral va lues to the children and the young adults at home. 
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These descriptions orlhe significance of spiritual care were thus labeled as "The Spiritua l Care 

outcomes". The spiritual care outcomes were then defi ned as the cnd results or the significance 

ora person'sspiritualityorperson's relationship wi th God and with others. A positive relationship 

with God as understood by the person and with others was also perceived as essential in dealing 

with issues that threaten a person's spiritual integrity. From the data it was unequivocally noted 

that, spirituality was very significant in detennining patient care outcomes as this participant 

reported; 

"/ tldnk it changes the whole perspective of how the outcome becomes you 

kIlOW, because if you give huo the patients spiritual needs thell all her needs are 

being met, even her emotional, ~piritual and the physical, so the oll1come will 

be more positive" 

It was repeatedly reported that patients who were having a meaningful relationship wi th God and 

others were able to cope with pain, suffering and even death. These patients were more accepting. 

They had inner peace, hope, meaning and purpose in life. Sometimes participants reported 

incidences when the medical doctor has said the patient would not make it , but because of God's 

intervention, the patient survived as this participant reported; 

UThe doctors had said the)' would do nothingfor her, but God did something for 

her. JYe sang and prayed that night for her and ill the very next morning she 

walked out of the hosp"tal. God healed her. The doctors had said that they 

cannot help her. Even ill the morning whentlte doctor ('ame to see her he said 

only God could have saved her. The doctors could 1I0t do anything for her but 

God could" 

Some participants reported that if the spiritual needs of patients were not met, it was difficult to 

handle such a patient as this participant reported; 

"but if the needs are 1I0t met, the patiell1 is gOlla behave differently and it 

becomes more difficult to handle the patient like that. 
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The nurse participant further reported that spirituality is also signi ficant to nurses themselves. 

"/11 my IIursing, well, without it J would 11 't be uble to nurse my patiellls and 

understand them and have the patiell ce about my job first, and also to treat 

people with dignity J would lI't have that aspect of me. ,J 

Spiri tua l care does not only benefi t patients, it also benefits nurses as the participant above also 

mentioned that , her own spirituality helps her to be understanding, patient, and also treating 

people with love and dignity. She said without spiri tuality she would not have that aspect of 

herself. 

4.6.1 Copine. as a spiritual care outcome 

Coping wi th illness, pain, su ffering, and death was cited by most part icipants as one of the most 

significant outcomes of spiritual carc. Faith was mentioned as an important factor in coping as 

this participant said, 

"My faith h; what keeps me going J hope J will never lose faith so that J call be 

strong 011 the way, because without faith there is nothing else. When 1 go 10 

church and meet with the fellow Christians and they give me counseling alld 

doing all that, J hope that J will be all right, 1 will get used to what has 

happened. " 

The above statement was given by a patient who had lost a three-year son and her husband at the 

same time. When a person has this type of faith, the person will be able to face any challenge in 

life. Spiritual care actua lly allays the anxiety and relieves anger, guilt , fear, deny shock and 

bargaining associated with the grieving phase of responding to triggers of spiritual integrity as this 

participant reported; 

.. JVell, it actually eases off anger and allows the patient to be a('cepting and also 

give them completeness and dignity even to the end and peace of mind." 
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Some pati ents were noted to be feeling at ease even when they were very sick and dying, One 

nurse participant reported that patients who have a good relationship with God and others wear 

a sm ile even at death as this nurse reported; 

<lTI,ere is this thing called terminal restlessness that YOII see when patients are 

dying, People want to run away from death beL'ause they are afraid. People who 

l/lIve peace with God don 't rUII away, especially Christians, they don't rUII away, 

they have hope. Sometimes you can see someone dead ill a smile showing that 

there was something nice, they went ill a good way. Those who are afraid you 

find them with open eyes ... " 

Another nurse participant also reported a statement similar to the one above when she said; 

"Some of them actually, feel at ease YOII know ill their illness, it allays their 

anxiety ... Yes, both ways (recovelY (md dying) It also helps, it helps them to die 

peacefully, It gives them peaL'e, it removes that fear, the fear of the unknown, 

It does help to allay the anxiety." 

Another point related to the effectiveness of the spiritual care outcomes was the nurse's belief, 

For a nurse to be able to provide effective spiritual care which will yield effective results she or 

he must also believe as this participant reported; 

"But all in all, 1 think it helps because you can calm a patient down, if 

spiritually you also believe you call calm a patient." 

In a laboT ward the women who had strong relationship with God as some nurse participants 

reported were very calm during labor; 

"Thatpersoll is so calm that you don't evell k"ow they are in labor. You ca"not 

believe it and when you check the progress youfind that patient is progressing." 
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To fa cilitate spiritual care outcomes, one setting had spiritual counsclors who visited the patients 

regularly. After such a spiritual intervention the patient was able to relax as reported below; 

"Of There is a lot (of changes that you see ill patients as a result of curing for 

the jJilfielJt's spiritual a!<.pect) bec(llIse some people come in very aggressive imd 

when you talk to her you find that she is touch me 1I0t, bllt with the 10llger stay 

with spiritual care practice you find that she is culming down, she is calming 

down and she is ok. It chullges the behal1ior." 

Another aspect orcop ing menti oned by the participants was coping with death, Both nurses and 

pati ents participants reported that the spirinlal care was very significant in helping tenninal 

pa tients to cope with death. One Ilurse emphasized that the person 's spirituality detennines the 

way that person dies as she said; 

"11 affects them llery mm:h becullse their !,pirituality will determine the way they 

die, the way they die, H'hether they die ill peace or they die ill allger? Whether 

they accept the death or 1I0t accepting death." 

Another participant reported how she felt after Ilmses had called for the Priest to pray for her as 

she was facing death. 

" there after I felt so much better because I ('ould see that death is near is 

coming alld I }Vas so much afraid. I was so much afraid. but after tlrat I felt so 

calm. J was still not very well. J was still very sick but J said to myself at least 

now because J have seen the Priest, 1 have confessed, I have got the last 

ointment. if you want to take me God flOW you call take me." 

Spiritual care was also reported to be significant in dealing with grief. This responded explains 

how spiritual care has helped her to counsel mothers who have lost their newborn babies orthose 

who had sti ll births or birth defects, 
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"Secolldly it helps ill grieving ",hell we Illlve stillbirths or abllormal babies, 

whell YOIl do the coul/se/ing spirituality also helps there and youfilld Ollt that 

the patient ao.:epts easier. Evell when a pCllieftt has got all abllormal baby she 

s((Jrts after deUvel)' when you show her and counsel that she has accepted it 

because she has p~)'('hologically mu/ !)piritllally accepted everything." 

4.6.2 Acceptance as a spiritual care outcome 

The spiritual care helps the person to accept her condition, diagnosis and even death because a 

person views whatever happens to him or her in terms of God's will. llIness and death were also 

perceived as the will of God as this participant said; 

"Maybe J call be cured aC'c'ordillg to God' will or J cannot be cured according 

to God. So it is helpful because you Ilurse somebody who is morej1exible than 

nursing a person who is not having this spirit" 

Another participant said "everything is provided by God whether is bad or good. We are IIOt 

suppose to wait for the good oll ly. The basis of everythillg is God. " 

4.6.3 Inner peace as a SPiritual care outcome 

One significance of spiritual care which was repeatedly mentioned is that, spiritual care gives 

inner peace to the person. Inner peace was not associated with being healthy or improved health 

status, but inner peace was experienced when a person had a meaningful relationship with God 

and with others as this participant said;«Jfthey are spiritually cOlltell', they die peacefully" 

Spiritual contentment came from knowing that there is one who is able to give peace in spite of 

death as this participant said; 
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"Spirituality involves inner pellce lInd there is II need 10 get ill contact with the 

higher Being that is God, so YOIl have to get peace with God and knowing that 

you have somebody or something that you c:all rely upon" 

4.6.4 Meaning a nd purpose for life as outcomes of spirituality 

V.,Then there was beliefin a meaningful relationship. the person was able to experience inncrpeace. 

Another signi ficant outcome of spiritual ity mentioned by the part icipants was that spirituali ty also 

gives the will to live. Participants stated that their spirituality gave them the wi ll power to live 

and a reason to live as this participant said; 

.. Jl'ithOllt it (spirituality) 1 dOli 't thillk life is worth living, yOIl have got to have 

that, you have to. I mea" YOll got 10 have a will power, other wise you are going 

to end lip a bagger or whatever, the "fe is II0t going to have any meaning, YOll 

are just going to live/or today, you are 1I0t goillg to have a goal ill life." 

Another example of the significance of spiritual care outcomes that was glven by some 

participants was when dealing with patients with HIV/AIDS as this participant said; 

" Well, the perfect example is that of AIDS somebody with AlDS YOll have to 

deal with their spirituality. " 

Paticnts with HIV/AIDS need to have a sense of meaning and purpose for life as most of them 

seem to give up very easily. Even the women in matcrni ty who were once considered healthy. as 

giving birth has often been considered a normal life process, participants mentioned that since 

mothers and babies are also victims of HI VI AIDS they need spiritual care to help them cope wi th 

the diagnosis and its final results as this partic ipant said; 

" ... since we have this HIVIAIDS we 110 10llger have healthy patiellts. III our 

patients ill maternity is very vital also becallse there are babies involved. This 

is tire part wlren we mllst show people tlrat God is tire miracle." 
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4.6.5 .-Iollc as the spiritual care outcome 

One of the significant outcomes of spi ritual care which was repeatedly mentioned was that 

spiritual care gives hope as reported below; 

"Spiritual care is 'he care tlUlt is given to one who has already lost hope ... , alld 

to strengthen those who already have faith and to promote thatthillgs should 

nm smooth Ihat people should know about !<.pirilual care. " 

The participants expressed the need for hope. Hope that was not found in getting better, but hope 

that even if the person was facing death, there was sti ll a way through "Their hope makes them 

to a(·cept." Hope seemed to be related to what the person believed about death, illness and 

suffering. The persons who believed that death was a temporary sleep and that God has already 

conquered death were able to build their hope upon that blessed hope. Trusting in the power of 

God was giving hope in spite of as this participant reported; 

C'Yes you never SlOp givb'g hope, ifa person/oses hope begins to die. You don't 

say to the patient your condition is hopeless, otherwise the patient will die 

because o[that. You should always give hope and tel/the patieflt that Ire or sire 

mU!<.·t have hope, never despair. Despair leads to death. Never lose hope." 

4.7 Summary and conclusion 

Thischapter gave a descriptive analysis of the concepts of spirituality and spiritual care in nursing 

from the perspective of 52 participants composed of nurses and patients. The relationships 

between concepts were also identi fied in order to develop a theory ofspirituaJ care in nursing that 

is grounded in the data from the participants. There were five themes which developed from the 

data. The first theme was the description ofthe concept of spirituality. The concept of spirituality 

was described as an individual quest for a transcendent relationship. A quest for a transcendent 

relationship was described as a unique, dynamic and universal search for establishing and/or, 

119 



maintaining a relationship with God as understood by the person and with the significant others. 

The concepts which developed this theme were the concept of spirituality as an integrated whole, 

spirituality as a quest for a transcendent relationship and spiri tuality as a religious belief. Linked 

to spirituality as a religious belief the concepts of faith, trust hope, inner peace, meaning and 

purpose for life were also discovered. 

The second theme that developed was called the trigger-response. From the data it appeared that 

the quest for a transcendent relationship was triggered by life's crisis such as emotional and 

physical pain associated with illness, di fficult labor or delivery, birth defects, impending death or 

death of the loved ones, unemployment, poverty, crime, natural or man-made disasters. The life 's 

crises triggered the responses which were classified into three categories. The first category was 

the grieving process whereby a person demonstrated deny, shock, anger,guiit, bargaining and fear. 

The second category of responses was the 'coming to temls ' which was characterized by over 

dependency, acceptance and a search for meaning and purpose in suffering. The third category of 

responses was the sea rch for a transcending relationship. 

The third theme that developed from the data was the experience and expressions of spiritual 

needs. When the participants were searching fora transcendent relat ionship, they experienced and 

expressed spiritual needs. The spiritual needs were classified as self oriented needs, people 

centered needs and God centered needs. 

The self oriented needs were identified as needs directed toward achieving peace with oneself. 

This involved a process of forgiving self, loving self and making peace within one self. People 

centered needs were classi fied as the need to establish and/or maintain a relationship with 

significant others. This step was characterized by making peace with others and searching for 

forgiveness from others. The third classification of needs was labeled the 'God centered needs '. 

The God centered spiritual needs were aiming at establ ishing and maintaining a relationship with 

God. This was characterized by searching for peace with God and receiving God's forgiveness. 

The participants expressed the ir spiritual needs though communication with God and with others. 

They communicated through prayer, meditation, fasting, reading the Bible and other books, and 
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through pal1icipation in some spiritual ritua ls such as coml11unjon services and group fellowships. 

The fourth theme that developed was labeied the spiritual care in nursing. This theme was bui lt 

from the fo ll owing concepts; (1) the definitions of spiritual care, (2) the pri nciples of spiritual 

care. (3) The factors that influence spiritual care. (4) the nurses' ro le in spiri tual care (5) the 

outcomes of spiritual care. 

Spiri tual care was defined as an act of assist ing a person in es tablishing and/or, maintain ing a 

dynamic re lationship with God as understood by the person and with others. There were fiv e 

principles identifi ed as essent ia l in spiritual care. These stated that spiritual care should be patient 

centered, it should be based on a trust ing relat ionship, it should be driven by nurses' compassion 

for human suffering and pain, the nurse should demonstrate unconditional love for the patient and 

his or her family and lastly it should involve others including the patient, family and religious 

groups. The fac tors that were perceived to influence spiritual care were ci ted as the patient and 

the nurses ' re ligious beliefs, cul tural diversity , the patient 's ability to express the spiritual needs 

and the nurse's ab ility 10 recognize the spirinml needs. 

The nurses were perceived to be playing five major roles in spiritual care. The first role was the 

accompanying role whereby the nurse wa lked with the patient and the fami ly to wherever they 

wanted to be. Whi le accompanying the patient, the nurse was able to assess the patient and the 

fam ily, fac ilitate the accompli shment of their goals and also coach them on their journey. The 

second role of a nurse was identified as the helping role whereby a nurse assisted the patient with 

whatever the patient needed. The patients needed emotional and physical comfort, encouragement 

and at times they needed other people. The nurse played a vita l ro le in helping the patient. The 

third role was labeled the presencing role . When presencing the nurse was to be readily avai lable 

for the patient, the nurse had to stay with the patient actively listening to the patient. The fourth 

role was the valuing role where a nurse demonstrated respect for the patient as an individual 

human being and acting on the basis ofubuntu. The fifth role was the ro le of being an intercessor 

for the patient. The nurse prayed for the pat ient and called the pastor or priest and also represented 

them in their absence. 
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The last concept which came from the theme of spiritual care in nursing was the spiritual care out 

comes. Spiritual care out comes were described as the perceived s igni fi cance or end results of 

spiritual care interventions. The outcomes which were identified were the patient's ability to cope 

with life threatening events, accepting whatever state that onc finds himself or hersel f in , finding 

inner peace, meaning and purpose for pain and suffering and also having hope that is not 

determined by the present circumstances. 
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CHAPTER FIVE: DISCUSSING THE RESULTS 

5.1 Introduction 

This chapler highlights the essential elements oflhe grounded theory of spiri tual care in nursing. 

The research findings will be displayed in a theoretical scheme that has already been uncovered 

in the previous chapter. The researcher. interested in discovering the shared meaning of the 

phenomena of spirituality and spiritual care in nursing from the context of patients and nurses' 

in SOll th A frica, ana lysed the concepts of spiri tuality and spiritual care in nursing in order to 

develop a substan tive theory of spiritual care in nursing. In order to ach ieve the later, a basic social 

psychological process was identified. 

According to Strcubert and Carpenter (1995) the basic social psychological processes are core 

variables that illustrate social processes as they occur over a period of time regardless of varying 

conditions. The two authors further outlined six essential characteristics ofa core variable. A core 

variable occurs frequently in the data. It links the various data together. It is central and therefore 

explains much of the variations in all the data. It has implications for a more general or fonnal 

theory. As it becomes more detailed the theory moves forward. Finally the core variable pennits 

maximum variati on and analysis (Streubert and Carpenter, 1995). 

For this study a quest for a transcendent relationship was identified as an overriding basic 

psychological process in spiritual care as it stood central in all the interactions among nurses, 

patients and their significant others. There are five themes which have already been identified in 

the previous chapter. These themes have been cited as 1) the concept of spirituality 2) the spiritual 

trigger-response, 3) experiencing and perceiving spiritual needs, 4) the spiritual caring process and 

5) the spiritual care outcomes. These themes fonn a basic foundation upon which the theory of 

spiritual care in nursing is built. 

According to Chin and Jacobs (I983) a theory is defined as "a set of definitions, concepts and 

propositions that project a systematic view of the phenomena by designating specific 

interrelationships among concepts, for purposes of describing, explaining, predicting and 
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controlling phenomena." Theories in general must have a goal or a purpose. This means that the 

theory is developed to meet specified goals. The second component is that theories have concepts 

which are often referred to as the building blocks of a theory. Concepts are complex mental 

formulations that are abstractions of objects, properties or events that are derived from people's 

perceptual experiences (Ch inn and Keamer, 1991). 

The third component of a theory is that the concepts utilized should be clearly defined and should 

be explicated from the perceptions of those sharing their experiences and from literature. Fourthly, 

the theory should indicate the relationships between and among the concepts utilized in theory 

development. Linked to theoretical relationships is structural relationship which is the fifth 

component of a theory. Structural relationship refers to how the ideas are linked together as 

opposed to theoretical re lationship which is concerned about how concepts are related. The sixth 

component says that the theory should have assumptions. Assumptions underline definitions, 

concepts and relationships. There are arguments whether the assumptions should come before a 

theory is developed or after. Chinn and Jacobs (1983) purport that assumptions may as well come 

at the end because they should develop from concept analysis. 

The theory ofspirirual care developed here meets the above criteria because its goals have been 

clearly stated, the concepts have been formulated, definitions given, relationships between 

concepts and ideas identified. This chapter will strengthen the relationship between concepts. This 

will be achi eved by continued use of families of theoretical codes suggested by Wilson, 1985. 

Therefore, the researcher will display the theory by revisiting the 6 Cs of theoretical codes. These 

are the cause, th e context, the contingencies, the covariance, the conditions and the consequences 

of the phenomena. To strengthen the theory, an extensive lite rature review will be conducted. In 

a grounded, theory literature review fonns an essential part of the data (Wilson, 1985). 

This chapter outlines the hypothes is developed through this grounded theory discovery and 

recommended for testing in future research. It also focuses on the relationship of the theory to 

existing nursing knowledge and the implications the theory has for further inquiry, nursing 

practice, and nursing education. (Cheniz and Swanson, 1985). 
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5.2 Describing the conceptual framework 

This grounded theory research was directed at developing a theory, hence there was no attempt 

made in this study to give a theoretical framework. The theoretical framework was to be grounded 

in the data. Though no theory was utilized to collect data , the principles of symbolic interaction 

have been adhered with throughout the study. The meaning oflhe events was understood from the 

perspectives of the participants. How they defined their reality and how they act in relation to their 

beliefs were important considerations in data collection. The behavior of the participants was 

understood at the symbolic and behaviorallevels. Secondly, meanings were derived through social 

interactions, hence the participants were interviewed and observed in their context (Chenitz and 

Swanson, 1985). 

The conceptual framework that is going to be displayed in this study reflects on the premises of 

symbolic interaction. A conceptual framework is a structure comprised of concepts which are 

interrelated in one way or the other to form the whole. Often conceptual frame works are referred 

to as conceptual models or theoretical frameworks or models. Some authors use these concepts 

interchangeably. Generally, a conceptual framework implies that concepts are represented by 

words, whereas, conceptual model means that concepts are represented by objects, geometries. 

mathematical notations and words (Chinn and Jacobs, 1983). 

Every profession develops a particular frame of reference which should guide professional 

practice. A commonly accepted conceptual framework units the profession, explains its existence 

and acceptance in the society and implies its ideal goal for its service. Each profession explains 

the problem and hypothesizes the solutions in a way that reflects a specific orientation to the 

situat ion. Major discoveries or break through result from people's experiences and from the 

logical conclusions they come up with in regards to the new or different way of explaining a 

phenomenon. The result is that new knowledge is generated or added into the already existing 

epistemology. Sometimes new epistemology is upsetting and revolutionary and leads to discarding 

certain earlier explanat ions or practices. While the overall conceptual framework of the profession 

tends to unify its members, and to explain its service to the society, a specific framework held by 
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an individual member lIsually underlies the growth and the development of the professional 

knowledge. 

The impact ofa conceptua l framework is felt in two major areas. The first of these is the essential 

knowledge of the profession. Knowledge is the basis of any learned profession. The conceptual 

framework around which the profession is developed suggests the appropriate areas for 

professional questioning, identity, the boundaries within which knowledge may be needed, and 

it clarifies the concepts upon which theories may be formulated. Research may then be done to 

build thc body ofknowlcdge about the professions appropriate concerns (Munhall, 1994). 

A conceptual framework is the basis for professional practice. It is only when the professionals 

are free to practice, making judgement, choosing from alternatives, prioritizing amongst options, 

can they be appropriately described as praclicing a profession. These activities require a clearly 

defined area of freedom to practice. The conceptual framework suggests which problems are 

appropriate for the professiona l to deal with and which are inappropriate and be referred to other 

profess ionals. Therefore the conceptual framework shapes practice and also innuences the search 

for knowledge. The body of knowledge grows as the professionals turn their attention to unsolved 

problems and seek solution. A special body of knowledge develops as a result of answering 

questions differently from those others have asked, or from asking questions about different 

phenomena than others have studied. One profession may also use knowledge which another 

profession has discovered through its research, hence in this study a lot of theological language 

is utilized (Taylor,1986). 

A conceptual framework identifies the major concepts involved in a given body of knowledge. 

It serves as an important basis for theory development. Use of both inductive and deductive 

approaches clarify boundaries ofthe needed body of knowledge. A conceptual framework shapes 

daily professional practice because it renects and innuences the attitude of the professional and 

the client as well. The conceptual framework renects values which guide in prioritizing 

professional actions. The practice ofa profession takes place within relatively clear boundaries. 

Within these boundaries the professional is accountable to practice according to well established 

standards (Taylor, 1986). 
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The study of sp irituality and spiritua l care in nursing have added to the ontology and the 

epistemology ofnursi ng and to be more exact to the holistic caring. A new paradigm has emerged 

and a ca ll for paradigm shift is made. Often, matters of spirituality have been left for the c lergy, 

yet while under the care of nurses, patients and their fami lies expect nurses to intervene in their 

spiritual needs. Nursing therefore needs knowledge to base its actions within the context of 

holistic caring. 

Knowledge comes from different sources and all these sources of knowledge are essential in 

realizing the truth about the reality. The foll owing paragraphs will give an overview of the sources 

of knowledge in order to identify sources which have been utilized in developing this type of 

knowledge about spi ritual care in nursing. Though these will be sta ted in a chronological order, 

it does not necessarily reflect on the importance ofthe source, rather on the importance of utili zing 

the source to build the profession (MunhalI, 1994). 

The first source is the revealed knowledge. The revealed knowledge comes from God. This 

accounts for the revelation of truth as found in the Bible or other inspired writings. In this study 

the inspired writings which were often refereed to as valuable sources of knowledge by the 

participants were the Holy Bible, The Koran and other Hindu writings. The second source of 

knowledge is intuitive knowledge. Intuitive knowledge is knowledge within a person in the fonn 

of insight that becomes present in the person's subconsciousness as an idea or a thought produced 

by a long process of subconscious efforts. This method of discovery is nurtured through 

experience with the world. During data collection it became evident that nurses made the 

decisions about caring for the spiritual needs of patients and families based greatly on their 

intuition. Since there were no general guidelines as to how each nurse should provide spiritual 

care, nurses relied heavily on their intuition. Intuition is closely related to experience. The more 

experienced a nurse was, the better was the intuitive actions in spiritual caring. 

The third fonn of knowledge is rational knowledge. Rational knowledge comes from exercise of 

reasoning and is exemplified by fonnallogic reasoning. The rational way of deal ing with matters 

of spirituality noted from the participants was to leave this aspect of care to an individual's 

personal choices. Because of the diversity of religious belief systems and the sensitivity of the 
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topic of spi rituality, participants' rational thought often made them to either ignore the topic of 

spirituality or dealt with it privately. 

The fourth type of knowledge is empirical knowledge. Knowledge formed in accordance with 

observed facts. And is associated with sc ientific discovery ofa theory that is grounded in the data 

as was done in this study. The fifth type of knowledge source is authoritative knowledge. 

Authoritative knowledge is knowledge that is accepted by faith because it is vouched by 

authorities in the field. This type of knowledge was not a prominent source for this study since 

no one claimed to be an expert in the field. The researcher and the participants had no authority 

to claim in the field of spirituality and spiritual care in nursing. The least attended to and the one 

holding much potential for nursing is intuitive knowlcdge. The repudiation of intuition as a source 

of knowledge was once one of the major themes when nursing moved towards establishing itself 

as a science. Intuition is considered unscientific, yet nurses greatly utilize this source of 

knowlcdge in their everyday practice particularly when a call for decision making is made 

(Taylor I986). 

Munhall (1994) further refers to five fundamental patterns of knowing which are considered to 

be the ways in which nursing identifies its epistemological interests. These patterns are explained 

by Munhall (1994) as the empirics, the aesthetics, thc personal knowledge, the ethical knowledge 

and the "unknowing -knowing". The development of the theory of spiritual care in nursing has 

relied heavi ly on these patterns of knowing. The empirics refers to the science of nursing with its 

emphasis on the generation of a theory and of research that is systematic and controllable by 

factual evidence. Within this pattern of knowing there is a need for emphasis on knowledge about 

the empirical world. Knowledge that will be organized into general laws and theories, for the 

purpose of explaining describing phenomena of concern to nursing. Spiritual care has been of 

great concern to the nursing profession particularly over the past two decades. This theory 

therefore will add to the ontology and epistemology of nursing. 

The esthetic pattern refers to the an of nursing. The emphasis is on expressiveness, subjective 

acquaintance, individual perceptions and empathy, rather than unifonnity and general laws, there 

is a recognition of alternative modes of perceiving reality, which then clearly asks for a many 
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different ways in designing and practicing nursing care. Spiritual care in nursing is a call for a 

marc artistic way of caring. The third pattern is personal knowledge. The emphasis here is on the 

importance of interpersonal processes and the therapeutic use of self, knowing self and knowing 

others and striv ing towards authentic personal relationships. A quest for a transcendent 

relationship appea ls to the nurse's personal knowledge of herself as well as her patients. The 

fourth pattern is the ethics involved in the art of caring. In ethics, the emphasis is on matters of 

obligation, or what ought to be done. Knowledge within this domain requires understanding of 

ethical theories, conditions of society, confli cts between different va lue systems and ethical 

principles. 

Though a quest for a transcendent relationship has been identified as a universal phenomenon, the 

diversity inherent in individual's beliefs and value systems requires understanding of ethical issues 

surrounding spiritual care. Munhall (1993) has suggested the fifth pattern of knowing which is 

referred to as the "Unknowing-Knowing". In contrast to "unknowing", "knowing" leads to a 

form of confidence that has a potential of a state of closure to alternatives and differences. 

Unknowi ng from an epistemological perspective is a condition of openness and seems essential 

to the understanding of inter-subjective perspectives. People tend to hear only what they want 

know. We can be limited by our own knowledge and our own belief systems. Often once we 

believe something orwe think we know something, we cease further exploration and explanation. 

There has been an element of this type of "knowing-unknowing" in the area of spiri tual care 

. which has in one way or the other retarded the progress of generating the knowledge of spiritual 

care in nursing. All the above mentioned fundamental patterns of knowledge have and impact on 

the development of knowledge of spiritual caring in nursing, these patterns are interdependent. 

They are in no means mutually exclusive. There is intuition in the empirical world, our knowledge 

is grounded upon our ethical values and our philosophy about life. 

5.3 A theoretical model of spiritual care in nursing 

A theoretical model that emerged from this study is labeled "The spiritual care model". There has 

been a confusion in the definitions of a theory, conceptional model, conceptual framework, or 

paradigm. An in-depth study of theory shows that theories differ from conceptual models, 
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frameworks or paradigms. Theories consists of concepts organized in a sys tcmatic , logically 

connected manner to explain their rclationship. Conceptual1l10dels, frameworks and paradigms 

serve as a link in theory development by being prototypes of a theory (Riehl-Sisca 1989). This is 

the reason that this researcher has decided to call this product a conceptual model. 

Models are developed using related concepts which have not yet progressed towards theory. 

Models are therefore defined as structura l designs consisting of organized and related concepts. 

Models are pictorial representations that show the simplified details of concepts considered 

relevant to measuring specific outcomes of a discipline. Models are developed to give some 

meaning to the relationships between concepts enabling the user to visualize diagrammatically 

how one concept logically or casually innucllces and connects with another (Fawcett, 1980). 

Statements expressing the relationships between concepts can be developed into propositions to 

be tested by research for truthfulness. These proportions are often referred to as condi tional 

proponions because they state a panicular conditions and a specific consequence. A conditional 

proposi tion contains the elements of an antecedent and a consequent (Rcihl-S isca, 1989). 

5.3.] The purpose of the spiritual care model 

The spiritual care conceptual model is aimed at providing a guide for nurses on how to incorporate 

spiritual care in holistic caring. It will assist nurses in the process of planning, implementing and 

evaluating spiritual care for patients and families. This spiritua l care model is also aimed at 

developing the ontology and the epistemology of nursing by adding spiritual care to the science 

of nursing. The model can be utilized in both clinical and class room settings to guide the 

practicing as well as the learning nurses. 

5.3.2 Philosophical Base or basic assumptions of the Spiritual Care Model 

Underlying all theoretical knowledge are the assumptions or phi losophy about human beings and 

their relationship with their environment. The spiritual care conceptual model is based upon the 

following philosophical beliefs about a person, environment, health and spiritual health, illness 

and spiritual illness, nursing and spiritual care, and God. 
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5.3.2.1 Person 

A person is an integrated whole consist ing ofphysicaJ, psycho-social . spiritual and moral aspects 

of the total being. A person or a human being is a valuable creature that is to reflect God's 

character orlove to other fellow beings. A person is capable of making intelligent choices about 

his or her relationship with other human beings and with God. A person makes choices about his 

or her own health and how he orshe can cope with life 's threatening events such as pain, suffering 

and death. A person is also capable of establishing and maintaining a dynamic relationship with 

God as understood by the person and with one another. 

5.3.2.2 God 

God is the Supreme Being or power that is perceived by the person as the ultimate reality 

accord ing to thc individual 's definition ofuitiJ113te reality. The people 's perceptions about God 

vary and are relatively unique. They are influenccd by family background, culture, religious 

affiliation and by a person's own way of perceiving phenomena. God is considered to be 

omnipotent , Omniscient and Omnipresent. Being omnipotent means that He is powerful , and is 

the Great of the Great (Unkulunkulu). Omniscicnt refers to God ' s unmeasurable wisdom or 

knowlcdge which includes the eschatological events and the destiny of this world and those who 

inhabit it. The concept of God as omnipresent refers to the acknowledgment of God as ever 

present and able to relate with humans in a continuos and meaningful way. God is perceived as 

the life giver and the sustainneroflife. His plan for human beings is that they be fully restored to 

His original plan which is the life eternal, free of sorrows, pain suffering and death. 

5.3.2.3 Environment 

Environment refers to the context in which spiritual care occurs. It is the combination of external 

and internal factors which must interact within the individual. These factors are tangible and non­

langible realities which disturb the individual's spiritual integrity. The tangible or visual realities 

include the triggers of spiritual vulnerability such as illness, pain, physical and emotional suffering 

and death in this present world. The intangible variables include the ongoing cont.roversy between 
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the sp iritua l engagement and disengagement , the evil and the good, the origin, destiny and the 

meaning of pain, suffering and death, the possibility of eternal life in a perfect environment and 

the possibility o f eternal doom and judgement. 

5.3.2.4 Health 

Health is a state of positive we ll be ing whi ch occurs in a continuum between relative ly complete 

physical, emoti onal, socia l, spiritua l and moral well-being in the upper level of the continuum and 

the pain, suffering and despair in the lowest level orthe con ti nuum. When the human beings strive 

to establi sh and , or, maintain a dynamic relationship wi th God and their fellow beings, the image 

of God is refl ected in their lives and their health moves towards a positi ve upper pole of the 

continuum. 

Spiritual health is also viewed as part of the total aspect of the person's health. On the highest 

level of the conti nuum of spiritual health is hope based upon the re lationship of trust between the 

person and God. On the lowest level is "hopelessness" related to di strusting God. The degree of 

physical illness or even approaching death does not designate spiritual despair or spi ritual illness. 

It may be at the point of severe physical illness or approaching death that the person's spiritual 

health is at its highest levels. The person's spirihlal health depends upon the degree of the 

relationship between the person, significant others and God. The well established relationship 

helps a person to find meaning in human suffering and even in death. For such a person, every 

experience holds a new promise, cvery encounter carries new ins ights and every event brings new 

messages. 

5.3.2.5 Illness 

lIlness is a disturbance in the person's total well-being causing a person to shift in the health 

continuum either upward or downwards depending on the individual 's responses to what triggered 

illness. Illness may be physical , mental or spiritual in it's origin and yet when it strikes, it affects 

the person as a whole. Though illness affects the person's total being, the physical, emotional and 

spiritual aspects are seldom at the same point of the health continuum at a given time. The lowest 

point of phys ical illness or even approaching death may be the highest spi ritual level of the 

person. This is greatly influenced by the person 's relationship with God, self and significant 

others. 

132 



~pIrIlUaIIlUIII~U~l~~I~ 

Comforta~le zone 

I • • I 
• t I I 

: .1 •••••••• 11 ."" """.. I .,. "............ II . . .... , .. • 1 •• 1"'" ....-------.-...----. "'"'1"1 I 
,.1 •• 1 •• 1 ""'.1 1"'''1' 

Healt~~ relations~i~s 

Figure 4 :. S~iritual ~ealt~ I illness continuum ! 



5.3.2.6 Nursing 

Nursing is a scientific professional service that is based upon the principle of uncondi tional love 

towards other human beings, moved by compassion for human sufrering and pain. It involves 

altruistic caring relationship between the nurse, the patients and their families in order to assist 

them to move towards the healthy point of the health continuum by promoting health and 

preventing illness at all levels. Nursing is aimed at improving the total we ll -being of the person 

by encouraging behaviors that wi ll opt imizc the person's re lationshi p with God, self and others. 

5.3.2.7 Spiritual Caring 

Spiritua l caring is the scient ific and deliberate art of caring that is aimed at assisting the person 

to develop and maintain a unique dynamic relationship with self, others and wi th God as 

understood by the person . Spiritual caring is embedded in th l! five major role:::; ura nurse which 

arc the accompanying, helping, prencencing, valui ng and intercessory roles. Spir itua l caring is an 

integral part of tota l patient care which is inseparably interwoven in each and every nurse/patient 

encounter. Spir itual caring is based upon the be lief that human being are capable of transcending 

above their present suffering and despair and that they are able to achieve hope in spite of 

suffering and even death because of their trusting relationship with God, self and others. 

5.4 The concepts of the spiritual care model 

The Spiritual Care Model has been developed through the use of a grounded theory method of 

inqui ry. The major concepts that have emerged from data analysis include the concept of 

spirituality, the characteri sti cs of spirituality, the consequences of spirituality, inner peace, hope 

findin g meaning and purpose, religious be lief, faith , trust and forgiveness. 

5.4.1 The concept of spirituality 

The concept of spirituality and its patterns renccts a phase of spi ritual equilibrium or a 

comfortable zone in which the person's relationship with God and with the significant others 
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seemed to be in balance. The person has no reason to question this relationship because everything 

seems to be fitting well in its right place, there are no threats to one's spiritual integrity. 

Spirituality in this model is defined as an individual quest for a transcendent relationship by 

establishing and or maintaining a dynamic relationship wi th God as understood by the person and 

wi th significant others. The concepts that were ident ified as an tecedents to spirituality included 

religious beliefs, faith and trust. Religious belief, faith and trust arc concepts which are often used 

interchangeable, but in this study a difference between them will be made. Religious belief refers 

to an acceptable idea that is recognized as true and is also put on to practice and it becomes part 

of the person's philosophy of life. Linked to re ligious beliefs is a concept of faith. Faith comes 

from the Greek word "Pistis" which incorporates belief as well as trust in its meaning. In our 

modern language, belief refers to a mere mental assen t or an ackn owledgment of fact s and faith 

has also been used to refer to a belief in something for which there is insufficient ev idence 

(Steed, 2000). 

For Christians, the classic definition of faith comes from the Bible, Hebrews 11: I "Now faith 

is the substance of things hoped for, the evidence of things not seen". Faith is build upon 

evidence. It is not "leap in the dark" as some people believe (Maxwell, 1977). It does not even 

mean that the person who has faith gets precisely what he or she requires, but it does mean 

genuine trusting and confidence in one who is more powerful and wise in understanding what is 

best ror each person. As Steed (2000) says "raith is the hand that lays hold or the boundless 

resources of omnipotence. Faith as trust is therefore not of any va lue if it is not anchored in the 

one who is trustworthy". Faith as trust includes complete commitment to a re lationships with God 

irrespective of extrinsic rewards. It is being confident of and content with whatever state one finds 

himself or herself because of the trustworthiness of God. 

The concepts of religious belief, faith and trust are identified as antecedents or conditions of 

establishing and, or, maintaining a transcendent relationship with God, self and others. Without 

these concepts in their right places, it will be impossible to establish and maintain a dynamic 

relationship with God and with others. Belief, faith and trust are based on a personal experience 

of God's love in a world filled wi th pain and suffering. One may not always be able to give a 
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rationale for pain, sufferi ng and death, but trusting in God makes it easy to say "onc day He will 

make plain those things that may not be fully understood loday"as one participant said. Faith , 

belief and trust are always prerequisites for a transcendent relationship. Pierson (1974) said "we 

may with certai nty trust Him where we cannot always trace Him" The exercise offaith is like that 

o f a muscle it grows stronger with use. The more faith is exercised, the st ronger it becomes 

(Knowlcs: 1990). 

5.4.2 Characterist ics of Spirituality 

Spirit-uaiity as a quest for establishing and or maintaining a transcendent relationship is 

characterized by the following important variables. 

I . Spiri tua lity is based upon the va lue of a person as a human being with human dignity that is 

derived from the link that human beings have with God and with une another. This may be temlcd 

a rela tional, value meaning that human value is based upon both horizontal and vertical 

re lationships. 

2. Spirituality is a unique human experience. Strange though it may be, the uniqueness of every 

being exceeds the comrnonalities among all humans. These is so much in common and yet so 

much unique. Every being has a different spi ritual experience and thus a unique relat ionship with 

God and with others. The uniqueness of each person's spirituality gives that individual his or her 

own identity. The person's identi ty refers to the person's unique being different from other beings. 

Identity includes one's total being. Identity also involves onc's ownership. Who owns a person 

is reOeeted by his or her identity. The allegiance ofa person goes to the one who is thought to be 

in charge or the one who owns that person. When a person recognizes God as his or her creator, 

then his or her allegiances go to God. He or she tries to identify with Him. This is one aspect that 

is often neglected by some people until a trigger comes in, and they begin to search for their true 

identity. 

3. Spirituality is universal. The universality of spirituality stems from the fact that every human 

being is a spiritual being. Some people acknowledge their spiritual nature, while other people do 
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not. The fac t that some people do not acknowledge their spiri tual nature does not make them non­

spiritual. Spirituality rema ins universal whether people universally recognize that or not. 

4. Spirituality is dynamic. The dynamic spirituali ty refers 10 the power of a person has within 

himselfor herself to grow and increase a relationship with God and with others. As mentioned in 

the previous chapter, spirituality grows and changes a person's experiences and perceptions of 

people, si tuations and even of his or her perception of God and himself or herself. 

5.4.3 T he consequences of spirituality 

Consequences refer to the events or outcomes that occur as a resu lt of the phenomena. These 

consequences will be analyzed in relation to the conditions or antecedents mentioned above. The 

consequences identified were hope, inner peace, finding meaning and purpose in life, pain and 

suffering and in death. Hope is the concept widely investigated in the field of hea lth and health 

re lated disciplines. Hope is onc of the most va luable spiritual resource. Hope is the consequence 

of a trusti ng relationship with God and significant others. Hope is sometimes defined as an 

anticipa tion of success with a feeling of uncertainty. Real hope goes beyond anticipated success 

to include hope when success is a lmost deemed impossi ble. (Mi ller, 1990). 

One of the human being's most va lued private and powerful resources is hope and trust (Carson, 

1989). Hope is the concept that accompanies fait h or bel ief. The basis of hope is faith. Hope is the 

negation of the worst possible outcome, an expectation grea ter than zero of achieving a goal. 

Everything humans do in life is based on some level of hope of which there are three levels of 

hope. The most elementary type is the superficial type which is based upon achieving simple 

things like a good day. When this level of hope is not actualized, little despa ir occurs and little 

psychic energy is spent (Mi ller, 1990). 

The second level is hoping for re lationships, self improvement and self accomplishments. When 

hope at this level is thwarted, the resultant level of despair is characterized by anxiety. The anxiety 

is relieved with new goal establishments. Psychic energy investment is greater than that spent at 

the first level. The third level of hope arises out of suffering personal trials or a state of captivity. 
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Deep despair or giving up occurs when according to the individual's evaluation. relief is not 

eminent. Total engulfment of psychic energy occurs at this point. It is in this situation tempered 

by despair that hope has its true meaning. 

Maintaining hope despite a downward phys ical course is a challenge of both acute and chronic 

ill patients their fami lies and nurses. !-lope may be based upon God's promises and the assurance 

of !-lis omnipresence. Regardless of the circumstances, thi s typc of hope abides (Pcreyra, 1993). 

Hope is an essential ingredient of human life. Pereyra (1993) refers to hope as a "magnificent 

rainbow after a devastating deluge". He further identifies six principles of what he calls the 

Biblical concept of hope. He says; (I) Hope is constantly longing for something to happen. (2) 

!-lope means one has a fllture . (3) !-lope identifies with trust, therefore, it is based on a trusting 

rclationship. (4) The main object of hope is God. (5) Hope endures suffering, it gives 

perseverance and willingness to bear everything. (6) Hope makes a person to be open to change, 

even in desperate situations. 

Indi viduals who have used religions beliefs and practices as coping mechanisms throughout their 

lives easily turn to God for hope when the uncontrollable nature of long ternl illness precipitates 

hopelessness. Trust is hope in a relationship. The greatest of all bonds, the one that provides the 

most hope is the bond with God. When individuals think poorly about themselves, they may feel 

unworthy of renewing their relationship with God. Hope is the radical refusal to set limits. When 

all in life looks grim-that is when what is happening is beyond the individual's influence, 

hopelessness is prevented by turning to God. 

5.4.3.1 Inner peace 

Arriving at inner peace with the human experience is the ultimate result of turning over the 

despair to God. Inner peace is one concept which is a c lear consequence of a dynamic relationship 

with God. The Oxford English dictionary defines peace as a quiet tranquility, a mental calmness 

or serenity (Fowler and Fowler, 1990). This kind of pea cc does not come naturally, it only comes 

as a result of God's direct intervention in the affairs ofhumanity(Ammenta, 1997). This kind of 

peace originates from the author of peace and from one whose very nature is peace. It is peace 
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in the midst of the stonllS of life. Peace in pain and peace in death. The peace of God can calm 

the patient even during death. Nurses often refer to a peaceful death. Thi s peaee that God Himself 

afTers. " Peace 1 leave with you, my peace I give unto you; not as the world gives ... let not your 

hearts be troubled, neither let it be afraid" (John 14:27). 

A person who has faith in God will have hope and peace in spite of approaching death because 

of the confidence a person has in God. The person will also demonstrate a calm, relaxed state in 

whatever situation one finds himselfor herself. Hope and peace go hand in hand with a sense of 

meaning and purpose for life. 

5.4.3.2 Finding meaning and purpose in life, illness and in death 

Finding meaning and purpose in life, illness and in death refers to a person's ability to make sense 

o f his or her circumstances, to find a reason for living and even dying. An essential factor in 

findin g meaning is the hope a person has. Hope gives courage and affirms meaning in whatever 

suffering a person is faced with. Finding meaning is another important variable that ties up with 

hope and peace. It is based upon a trusting relationship. Knowing that the one who is in control 

has the power to relieve suffering and the wisdom to know when suffering works for good. Those 

who trust in God find meaning in this text; "And we know that in all things God works for good 

to those who love him, who have been called according to his purpose" (Romans 8:28). 

Thi s means those who trust in God's unfailing love find meaning in all situation because of their 

faith in God. When a person finds meaning and purpose in life, illness and in death, that person 

remains calm and peaceful in whatever situation one is faced with. In the absence of a trusting 

relationship, meaning cannot be experienced. Without a trusting relationship with God, a state of 

meaninglessness exists. Finding meaning and purpose in life, and in suffering is an important 

variable in helping a person to cope with life 's crises of illness, suffering and death. 

S.S The Spiritual Trigger Response 

The second phase is a phase of disequilibrium. The Spiritual integrity is threatened. This concept 

is called the "trigger-response phase" the patterns which have emerged in this concept are (1) the 
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triggers (2) the responses. The spiritual triggers consists offactors or situations which distu rb the 

spiritual equilibrium of an individual provoking a person to respond in one way or the other. The 

triggers identified in this model are ca lled the physical, and the psycho-social life events that cause 

cri ses to a person or fami ly member or members lead ing to a threat to one's spiritual integrity. 

Illness, pain, suffering and death were identi fied as the common spiritual triggers. 

The response refer to the person's reactions to the presence ofa trigger. When a person's spiritual 

integri ty is threatened, a person is bound to respond. The responses vary from the grieving process 

charac terized by fear, gui lt , anger, shock, denial and bargaining to the leve l of coming to terms 

with what is going on in life, and going beyond the material realms. At this stage a person makes 

an acti ve effort to find God and make peace with God and with others. The concepts that have 

developed from this pattern arc :- grieving process, coming to terms, goi ng beyond. 

5.5.1 Grievin2 

Grieving consists of a number of in terdependent components which inc lude psychological, 

physical, social and spiritual reaction to a perceived spiritual trigger. Grief is a normal attempt 

oflhe whole person to bring life back into focus after a disturbed spiritual integrity. It is a healthy 

effort to regain spiritual equilibrium after a trigger has thrown a person ofTba lanee. Griefis a way 

of finding meaning after meaning has been shattered. Grief is not a pathological problem on its 

own unless it is left unattended. (Yeagley, 1984) There are no di stinct lines of demarcation 

between the five stages of grief noted as spi ritual responses to the triggers. The common emotions 

inherent in the grieving process have a spiritual component and a spiritual bearing. 

S.S.l.l Spiritual Fear 

Spiritual fear is a response characterized by feeling of dread, or impending doom for one's self 

or loved ones based on a specific life threatening event. Spiritual fear is directed towards a 

disturbed relationship with God, signi ficant others, self and in relation to one's future. Fear is 

expressed through anxiety and worry over God who is displeased about one's life. God is 

perceived as full of anger, ready to puni sh. Fear is accompanied by increased feeling of 

140 



inadequacy and a sense of worthlessness, helplessness, powerlessness and hopelessness. The 

uncertainty about future increases fear and feelings of being rejected by God and the significant 

others. 

5.5.1.2 Spiritual Anger 

Spiritual anger refers to feelings about the injustice of a si tuation directed at God. A person 

experiencing spiritual anger blames God, others or himself or herself about the undesirable 

situations. They may have out rage towards a transcendent source and also demonstrating negative 

criticism of institutionalized religion or those who represent it. Spiritual anger may progress into 

spi ritual despair if a person continues to experience feelings that his or her hope to establish or 

maintain a transcendent relationship is no longer possible. Spiritual anger is accompanied by a 

feeling that life makes no sense and that it is not possible to make sense out of it or to find 

meaning and purpose in life (Labum, 1989). 

5.5.1.3 Spiritual Guilt 

Spiritual guilt is an expression of regret about the kind of life onc has lived. An expression of 

feelings that suggest that one has failed to live up to an idealized value system. These is a wide 

discrepancy between "J" as perceived and "I" as lived. A person becomes overly concerned about 

his or her lifestyle and the values it has expressed. A guilty person condemns himselfor herself. 

Guilt adds to the person's fears and increases anger towards self, or others and God. Guilt also 

contributes to a feeling of spiritual alienation whereby a person excludes himselfor herse lf from 

a transcendent re lationship because of feelings of being unworthy. Unrecognized and unattended 

guilt can be very destructive in relationships. Guilt may increase feelings of hopelessness and thus 

delay recovery or peaceful death. 

5.5.1.4 Spiritual Bargaining 

Spiritual bargaining refers to questioning God about the reason for allowing the crises to happen. 

During bargaining. God's power and ability to overrule in any situation is put on trial. A person 
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expresses bargaining by questions like why me? Why now? Where were you God? Arc you still 

in control? Arc you really what you claim to be ? These questions arc an expression of 

disappointment and a temporary uncertainty about a transcendent relationship and about one's 

future. Bargaining resul t in an individual answering hi s orhcrown questions, when a person gives 

answers to his or her own questions, his or her re lationship with God and others may either be 

strengthened or weakened. Bargaining can increase guilt, anger and fear. On the other hand if a 

person has got some spiritual resources such as faith, trust and hope to draw from, his or her 

relationship with God and others may be strengthened. 

5.5.1.5 Spiritual Denial and Shock 

Spiritual denial and shock are characterized by feelings of emptiness, confusion, disbelief and a 

sense of being eluded. In a state of denial a person cannot even approach God or others for help 

bt!l,;ause he or she does not perceive a need for Gull's ur utht:rs' intt!fvt!ntiull. If prulungt!d lIt!nial 

and shock may delay therapeutic progress to acceptance. When a person remains in a denial or 

shock state, it becomes difficult to intervene appropriately. 

5.5.1.6 Spirilual Dependency 

Dependency as a spiritual response to life threatening events refers to feelings of powerlessness 

and hopelessness to do anything for one's self including establishing a transcendent relationship 

with God. A person becomes dependent upon others to fulfil his or her spiritual needs. The closest 

person that patients often become dependent upon are nurses. At the point of dependancy a nurse 

is perceived as capable of meeting the spiritua l, physical, emotional and social needs of patients, 

while the patient perceive himself or herself as the vulnerable individual. 

5.5.2 Coming to Terms 

Coming to terms is a gradual realization that the unpleasant experience that the person is going 

through is real and that the person realizes that he or she cannot cope with the life threatening 

events without help from God or from others. Com ing to tcrms is a phase characterized by 
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acceptance of illness or death as part of life. The person begins what is called peace process, 

whereby the person searches for forgiveness from self, others and from God. The major steps of 

the "coming to tenns" phase are: acceptance, findin g meaning and purpose in illness, pain and 

in death, peace making process and search for, forgiveness from self others and from God. When 

a person reaches the acceptance, he or she begins to accept that he or she is human and mortal , 

then he or she accepts the diagnosis, prognosis and the ultimate reality of death . The person finds 

meaning and purpose in suffering. 

5.5.2.1 Forgiveness 

Forgiveness is an integral part of acceptance and peace - making process. It is a fonn of 

realization. It does not deny, minimize or justify what others have done to us, and the pain that 

we have suffered because of what happened to us, or what we did to others. Forgiveness is an 

in tcmal process that encourages a person to objectively look at the old wounds or scars to perceive 

them as they are and to bring inner healing in spite of the scars. Forgiving is dealing with the 

reality of the past and not suppress ing it. The process offorgiving begins with onc's selfas Rass, 

1998 say "we can find innerpeaeeonly when we realize that we must change ourselves rather than 

the people who have hurt us". Forgiveness brings inner peace. When a person forgives himself 

or herself, then that person will be able to accept forgi veness from others and from God or will 

a lso be able to forgive others. 

Forgiveness is viewed in this conceptual model as a sign ofa positive selfesteem. When a person 

accepts forgiveness from God and from others, that person no longer identifies himselfor herself 

by the past injuries and injustices. Forgiveness is letting go of the past though it does not erase 

what happened, but it does allow a person to reduce and finally eliminate the pain from the past 

experiences. The pain in the past no longer dictates how a person lives in the present, neither 

would it determine the futu re. Forgiveness is no longer wanting to punish those who hurt us and 

it is no longer fear of being punished because of what we did to others or to ourselves. It is simple 

let go of the past and moving on with the present and facing future with courage. 
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Forgiveness is not forgetting. Often in our dai ly language we hear "forgive and forget." All imes 

this is repeated ly said from the church pulpits making those who have not forgotten their past 

hurts to feci gu i It y and on the 01 her hand increasing thei r feel ings of hopelessness. However, this 

is neither rea list nor helpful. Forgive and forget simple increases a sense of gui lt over the past 

because forgetting is impractical and unreal istic for a n0fI11al intelligent person. Ross (1998) says 

"It wou ld be nice to be able to turn back the clock and erase the unpleasantness of our past. The 

rea l trick is not to forget the past, but to learn from the past and try use it to help ourselves and 

others in the present". 

Forgiveness is not condoning the unacceptable behavior. It does not minimize the past hurts but 

it does minimize the effects of that painfu l past on the present and future. Forgiveness is not a 

form of self-sacrifice. It is not pretending that everything is alright while a person is hurting. It is 

better to deal wilh inabi lity to forgive than to pretend to have forgiven. Forgiveness is not a sign 

of weakness. Thi s statement means that forgiving does not come because one has no other ways 

of dealing with the si tuation, but it comes when a person realizes that he or she does not need 

anger and hatred to protect himself or herse lf. Forgiveness does not come out of weakness towards 

the perpetrator but out of strength. Forgiveness is not a once for -all decision. It cannot be forced, 

it takes time and can only come fro m the inner part orthe person who recognizes a need to forgive 

and to be forgiven. 

Forgiveness is the core of any relationship. A healthy relationship is based upon the abi lity to 

forgive . The willingness of God to forgive lies at the foundation ofa renewed relationship with 

Him. On the other hand the humans' forgiving one another strengthens their relationship with one 

another and with God and it gives inner peace to the one who forgives. Ideally, our forgiveness 

should be inexhaustible. 

Forgiveness is an essential component of coming to terms. It is also a spiritual need. When people 

are sick a need for forgiveness or to forgive others comes naturally and spontaneously. "Coming 

to terms with the reality of life leads to searching for a transcendent relationship, and going 

beyond the material realm. 
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5.5.3 Going bc\'ond 

Going beyond is the process that comes when the person has come to tenns with the reality of life 

and has understood the fate of being human and the reality of pain and suffering inherent in 

humanness. It involves an active search for establishing a more meaningful and a deeper 

re lationship wi th God, selfand with other. During this phase a person experiences what is referred 

to as "a spiritual hunger or spiritual need", Spiritual hunger is a human longing for spiritual 

fulfillment in a dynamic and unique re lationship with God and with others. It is a quest for a 

transcendent relationship. A person finds ways of reaching out to God and to other fe llow humans 

to fulfill his or her spiritua lity. This reaching oul for spiritual fulfillment may be self oriented, 

people centered, and! or God cenlered. When the spiritual hunger is God oriented, the person 

spends more time in communicating with God through prayer, meditation, reading scripture, 

repentance, confession, religious rituals and other fonns ofworshiping. 

The people oriented person wi ll cling to people, wanting their presence and company. Going 

beyond is a phase that is characterized by searching for a horizontal as well as vertical 

relationships. At the phase of being people oriented, the patient is mainly calling for help 

specifically from a nurse. It is at this point that the nurses' sensitivity to the needs of patients is 

realized. The person finds inner peace, love and forgiveness in his or her relationships. 

Sometimes when the patients move beyond they become self oriented. They want to be alone, 

quietly enjoying music, nature or a peaceful environment. They structure their lives and their 

environment to give them the situation which allows for their quest for a deeper understanding 

of life, death and themselves. This may involve talking to others, reading and meditation. Some 

enjoy to be taken out of the ward to view nature outside. When nurses are able to realize these 

needs, then a caring process will be started. 
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5.6 The Spiritual Caring Roles 

5.6.1 Definition of spiritual ca ring roles 

The spiritual caring roles refer to the interrelated nursing activities which are directed towards 

assisting a patient and his or her family in establishing and maintaining both the horizontal and 

vertical relationships with sel f, others and wi th God. Spiritual care ro les are part of Iota 1 patient 

care that is completely in tegrated in every nurse/pat ient encounter. These ro les are fulfilled 

through accompanying, presencing, helping, valuing and interceding on the patient ' s behalf. 

Spiritual caring roles involve assisting a person to estab lish and maintain a unique, dynamic 

relationship with self, others or God as understood by the person. 

5.6.2 Principles of Spiritual Care 

I. Spiritual Care should be directed at the unique spiritual expression of the client and a nurse. 

Spiritual caring means that the nursing activities arc directed towards meeting the patient's unique 

spiritual experiences by matching them with the unique spiritual express ions of the nurse. Because 

of the particularity inherent in spiritual experiences, nurses ought to give spiritual care that is 

directed towards the particular person's spi ritual hunger. This ty pe of care is based upon a trusting 

relationship between a nurse and a patient, which is built on compassion of the nurse and 

acceptance of the patient as a unique being. Meeting the unique spiri tua l expressions of the patient 

w ill take into consideration the patient's culture, religious beliefs, nationality. racial background 

and age. When the unique spi ritual expressions of the patient are acknowledged and attended to, 

the patient, the family and the significant others will begin to move towards a more positive pole 

of the spiritual health cont inuum. 

2. Spiritual Care is embedded in the unique roles of accompanying, helping, presencing, valuing 

and interceding which are driven by compassion for human suffering and pain. The care that is 

driven by compassion is characterized by sympathy, empathy, unconditional love and sensitivity 

to human pain and suffering. Sympathy expresses sorrow for the other person. In short sympathy 

147 



says, "} feel sorry for you", on the other hand empathy gets inside the feelings and shows that the 

feelings are acceptable and understandable as real and that there is a way out of them. Empathy 

identifies with the feel ings of the other and accepts them as real and accepts the person as genuine 

in the process. Empathy comJllunicates acceptance of feelings wh ile sympathy communicates 

recognition of feelings (Buchanan, 1985). 

Compassion is aconcepl broader than both sympathy and empathy combined. It involves suffering 

with the person. Compassion says "I'm sorry, I recognize your feelings, I understand them, I 

accept them as real, I ean identify with them and I will do something to help you feel better" 

(Folkenbcrg, 1998) . A compassionate nurse walks a second mile to find whatever will make the 

patient fee l better. Compassion is a concept closely related to unconditional love. Expressing 

compassion is a way of expressing unconditional love and acceptance of a person as a unique 

being. 

Unconditional love can only be equated to God's love for humans. This type of love knows no 

boundaries, it reaches out to all creatures great and smal l. It is not limited by race, culture, creed 

or nation. Unconditional love is the very nature of God. It embraces every duty we have to God 

and to those around us. I f humans love God and other fellow humans, they will do nothing that 

will harm or hurt others. The human being's natural tendency is to love on condition that a person 

meets certain human criteria for deserving love irrespective of the obligations incumbent upon 

them in relation to God and other fellow human beings. When patient care is based upon the 

principle of compassion and unconditional love, patients will sense this love and they will feel 

acceptable and loved. The love they experience will flow from the nurses to patients and their 

families. 

3. Spiritual Care should be a communal activity. Communal involvement is the core of traditional 

African thinking about relationships between and among people. Communal refers to community 

involvement and participation in one another's affairs. The nurse, patient, family, significant 

others and the community at large should be involved in providing spiritual care. This communal 

involvement is inherent in the principle of "ubuntu"which is the premise of communal 

involvement. African proverb says "umntu ngumntu ngabantu" which means a person is a person 
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because of others or " J am because we are and we are because you are". This identifies a person 

with the community and on thc other hand idcntifies thc community with the people. Though the 

concept of"ubuntu" is an African terminology which cannot be eas ily translated to the Western 

language, its principles can be utilized in every community including the Western and the Eastern 

nations. With the increased AIDS epidemics and the need for community involvement in the care 

of patients and families, the princ iple of 'Ubuntu" wi ll bring the solu tion to th e crisis of home 

based care which has now become a trend in patient care. The capacity of care is every community 

member's respons ibi I i ty. 

Based upon the principle of"ubunnl" spiritual care should include all interested parties. That is 

the pati ent, hi s or her own fa mily and the sign ificant others. Human beings are also social beings, 

therefore their sp irituality cannot and should not be separated from their social life. Ubuntu 

recognizes this social aspect of being human, and puts an emphasis on the ro le played by other 

human beings in the development of a person as a whole. 

5.6.3 Factors innuencine spiritual care 

Spiritual care is greatly influenced by the nurse and the patient 's religious beliefs, cultural 

diversity, the patient's ability to express the spiritual needs and the nurse's abili ty to recognize the 

needs and be able to intervene appropriately. 

5.6.3.1 The influence of religious beliefs 

Religious beliefs refer to what the person believes and to the way the person expresses his or her 

beliefs as expressed in a organized and recognized system. When a person's belief is founded 

upon a credible authority and a trustworthy being, then a person will be able to find security in that 

being during the times of uncertainties of life. Religious beliefs are therefore springs that both 

nurses and patients can draw from to quench the spiritual th irst. It becomes important therefore 

for nurses to understand the patient's religious beliefs in order to intervene appropriate ly. 

Religious beliefs provide a person with an interpretation of the situation. What illness and death 

means to people depend upon what they learn from their religious beliefs. If the person's religious 
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belief gives an impression that illness and death arc a punishment from God, then anger directed 

to God will be prolonged and the nurse will have to work with the patient to help him or her 

understand the God of love. 

5.6.3.2 The influence of cultural diversity on spiritual care 

Cultural diversity refers to the di ffe rences in the way oflife, it includes differcnces in nonns and 

va lues, in customs and traditional practices, in the way ofworshipi ng God and in ways of relating 

to God as the Supreme being and in ways of relating to other human beings. How people relate 

to one another tends to influence how they relate to God. Cultura l beliefs and practices tend to 

influence the person's expression of spirituality and therefore the de livery of spiritual care. Often 

the nurse and the patient may be from different cultural backgrounds and in that situation the 

patient 's spiritual needs may not be understood and therefore not fu lfilled. It is therefore very vital 

for a nurse to understand different cultures and to understand how patients express their 

spirituality with in their cultural context. 

5.6.3.3 Recognizing spiritual needs 

The nurses' abi li ty 10 recognize spiritual needs is also influenced by the nurses ' exposure to 

different cultures, religious be liefs and to hi s or her own professional spiritual health. The ability 

to recognize spiritual expressions and to be able to give spi ritual assistance also depends upon the 

nurses' level of spiritual education, intuitive abilities and personal experience with patients. The 

more experienced nurses were , the more they were ab le to recognize spiri tual needs and there 

more they were ab le to provide spiritual intervention. Providing spiritua l care was a lso influenced 

by the nurses ' sensiti vity to patient needs and by her compassionate nature. Sensitivity to patient 's 

needs and compassion for human suffering and pain are skills that nurses need to learn. These 

skills do not come naturally, they are to be learned. 
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5.7 Nurse's Spiritual Care Roles 

These are five major ro les ora nurse that have been identified in this theoretica l framework of 

spiritual caring. These roles are interrelated, and mutually inclusive. The activities directed 

towards meeting these roles may also be similar. These roles are cited as ( I) Accompanying role, 

(2) Helping ro le, (3) Presencing role, (4) Valuing role, (5) Intercessory role. 

5.7.1 The ac('ompanvine role of a nurse 

The accompanying role of a nurse is the abi lity of a nurse to identi fy the spiritual needs of a 

patient and assess the pat ient 's readiness for intervention and to walk with the pat ient from where 

the patient is to where the patient wants to be. Patients need company as they walk through the 

rough roads of li fc , pain, suffering and death. Walking with the patient gives an opportunity for 

a nurse to assess other spiritual needs of the patient. Whi le walking with the patient the nurse also 

acts as a facilitator of patient 's quests for bonding with the transcendent. While accompanying the 

patient, the nurse also gives guidance to the patient and his or her fami ly. The nurse acts as a 

mentor for the pa tient and the fam ily and also remembering that the nurse would not lead them 

fas ter than they would follow. When the nurse accompanies a patient, he or she walks with the 

patient where the patient leads not where the nurse wants to be. 

When accompanying the patient and famil y, the nurse also educates and gives support to both the 

patient and his or her family. The company that a nurse give to the patient re lieve spiritual fears 

and anx ieties associated with illness and death. It is therefore hypothesized that accompanying a 

patient in the rough road of illness and death may increase his or her sense of self worth. The 

patient begins to perceive himself or herselfas valuable. The principle of communal responsibility 

is clearly revealed in the accompanying role of a nurse. A person is a person because of others. 

Therefore others are needed throughout the life cycle. 

151 



5.7.2 The Hclpin~ Role of a Nurse 

The helping role ofa nurse refers to the nurses ability to give whatever assistance the patient and 

his or her fami ly needs. The nurse may not always be able to give the help needed per se, but she 

or he may find another person to provide that particular need. The forms of help mentioned as part 

of the helping ro le of a nurse include giving comfort, encouraging, reassuring, advocating for the 

patient and family collaborating and referring appropriately. 

5.7.3 Presencin~ Role of a Nurse 

The presencing role of a nurse refers to the nurse's ability to be readily available to the patient 

and his or her family by being physica lly present by the patient's bedside. Being with the patient 

and his or her own family in their pain and suffering and in death is an indi spensable role of a 

nurse. Presencing involves being physically and emotional ly with the patient and his or her family. 

Just being there next to the paticnt's bed is onc way of expressing one's compassion for human 

pain and suffering. While being there, the nurse is engaged in active listening to whatever the 

patient or family want to say. Active listening involves being every perceptive of statements that 

the patient, family make, listening with sensitivity and listen ing between the lines in order to 

catch and note the patient and the family's concerns 

5.7.4 The vallJin~ role of a nurse 

The value is the worth assigned to something or someone, therefore, the valuing role of a nurse 

refers to the nurse's ability to care for the patient as a unique and a precious being bearing human 

dignity (Taylor, 1986). The link with God in every human being is what determines human value. 

When valuing a person, a nurse will accept the patient and respect the person as a human being. 

A nurse gives value to the patient and respect his or her dignity including the patient's choices of 

relationships, life style, beliefs and values. 

When a nurse cares for the patient as a valuable being, that increases a patient' s sense of self 

worth and the ability to cope with illness and with death. Valuing a patient maximizes patient's 
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control and reduces nurses' control over the situation. The patient bccome in charge of his or her 

own illness and prognoses. Valuing the patient is recognizing a patient as a person and in terms 

of "Ubuntu". Umuntu is the concept unique to the African languages it reflects the communal 

responsibility of onc person to another. "Umntu ngu mntu ngabantu" (I am because you are, you 

are because we are) "Ubuntu" is expressed in human relationships through expressions oflove 

and compassion for one another (Tlale, 1999). 

5.7.4.1 Love and Compassion as cxpr-cssions of human value 

These two concepts are so closely linked that none would ex ist without the other. A loving person 

is a compassionate person and visa-versa .. Love compels a person to do something for the other 

without expecting a reward in return. This is referred to as the unconditional love. The concept 

of compass ion comes from the Latin word which means "to suffer with". Compassion challenges 

a nurse to go where it huns, to enter where there is pain, to share brokenness, lear and anguish, 

to cry with those in misery, to mourn with those who mourn, to identify with the weak, the 

vulnerable and the powerless. This form of compassion is more than being kind and respectful. 

Compassion is not a spontaneous natural feeling. It requires a genuine conversion of the mind 

and a conscious effon on the part oflhe nurse. What comes natural to humans is to have love and 

compassion to those we think they are deserving our love and compassion. This type of 

compassion is not compassion at all. Ifwe love the lovable and give compassion to the deserving, 

we are si mple rewarding those for their "good" behavior. 

Folkenberg,(1995) states that "we often prefer to be selective with our compassion. We have 

compassion for people with AIDS- as long as they got the disease from blood transfusion. We 

have compassion for people whose houses burn down as long as they did not start the fire by 

smoking in bed. We have compassion for people who've lost their jobs - as long as it wasn't their 

fault". He concludes by saying "we need a personal relationship with God to understand and 

practice compassion."The compassion God gives can so fill our lives that it will spill over to all 

around us" (Folkenberg, 1995). Compassion goes beyond sympathy, to include empathy, 
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sensitivi ty to human; suffering, non-condemning love, wi llingness to walk as a second mile and 

accepting and giving onc's self. 

5.7.5 The Intercessory Role of a nurse 

The intercessory role of a nurse refers to the nurse's abi lity to plead wi th God on behalf of her 

patients and their fam il ies. Moved by compassion for human suffering and pain, nurses often 

communicate theirconcems and their petitions for patients and famili es to God. Nurses intercede 

for patients and families through intercessory prayers, through giving and nurturing faith and 

hope. Sometimes, when the need ar ise, nurses ac t as rep resentatives of religious priests and 

pastors in their absence. 

5.7.5.1 The intercessory prayer 

Prayer is conununicating wi th God openly express ing one's feelings as one would do to a very 

close fri end. Prayer is an expression of trust. When a person prays si ncerely, that person has 

confidence that what he or she says to God will be treated as confidential, and an answer will be 

given. Pat ients and families believe in prayer and prayer seems to have a calming effect on their 

anxieties and fears. Sometimes patients and families ask a nurse to pray for them. If the nurse 

knows how to pray. She or he would not have a problem. If she or she does not know, then a 

trusting relationship between them may be hampered. 

Intercessory prayers origina te from the Bible. Abraham bargained with God on behalf of Sod om 

and Gomon'ah's wicked people (Genesis 18: 16-1 9).Moses pleaded with God on behalfofthe 

rebellious nations ofl srael (Exodus, 32:31). Daniel and Paul also pleaded with God on behalfof 

sinful nations (DanieI9: 18), Romans 9: lA). Intercessory prayers are still used today. Parents pray 

for their children, family members pray for one another, friends also pray for one another, people 

pray for one another and also pray for their nation. People pray for whatever is of concern to them. 

If so, then patient and their families are of great concern to the nurses. They need intercessory 

prayers. 

154 



5.7.5.2 Nurtu..-ing Hope and Trust 

Nurturing hope and faith are essential elements of intercession. Nurses give hope and faith in 

vari ous ways. They may just stay with the patient and simply listen to what the patient says. Being 

there nex t to the patient's bedside and listening. Sometimes the nurse reads the encouraging 

statement from any book available to him or her. The nurse should make a conscious effort to 

communicate hope and faith to the patients and their families. Hope says there is a way out ofpain 

and suffering, there is someone who understands the pain. Hope communicates the feelings of 

being secured in spite of uncertainties. Hope may utilize past encounter with life crises to bring 

positive future. How one coped with previous cri ses may be an encouragement that the present 

situation will also be overcome in simi lar manner. Hope is also based upon a trusting relationship 

with God. When a person trusts God even when the person is faced with death, that person will 

never lose hope in trusting in God, because God is in control oflhe past, present and future. 

5.8 The spiritual Care Outcomes 

Patient and families who receive spiritual care, demonstrate the following results. These results 

are referred to as "Spiritual Care Outcomes. Spiritual care outcomes are defined as the end results 

or the significance of spiritual care. Establishing and maintaining a dynamic personal relationship 

with God helps people to cope with pain of illness, suffering and death. When a person is closely 

connected with God, the attributes of God are reflected in that person. God is the prince of peace, 

so those connected with Him have peace. 

Hope is another important outcome of spiritual care. Hope transcends the possible 

di sappointments because of securing that is found in God who is the source of hope. Hope that 

is based upon the fulfilment of certain expectations according to one's defined timetable often 

subjects an individual to despair when his or her deadlines are not met. The healthy hope is based 

upon God's wisdom in dealing with whatever situation one finds himselfor herself. This type of 

hope transcends imaginations and goes beyond circumstances (Miller, 1990). This type of hope 

prevents patients, families and even nurses from clinging to what they have. 11 frees them to move 
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away from what they think is the safe place and to enter into the unknown and the fearful territory 

of death (Fly, 1993). 

Hope and trusting are the essential factors in the rea li zation of spiritual eare outcomes. Both 

nurses and patients must have this trust in God so they may communicative peace, love and hope. 

Those who trust in God, uphold His promises as true. God Himself is the hope of glory. Those 

who trust in Him wai t for that blessed hope the glorious appearing of our great God and Savior" 

Titus 2: 13). Another moti vat ion for hope lies in accepting the promise of the resurrection of the 

dead and the coming of God particularly for the Christ ians. "Forthe Lord himselfw ill come down 

from heaven with a loud command, with the voice of the archangel and with the trumpet call of 

God, and the dead in Christ wi ll ri se first. After that we who are still alive .... will be caught up 

together with them in the cloud to meet the Lord in the air. And we will be with Lord forever" (J 

thessalonians 4: 16, 17). Verse 18, further states that 'Therefore encourage each other with these 

words". 

When nurses understand the faith of their patients they may be able give them appropriate words 

of encouragement. From such encouraging words, a person may find meaning and purpose in 

illness pain, suffering and death. Finding meaning is an essential factor in coping with triggers of 

spiritual integrity and contribute to effective outcomes. 

Another important outcome of spiritua l canng is deve lopment of unconditional love and 

acceptance. Those connected with God through their personal relationship with Him, will show 

love for themselves and love for others. Love is God's nature. "God is Love" (John 4:7;8). When 

a person is connected with God, he or she can accept those not easily accepted. 

The spiritual care outcomes may be summarized as follows: 

... Spiritual care gives inner peace in the midst of tunnoil and stonns oflife . 

... Spiritual care gives hope in spite of present uncertainties. 

... Spiritual care, assist a person in finding meaning and purpose for life, illness, suffering and 

even death. 

... Spiritual care brings acceptance and love for oneself, others and God. 

* Spiritual care gives a person abi lity to cope with all challenges of li fe by increasing onc's faith 

and trust in God. 
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5.9 DisclIssion in relation to the literature. 

5.9.1 Contrasting definitions ofspir-itualitv and spiritual care 

The purpose of this study was to find a relevant definition orlhe phenomena o[spiritua lity and 

spiritual care from the perspectives of both patients and nurses, with an aim of discovering a 

shared meaning of the concepts from a South African context. The concept of spir ituality was 

conceptua li zed as a unique, dynamic quest fo r a transcendent relationship. A quest for a 

transcendent relat ionship was manifest in an individual's des ire to es tabl ish and! or maintain a 

dynamic relationship with God, self and s ignifi cant others. 

This definition of spirituality agrees with several definitions found in literature such as the 

definitions given by Shelly & Fish (1988), Carson ( 1989), Golberg, (1998) Newshan (1998) and 

others. These authors agree on the fact that spirituality has to do with onc's natural inclination 

towards transcending relationships. Human beings are also soc ial and spiritual being, they need 

to relate meaningfully to themselves, to others and to God as they understand Him. 

The definition given by Kretzshmar (1995) in his discussion on prerequisite for reconstruction of 

South Africa shows how vital the spi rituality of individuals is to the development and 

reconstruction of South Africa. Kretzshmar (1995) says, "a holi stic spirituality seeks to integrate 

rather than separate the various dimensions of human existence. We are created to be in 

relationship wi th the rest of the created order, each other and God", Spirituality within a South 

African context with her diversity of culture , re lig ious beliefs and nationality, needs to adopt a 

more holistic approach. Kretzchmar (1995) quoting Thayer (1985) says "In the most generous 

sense spirituality has to do with how we experience ourselves in relation to what we designate as 

the source of ultimate power and meaning in life, and how we live out this relat ionship", 

Spirituality is not merely an inner feeling, it has to do with the integration and coherence of 

ourselves as experiencing and interacting persons, Therefore spirituality from a South African 

perspective is the integration of our experiences of God into ourselves and the effect that this 
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ongoing experience has on the way in which we act within all spheres of reality. The essence of 

sp irituality is inescapably li nked to the pursuit of a closer walk with God (Kretzschmar, 1995). 

Spirituality is also defined as the dimension ofa person that is concemed with ullimate end and 

va lues. Spiritua lity is that aspect of a person which inspires a desire to transcend the rea lms of the 

material (O'Brien, 1999). Defi ning spirituality as a relationship has been used by other authors 

such as Carson (1989), Simsen (1985), Piles (1990), Ross (1994) and Mc Conochie (1994). 

Spirituality is also identified in literature as closely related to an individual's faith (Rasi, \993). 

In this study faith was identified as an essential factor in realizing the transcedent relationship. 

Sometimes spiri tuality is said to be characterized by unfolding mystery related to onc's attempts 

to understand the meaning and purpose ofl ife (Ross, 1994). 

Nolan and Crawford ( 1997) in their discussion of spirituality in relation to mental health state that 

spirituali ty must be viewed in four different levels. The first level may be. viewed as how a person 

relates to himselfor herself. The essence ofa healthy relationship with one's selfis related to the 

authenticity ofthe person to herself or himself. Accepting what the person really is, accepting one' 

self and reject the pretense of being someone else is an integral aspect ofa healthy spirituality. 

The second level is concerned wish how a person relates to others. A healthy relationship wi th 

others brings inner peace and also contributes to scl f acceptance. The third level of spirituali ty is 

concerned with relat ionships between and with in groups. Personal growth and self awareness are 

achieved th rough others. This statement agrees with the concept of "ubuntu" that was identified 

as one of the important principles of providing spiritual care in this study. There is a need for 

social awareness and communal involvement in realizing spi rituali ty. 

The fourth leve1 is the relationship that a person has with the transcendent or with the power a 

person considers to be the ultimate reality. For most people transcendent relationship is realized 

through rel igion , while for others it is real ized in tenns they use to think about life and death. On 

every level spi r itual aspirat ions are mediated through the social structures such as education, 

religion, trades union, social organizations and health services (Nolan and Crawford, 1997). 
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5.9.2 Conceptual frameworks of spiritual care in literature 

Several authors have attempted to analyze the concepts of spirituali ty and spiritual carc in nursing 

and have developed difTerentcollceptual frameworks. These conceptual frameworks mainly utilize 

the pathological model of vie wing the phenomena. These models differ in their approach to the 

phenomena and yet they basically use simi lar terminology. Most nursing authors have attempted 

to conceptualize the phenomena of spiritual ity and spiritual care from a Christian perspective. For 

example Shirley & Fish (1988) view a person as created by God in His image and able to relate 

meaningfully to Him. Shirlcy & Fish (1988) also identified three types of relationships which are 

essential for human existence. They refer to these relationships as the self, others and God 

relatedness. 

From these three types of re lated ne ss Shirley & Fish(1988) also identified three types of needs 

associated with relationships namely: love, forgiveness, meaning and purpose. Their model is 

based on spiritual needs and the nursing process. Their approach to spiritual care is also based 

upon the steps of the nursing process with therapeutic use of self by listening, empathy. humility, 

and commi tment to patient care. They state that prayer, scripture, referral to clergy are the 

important means of spiritual intervention. They also put a great emphasis on the nurses' 

vulnerability to spiritual needs. The nurse's own spirituality is another important issue in Shelly 

& Fish (1988) model of spiri tual caring. Though their model is not research based, it is gratifying 

to note that authors are giving attention to systematizing this type of care. 

The conceptual model of spiritual care developed in this study has also depicted spiriruality as a 

unique quest for a transcendent relationship with self, others and God. The difference between the 

conceptual models found in literature and this model developed in this study lies in the way of 

explaining the relationships between concepts. 

1n this study spirituality cannot be placed in compartments, it is part of being a person. This 

relationship of the person's spirituality to the person's total being can be likened to the person as 

a cultural being. The person cannot be separated from his or her culture. In a similar manner, a 

person cannot be separated from his or her spirituality. This author therefore purports that the 
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aspect of sp iritua lity that can be assessed in a formal . organized systematic process is only a 

fraction of the person's spirituality. The predetermined nursing interventions to meet spiritual 

needs may only be drawn as a guide for the novice nurse wi th an understanding that each patient 

expresses spirituality differently. 

Carson (1989) also utilizes a pathological approach from a Christian point of view. Writing on 

the spir itual dimensions of a person Carson (1989) says "The person's spi rit is Imago Dei (image 

of God) within every person, making one a thinking, feeling, creative being, able to relate 

meaningfully to God (as defined by the person) self and others". Carson (1989) views spirituality 

as a human drive for bonding with the transcendent, an animating, intangible principle that gives 

li fe to the person. For Carson (1989)spirituality integrates and transcends all other dimensions of 

the person. Sometimes she refers to it as the breath ofHfe, the real person, the part that nobody 

can sce the inside you, the part that does not die and the part that provides the person with God 

consciousness, however God is defined by the person. Carson (1989) further states that, 

"spiri tuality is the core of one's being; a sense of personhood; what one is and is becom ing". 

Carson (1989) views spirituality as an aspect of the being that is in a way more powerful than 

other aspects oflhe total being. Th is view again contradicts the Idea of holism. Holism is based 

upon the premise that the sum is greater than its parts. Therefore, the total being is definitely 

greater than the spirit or the physical. Those who subscribe to the holistic view of caring wi ll in 

no way segment the spiritual from the rest of the personhood. The "inside you" that Carson (1989) 

refers to in her definition of the spirit is what some participants referred to in this study as one's 

identity as they say "spirituality is you as a person". Spirituality therefore, is not what is inside 

you, it is you as a person. Spirituality is one's total being. 

According to Carson(1989) spirituality is concerned with bringing meaning and purpose to one's 

existence. It is also concerned with what, or who one ought to live for. It is an intangible 

motivation and comm itment directed toward ultimate values oflove, meaning, hope, beauty and 

truth based on a trusting relationship with the transcendent. Carson (1989) conceptual model has 

three dimensions of human nature that is (l)the biological aspect with five senses which give a 

person physical consciousness, (2) the psycho-social aspect which is composed of the soul, self 
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conscious and self identity, (3) the spirit whieh gives a person God-conscious and relatcdness to 

deity. With these dimensions, Carson(l989) purports that the spiritual dimension is the essence 

of person hood. This contrasts the grounded theory of spiritual care developcd in this study which 

secs the spi ritual dimension ofa person as an inseparable part of the total being, occupying neither 

the ccnler nor the periphery. In the theoretical model of spiritual eare in nursing, a person is an 

integrated whole consisting of inseparable spiri tual , physical, psycho-social and moral aspects. 

The person is able to relatc mcaningfully to God as understood by the person, selfand others, An 

integrated whole does not have the aspects or dimensions that can be identified and be allocated 

space within the person. In the grounded theory ofspirihla l caring, all aspects of being a human 

form the whole, they cannot be separated even for research or for nursing care purposes. 

Another aspect that Carson (1989) brings in her model of spiritual care is the health-illness 

continuum. This health continuum is composed of five levels namely: the person in the center 

re lating to sel f, others, God and cnvironment. In Carson( 1989) model the person's relationships 

are grounded in expressions of love, forgiveness, and tmst that result in meaning and purpose in 

I ife. The person's well-being is often threatened by stressors oflife throughout the developmental 

stages. Carson( 1989) conceptual model of the hea lth continuum depicts stressors of life directly 

affecting the person's spiritual being, causing spiritual distress. In this approach the nurse is able 

to intervene in the patient 's life by utilizing the nursing process to provide spiritual care to relieve 

spiritual distress. 

In the spi ritual care model developed in this study, an effort has been made not to extract the 

spiritua l aspect from the whole in this manner. In this study spiritual heath is viewed as a part of 

the total aspect of the person's health. The continuum has three parts namely; the person in the 

center moving between the highest optimum level of health and the lowest levels of health. On 

the highest level oflhe continuum of spiritual health, is hope based upon a relationship of trust 

between self, others and God. On the lowest level , is hopelessness related to feelings of being 

alienated from God and from others. 

In this mode the physical illness and the approaching death do not necessarily project spiritual 

distress. The person's movcment within the spiritual health continuum may be influenced by the 
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relationship the person has with himself or herself, others and with God or whoever the person 

perceives as the ultimate real ity. The lowest point of physical illness or even approaching death 

may be the highest spiritual level of the person. The relationship between the physical, the psycho­

social and the spiritual health and illness is not clear in literature. 

Carson (1989), She lly & Fish (1988) and D' Bricn (1999) tend to focus on spiritual distress. They 

do not clarify the relationships between the concepts used in their models of spiritual caring. The 

concepts used by both Carson( 1989) and Shi rlcy &Fish (1988) have also bcen utilized in the 

conceptual model of spiritual caring developed in this study. The spiritual distress that Carson 

(1989) and Shirley & Fish( 1988) refer to renect on the ir pathological approach to health and 

spirituality. 

D'Brien (1999)a lso utilizes thc approach similar to Carson ( 1989) and Shirlcy & Fish(1988). She 

calls her model a nursing theology of caring. The theolugy uf cari ng is composed of lhe concept 

of being, li stening and touching. O'Bricn ( 1999) argues that the nursi ng theology of caring is 

supported by a Christian parable of the good Samaritan which is based on the Biblical principle 

recorded in Luke 10:30- 34. 

O'Brien(1999) views spirituali ty as related to holistic nursing. According to O'Brien (1999) 

spirituality encompasses va lues, meaning and purpose, morality which includes human traits of 

honesty, love, caring, wisdom, imagination, compassion and recognition of higher authority that 

guides the person in a mystical manner. Spirituality is a lso viewed as a human need that is 

concerned wi th ultimate ends and values. It is the part that inspires a person to quest, to transcend 

the realms of the material. D'Brien(1999) further states that many individuals that are Christians, 

Islamic, Judaism view the concept of spirituality in re lation to transcendent which incorporate 

belief in God. 0' Brien's(1999) views of spiritual ity and spiritual care are similar to views of 

Carson( 1988) and Shirley & Fish (1989). 

O'Brien( 1999) views about the theology of caring is based upon the view of nursing as a ministry 

concerned about the person' s tota l being. 'The process of spiritual caring includes being with the 

sick without judgement for meaning to emerge and for the holy to be revealed", Her concepts of 
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caring include li stening and tOllching. She further refers 10 spi ritual caring as including prayer, 

pastoral care, scr ipture, religious rituals, devotional articles and sacred music. Her perspective of 

spiritual caring uti li zes concepts simi lar to those used in the spiritual care model developed in this 

study, even though heremphas is is on theological caring. Thedifference between O'Brien (1999) 

model and the spiritual care model deve loped in thi s study is that O'Bricn' s model is also a need 

approach.ll emphases meeting specific spiritual needs. The approach util ized in this study, puts 

an emphasis on the integration of the person' spirituality with the total being by say ing, all nursing 

care activities should take into consideration the fact that the patient and the nurse are both 

spiritual beings. 

When providing care, a nurse, patient and family come together as unique spiritual beings. 

Spiritual care therefore, is a result of the natural coming together oflhe patient, family and the 

nurses' spi rituality as the nurse accompanies the patient and famil y through their journey of life 

and uncertain ties of death . Spiritual caring therefore mcans being myself as a nurse who is a 

spiritual being and being sensitivc to thc patient's expressions of his or her own spirituality. For 

example, giving a patient a bed bath Illay mect the physical as well as the spiritual needs. On the 

other hand praying for the pat ient may also be a spiritual as well as a physical intervention. 

Touching a patient is not sometjmes a physical , sometimes a psycho-social and sometimes a 

spiritual intervention. Jl is always all three. 

O'Brien (1999) furth er makes a specific reference to specific spiritual needs during speci fie stages 

of development throughout the li fe span and she further identifies spiritual needs associated with 

acute and chronic illnesses during these stages of development. The analysis of the concept of 

spirituality has often taken a Christian perspective and as a result it has not appealed to nurses and 

patients with religious affiliations different from Christianity. Widerquist & Davidhizar (1994) 

argues that nursing has its roots in Christian concepts, therefore the pastoral caring and nursing 

caring have distinct similarities. 

They are both concerned about providing comfort, meanmg to pam and suffering, hope, 

facilitating expressions offeeling and promoting actions aimed at seeking forgiveness. Widerquist 

& Davidhizar (1994) also argue that nursing is a ministry which originates from the Christian 
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rools. True though that may be, the claim of nursing being Christian in its origin should not limit 

the profession to Christianity. Holistic caring is not necessarily tied up to Christianity, just as 

spiritual ity is not exclus ive to Christians. 

Sibley (1997) writing about the role of a nurse in caring for the dying Buddhists states that the 

nurse caring for the Buddhist patient should be sensit ive to the Buddhist principle of moral 

conduct which are placed upon individuals as their responsibility. The nurse shou ld also be 

sensitive to meditation and development of wisdom that is based upon an individual's 

experiences of one's self. Caring for a Buddhist may require that the Christian nurse gets into the 

life of the sick and dying patient by accepting the patient and facilitating the patient's spiritual ity. 

Nurses of different religious backgrounds can sti ll provide spiritual care to patients and families 

of different religions by simply playing the five major roles of accompanying, helping, presencing, 

va luing and interceding. 

Stanworth (1997) views spiritual caring as an art of giv ing and receiving that goes on betwecn and 

among humans. It cannot be limited to the vocabulary of religion and a single way of perceiving 

God. Stanworth (1997) argues that in a secular society such as ours, (referring to the British 

society) very few patients use religious language to express their ultimate concerns. 

She argues that most patients in a secular world use symbols and metaphors to reveal what she 

calls "the si lent side of the boundaries at which they stand". Talking, about the spiritual aspect of 

palliative care, Stanworth (1997) further states that "i f we are to hear patient's spiritual concerns, 

we have to be prepared to risk uncertainty and to travel with them places where there is no expert 

vocabulary to protect us" This statement emphases that spiritual care may be limited by language 

particularly if nurses are dealing with patients whose religious beliefs and values differ from 

theirs. Those patients may not use the common vocabulary of religion to express their spiritual 

feelings. They may not even ta lk about God because God may not be in their everyday language. 

Nurses therefore, ought to listen with sensitivity and listen betwcen the lines to patient's unique 

expressions of spirituality of who they are and what they see as important. 
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Burkhardt(1989) sta tes that spiri tua lity has been described as the process and a sacred journey, 

the essence of life principle of a person, the experience of the radical truth of things, a belief that 

relates a person to the world giving mean ing to ex istence, a personal quest to find meaning and 

purpose in life and a relationship, or a sense of con nection with higher power, God or universe. 

From the disc ussion presented about the usage oftlle concept of spirituality in literature, it became 

evident that the di fferent terms used overlap in meaning, and that their approaches to the concept 

of spirinmlity in the context of the hol istic view of a person vary. It is recognized that the concept 

of spirituality does not lend itself to a natural science approach to research, nor can it be limited 

to medical model forms of assessment. It is important to note that the effecti ve assessment of the 

person's spiritual ity occurs within the relationship between a nurse and a client. This relationship 

develops when the nurse is truly present in the life ofa patient and his or her family. 

Burkhardt (1989) refers to a relationship wi th self, others and God as hamlonious 

interconnected ness, which means a person experiences hamlony wi th self and thus demonstrate 

selfacccplance and self esteem. The person has a sense of belonging in the world with family, 

friend s, social groups, church and other self fulfilling groups. The person demonstrates love of 

self and others and engages in reconci liation wi th others. The second relationship is the 

interconnectedness with others, fam ily, friends and social groups. The person tries to reconcile 

with others. Thirdly, a pcrson's interconnectedness is with divinity , universe, or higher power. 

This type of connection hclps a person to find meaning,joy, support in chosen religious practices. 

The fourth concept is environment interconnected ness, whereby a person experiences connection 

with all of life and nature and is aware of the effect of the environment on one's life and well 

being (Burkhardt, 1989). In contrast to the grounded theory of spiritual caring, Burkhardt ( 1989) 

approaches the phenomena of spirituality and spiritual care from a humanistic ex istential 

perspective whereas the grounded theory has endcavored to be more eclectic in its approach to the 

topic. Burkhadt (1989) concludes by saying that her ana lysis suggests that nursing practice, related 

to spiritual care needs to be based on the broad understanding of the concept of spirituality and 

spiritual care.lnterconnectedness emerged as a significant aspect of spirituali ty that needs to be 

addressed by nurses and clients. 
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The idea of spiri tuality as a process ofeoming in to relationship with rea lity has been recognized 

by Stuart, Dcckro, Mandle (1989).Thcy make a clinical app licat ion of the usage of the concept 

and they suggest a cl in ical program that integrates the body, mind and spiri t to health and healing. 

The focus of their program was the cardiovascular therapy. This program could easily be adapted 

to other illnesses. A positive attitude towards life achieved through nurturing of hope and faith 

decreased the blood pressure ofmos! patients that were on the program. By opening the mind of 

the pat ients to the poss ibil iti es that exist, they were able to change their lifestyle which were 

detrimental to their hea lth. Therefore, unders tand ing the patient 's spirituality can be an effecti ve 

therapy (Flemming, 1997). 

The concept of sp irituality in nursing was also explored by Goldberg (1998). She labeled her study 

as "connection". She explored the meaning of spirituality in relat ion to nursing care using the 

concept of synthesis. The concepts that emerged from her study of literature around spiritual ity 

are meaning, presencing, empathy/compassion, giving hope, love, religion, transcendence, touch 

and healing. According to Goldberg (I998) the concepts that emerged from her synthesis all 

appeared to be the product of a relationship, physica l, emotional , meaning, hope, love and 

religion. Some of these concepts appeared to fit in all categories whi ch is the reason she ca lls her 

model connection. Her emphasis of spiritual caring is based upon ass isting a person to find 

meaning in life, illness and in death. 

She also uses the concept of presencing to refer to the nurse being truly present to the other, 

demonstrating empathy/compassion, giving hope and love by use of touch. The concepts used by 

Golberg (1998) agree with the findin gs of this study. Thcse concepts were unequivocally 

expressed by the participants as the essential elements of spiritual caring. 

5.9.3 Factors influencing spiritual caring in literature 

Ross (1995) also tried to conceptuali ze the spiritual care with regards to the nursc's role and she 

identifies those factors which affect spiritual care. In her research study, her aim was to discover 

how nurses perceived spiritual care and how thcy described giving spiritual care in practice and 

what factors appeared to influence giving spiritual care to patients. She found that spirituality was 
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described in terms of needs experienced by patients. The need that was commonly identified was 

a need for bonding with the transcendent. These were needs for belief and fai th, peace and 

comfort, giving and receiving love and forgiveness, meaning, purpose and fulfilment, hope and 

creativity. Spiritual care was perceived to be influenced by factors relating to both nu rses and 

pat ients. These factors included perception of spiritual needs and spiritual care, life experiences, 

belief, willingness to give of self and sensitivi ty to patient 's needs, environmenta l factors,lack 

of time, lack of quietness and privacy, problems of communication on the part of patients 

associa ted with hearing loss, dement ia and coma. 

The factors that were discovered to be influenci ng spiritual care in the grounded theory of spiritual 

caring were re lated to both patients and nurses ' re ligious beliefs, cultural diversity, patient's 

abil ity to express their spirituality, nurse's experiences in recognizing patient's spiritual 

expressions and the nurse's sensi ti vi ty and compassion to patient' s suffering and pain. The 

diversity of religious he li ef..;; and cultural pr::tctices that are part of the South African nation were 

related by participants particularly nurses as importan t fa ctors that infl uenced their provision of 

spiritual care. Nurses reported that they were mainly challenged by cultural practices related to 

African ancestor worship and those related to specific religions such as refusal to receive blood 

transfusion. Therefore when the South African nurses consider rea lizing spirituality as an integral 

part of their nursing care, they will be sensi tive 10 pati ent 'S cul tural and religious beliefs. 

As South Africa is a rainbow nation which indicates the unity in divers ity so should be the 

nurses' considera tion in providing spiritual care. Among other principles mentioned in this study 

is that spiritual care shou ld be based upon the va lue of a person as a unique spiritual being with 

unique spiritual expressions. 

In contrast to Ross (1995) di scovery of communication factors influencing provision of spiritual 

care, this researcher in the grounded theory of spiritual caring found that the major communica ting 

factor was the patient's inability to express their spirituality. Partic ipants reported that most 

pa tients and nurses were embarrassed about openly communicating their spiritual problems. This 

made it difficult for nurses to provide spiritual care. Other factors which were found to be 

influen cing spiritual caring in this spiritual caring model were nurses' experiences and experti se 
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in recognizing patient's spiri tual expressions. Junior nurses were reported to be lacking intuitive 

abi lit ies to recognize and attend to patients' spirituality. In Ross( 1995) study, senior nurses were 

more sensi tive to patients needs compared to junior nurses and the type of ward where the nurse 

worked innucnced their understanding of spiritual care. These findings agree with the findings 

reported in this study. Narayanasamy (1993) also found that the majority of nurses viewed 

spirituality as a rcligious matter and they rarely offered spiritual support. Therefore nurses had 

a desire for further education to improve their knowlcdge and con fidence to attend to the spiritual 

needs ofpaticnts. In this Study, nurses also expressed their desire for marc knowledge regarding 

spiritual care. They felt that the ir lack of education on spiritual matters contributed to their 

neglect of tile patient's spiritual expressions. 

Spirituality, religiolls belief and culture seem to be the var iab les which are closely linked to each 

other. Research has revealed that re ligion has played an important role in helping patients and 

relatives to cope with both phys ical and mental illness. Foskett (1999) studies show that personal 

fa ith and organized religion where important resources in helping patients and their families cope 

with mental health problems. Parents of au tistic children reported use prayer to cope with their 

children 's cha llenges of au ti sm (Coulthard , & Fitzgcrld 1999). Religious beliefs were also 

perceived to be playing a major role in coping with anxiety and depression (Peeifer & Waelty, 

1999). 

Authors writing from a non re ligious connotation such as Labun (1988), Goddard (1995), and 

Cawley (1997) purport that spi rituality does not necessarily have to include a religious component, 

although religion may be one method by which patients can perceive meaning to their lives. For 

example, when patients were asked what contributed to meaning and hope in their life. the 

patients' responses indicated that the presence of the nurse and the care given by that nurse were 

the most significant factors. On the other hand, factors which did not contribute to meaning were 

identi fied as nurses who were too busy or who were incompetent, who did not spend time in 

interpersonal relationships wi th patients. For these patients the presence ofa nurse was a major 

factor in giving meaning and a sense of value (Hams, 1997). 
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5.9.4 The nurses ' responsihilities in spiritual caring 

According to Ross (1994) nurse's responsib ilities in spiritual canng included recognizing 

spiritual needs of the patients, facilitating participation in religious rituals, communicating by 

listening and talking to the patient and the family, by being with the patient, caring, supporting 

and showing empathy and by promoting a sense of well being. Ross (1994) purports that spiritual 

care can bc provided th rough the use of the nursing process. In this study spiritual care is provided 

through five major rolcs; that is accompanying, helping, presencing, valu ing and intercessory 

roles. Every nursing activity should integrate the spi ritual aspect. The nursing process can only 

be utilized for a limited portion of the patien t's spirit ua lity. Spiritual care is therefore an 

important aspect of each and every nurse/ patient encounter. 

Literature on spiritual care in nursing as reported by Cawley (1997) reports the studies of 

spi rituality from a religious connotation such as those stud ics onc by Rccd (1986,1987) whereby 

the hospitalized patients manifested personal religiousness to a significantly greater degree than 

healthy adults. The results of the study supported the hypothesis that terminally ill patients have 

a greater spiritual perspective compared to non terminally iJl adult patients. Sodcstrom and 

Martinson (1987) reported by Cawley (1997) discovered from their exploratory study of the 

spiri tual coping strategies of hospitalized cancer patients that 96 per cent of the patients who 

appeared to cope well had religious affiliation and 88 percent found meaning and purpose in their 

life through a belief in God. 

The use of prayer was the most commonly utilized coping strategy for those patients who 

believed in prayer. Similar to the findings in the grounded theory of spiritual caring, patients and 

nurses utilized their religious beliefs in coping with pain and suffering. The commonly used 

expressions of spirituality found in this study were prayer, meditation, fasting, Bible reading or 

reading other spiritual books. These were reported to be able to relieve anxiety, anger, guilt and 

other fonus of grief. In addition to the above coping strategies both patients and nurses utilized 

other people to help them cope with the pain of sutTering and death (Benner, 1984). 

170 



The people whose presence was found most comforting were the nurses, fami ly. friends, religious 

ministers and church groups. Even the presence or the researcher was fo und to be very comfort ing 

as one patient participant sa id "Jt is so nice that you arc here and talking to us. We are very lonely 

he re, we necd peoplc to come and talk to us and nurses seem to be very busy". 

The presence of other people was reported to be an essential comfon and a coping strategy in the 

grounded theory of spi ritual cari ng. Presence may mean just being there next to the patient and 

being silent , li stening to the patient's expressions of hi mself or herself as a spiritual being. On 

the other hand presence may be pan of performing a procedure embrac ing si Icnce as well as 

speaking. The imponance of being present next to the patient 's bedside was reported in literature 

as an essential role of a nurse (Burkhardt, 1989). 

Other authors like Goddard ( 1995) suggest defining spirituality as an integrative energy in which 

different aspects ofa person are brought together in teri inkeu anu harrnuniz~d, This cm:rgy may 

be depleted or maximized by an individual during illness. Goddard ( 1995) definition also 

incorporates the idea of being connected to others which again may be manifested through 

communication. Communication is a fundamental act in promoting spiri tua l caring. Boutell and 

Bozctt (1990) reported by Cawley (1997) indicated that nurses used communication through 

listening as an important indicator for assessing patient's spirituality. The information obtained 

through listen ing was reported to be 9 1 per cent , the information received through observation of 

patients was 75 per cent and 50 per cent through asking the patients. This indicates that spi ritual 

caring is mainly based on nurse/patien t interacti on through listening and presencing ofa nurse 

and sensiti vity to patient's unique expressions of spirituality. 

In the grounded theory study of spiritual caring, listening was repeatedly mentioned by the 

participants as an imponant factor in nurse/patient interaction. The participants repeatedly 

mentioned the need for the nurse to listen wi th sensiti vi ty in order to identi fy the clues of 

spiri tuality in patients. Therefore presencing involves stay ing with the patient, being readily 

available and listening with sensitivity. Other spiritual caring roles which have been identified in 

the grounded theory of spiritual caring which are interlinked to presencing were accompanying, 

helping, va luing and intcrccssory ro les. 
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The accompanying role ofa nurse includes, communicating, educating, faci litating and supporting 

the patient in his or her unique spiritual expressions. The helping role of a nurse involves 

comforting, encouraging, re~assllring, advocating, collaborating and referring. The helping role 

is an indispensable ro le in spiritual caring. It is linked to other roles that have already been 

mentioned. 

5.9.5 Ant('cedents and Consequences of spirituality 

Burkhardt (1989) states that the concept of spir illlality has no antecedent because it is a thing on 

its own, it cannot be explained by something not spiritual, it is irreducible, it can be conditioned 

by something without being caused by il. She further li sts some conseq uences of the concept of 

spiriruality which are; inner peace, joy, making life giving choices, drawing on inner strength and 

health. Inner strength mani fests joy, peace and self awareness, it gives ab ility to grow within, to 

touch into one's well being, it manifests hope and has abil ity to see beyond the present realities 

and is able to live with ambiguity and uncertainty. 

Cawley (1997) also commenting on antecedents and consequences of spirituality says that 

spiriruality is a broad concept and it may be difficult to identify the antecedents and consequences 

because these will present differently in each person and they are very personal and 

individualistic. In contrast to the above statement by Cawley (1997) and Burkhardt (1989), the 

theory of spiritual caring has identified faith , trust , and a commitment to a personal relationship 

with self, others and with God as the antecedents of spi rituality. On the other hand, hope, inner 

peace, finding meaning and purpose in life have been identified as the consequences of 

spirituality. Hope has been largely investigated and has been proven to be effective in caring for 

patients with chronic illnesses such as cancer. What nurses need is to learn how to increase 

patient's hope and trust so that patients may find meaning in life, illness and in death. 

The significance of hope in cancer patients is well documented. The challenge now lies in making 

nurses to be more aware orthe importance of promoting hope in their patients (Rostoen, 1998). 

This researcher argues that the spiritual expressions are learned from social interaction, so it 
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cannot be stated that there are no antecedents and no consequences. Perhaps, this is an area that 

needs further investigation. 

McGrath (1998) also views illness as the problem of meaning. Her emphasis is on the influence 

of culture to the individual's spiritua lity. She argues that culture is a template that outlines the 

possibilities, so cul ture is learned through social interaction and therefore spiritual expressions 

are also learned through social interact ion. The meaning people have for their illness is derived 

from their social integration or culture. The way the persons express their spi ri tua lity is greatly 

influenced by their cul tural background. 

From literature it is evident that nurses ought to nUrture faith and support patient's religious 

beliefs because these have been discovered to be valuable coping skills (Foskett, 1999). In the 

grounded theory of spiri tual caring, nurturing faith, inspiring hope and trust were c lassi li ed as the 

nursing activities which lonn the intercessory role of a nurse. Authors like 0' Brien (1999), Lister 

(J 997) view nursing as a theology of caring. In this study nurses act as nurses whether they 

perform pastoral work. Whenlhey give spi ritual counsel ing, they do it in the capacity ofa nurse, 

not in the capacity ofa religious minister. Spirituality was found to be a universal phenomenon, 

though it is experienced in a unique manner. 

Therefore, playing an intercessory role involves nurturing of faith by recognizing the unique 

manner which the patients use to express their faith. Rasi (1993) argues that faith is found in the 

stories we tell to bring coherence to what happens to us in life. It is this faith that has the power 

to sustain us in an imperfect world. Faith is nurtured through a relationship with a person or 

persons that are worthy of trust. Faith is knowing that God is both near and concerned, but also 

above and beyond (Rasi, 1993). As spirituality has a vertical and a horizontal dimension, so is 

faith. Faith has a vertical and a horizontal dimension. It connects each individual with God and 

with fellow human beings. It reveals itself in actions motivated by the decisions to fulfill the 

wishes to the trustworthy person. 

A dynamic faith is key to spiritual victory for both the nurse, the patient and family. In the 

grounded theory of spiritual caring participants reported that faith was the major factor in keeping 
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them going. Faith helped the patients to go through pain and suffering, it gave them ability to cope 

with the vicissitudes of life. It was through faith that the participants were able to grieve, come 

to tcrms with the reality of pain, and death and to finally go beyond. 

Paticnts expericncing physica l pain associated with cancer or other chronic illnesses also drew 

meaning for their pain and suffering from their religious faith (Kappeli, 2000). In the study 

conducted by Mtalane (1989) on the experiences of death and dying of tile Zulu patients, their 

families and care-givers, religious belief was an important factor in coping with death and dying. 

Though no studies have been reported in South Africa on the concepts of spirituality and spiritual 

care in nursing, South African nurses have speculated the concepts related to spiritual caring such 

as the concept ofubuntu in relationship to the nurses' compassion about human suffering and 

pain. The concept of"ubunhl" is the concept that is a part and parcel of being a person. The word 

ubuntu is the South African Constitution, yet its principles are not limited to the South Africans. 

Ubuntu is a universal phenomenon of just being a human (Haegert, 2000). Those who posses this 

virtue of ubuntu are noted by their compassion for human suffering. Ubuntu concept puts an 

emphasis on the realization that a person is a person though others. 

Haegert (2000) purports that an African ethics for nurses is based on the principle ofubuntu. In 

this study the concept ofubuntu was identified as one of the principles of spiritual caring. Ubuntu 

was based on the value of a person as a human being. The nurses guided by the principle of 

ubuntu will demonstrate respect for human dignity, accepting and understanding the patient as 

really is and maximizing the power of the patient to control his or her own care. 

Other studies related to the concept of spirituality are those reported from the Eastern part ofthe 

world. The consequences of spirituality found among the rural Thai elderly patients tally well with 

those reported in this study. Consequences of belief among the rural Thai elders were found to be 

their ability to cope with vicissitudes of life, being hopeful and having a peace of mind 

(Tongprateep, 2000). Hams (I 997) also speculated the concept of trust as an important factor in 

caring for patients with coronary disorders. The concept of trust has also been found to be 

essential in spiritual caring. 
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Spiri tual caring relies heavily on the patient and the nurse's beliefsystems. Usi ng faith in helping 

the patients to cope with dying in hospice care is an awareness of a sense of sensiti vity to other 

cultures (Lister, 1997). Nurses therefore nced to nurture in one way or the other thei r own 

spirituality so that they can be able to accept and understand pat ients' spirituality (Comette, 1997). 

Somet imes the nurses' attitudes and be li efs regarding spiritual care affected their abil ity to provide 

spiritual care (Taylor, Highfie ld and Amenla, 1994). These au thors viewed spiritual care as 

associated with promoting wel l-being within a holistic caring, respecting and supporting patient's 

beliefs, providing emotional care for the suffering, promoting or offering transcendent qualities, 

sharing the selfby being present and fac ilitating relat ionships. 

There are quite a number of similarit ies in the concepts used in literature and in the concepts used 

this study. The main differences are found in the way each individual author approaches the topic. 

Each author approaches the topic from his or hcr own philosophical point of view about reality. 

That is perhaps one reason that this researcher concludes by saying spiritual caring must be 

understood from both the patient and the nurses' point of view as they are all unique spi ritual 

beings subject to their own spirihlal belicfs and values. 

5. ] 0 Recommendations. 

Several hypothesis have becn deve loped in this study needing further investigation and test ing. 

The theory of spiritual caring needs to be tested for its practicality in clinical practice and in 

education. The concepts that have been developed in this study also need further analysis, 

definitions and testing from a different setting within the South African context. A larger sample 

may be appropriate in the subsequent studies to strengthen the validity and the reliability of the 

findings utilizing the quantitative research methods to find out from both nurses and patients their 

opinion about spirituality and spiritual care in nursing and the fac tors which influence how they 

give spiritual care and receive such care. 

Quantitative research will be appropriate in testing and measuring specific areas of spirituality 

such as measuring hope and trust and also finding the relationships between specific variables. 
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The antecedents and the consequences of spirituality also need further investigation. There are 

some aspects of spiritual ity which cannot be measured by quantitative methods. There this 

researcher recommends that more qualitative studies should be done to strengthen the grounded 

theory that has been developed in this study. 

Most nurses during the interview reported that they were never taught how to provide spi ritual 

care during their educational programs. They reported that onl y when they were in actual practice 

did they realize that they needed to care for the patient and famil ies; spiritual aspects too. 

Spiritual ity was reported 10 have been mentioned on ly when educators defined a person. Afterthal 

introduction nothing was mentioned regarding the care of the person as a spiritual being. There 

is therefore a need to incorporate the spiritual aspect of care in nursing education. Nursing 

students need to be taught how to recognize spiritual quests and how to deal with them. Spiritual 

care should be an integral part oflhe nurs ing education curricula. 

Qualified nurses should also be provided with in-serv ice and continuing education courses on the 

topic of spirituality and spiri tual care. Forclin ical practice, the increased AIDS epidemic ca lls for 

a real paradigm shift to patient care. Spiritua lity is not going to be just another option to patient 

care, but it is going to be the real thing. There is a greater need for spiritual care with palli ative 

care. Nurses in the cl inical practice need to implement spiritual care in their care. 

This research has vital implications for the clinical practice as well as the education of nurses. If 

nurses are to continue to claim that they are providing total patient care, the spi ritual component 

of their patients will be an integral part of their practice. On the other hand, ifnurses educators 

are to develop nursing curricula that are based upon the concept of holism, spiritual care will fonn 

part of their education. Spiri tuality will move from the intuitive level of knowing to the scientific 

level. 

5.11. Conclusion and summary 

This chapter has outlined the conceptual framework of the grounded theory analysis of the 

phenomena of spirituality and spiritual care in nursing. A conceptual framework is defined as the 
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set of interrela ted concepts that exp lain, predicts the relationships between the concepts. 

Conceptua l framework serve as guides to the practice of a profession. The model that has been 

developed in this study is called the "spiritual care model". The spiritual care mode l has been 

developed through the use of a grounded theory method of inqui ry. The conceptual model of 

spiritual care is aimed al adding to theonlOlogy and the epistemology of nursing through scientific 

modes of discovery. It is assumed that added knowledge to the nursing profession will improve 

the quality of patient care. 

The conceptual definitions used in the conceptual framework originated from the participants. The 

major concepts that were developed were basically related to the participants' understanding of 

spirituality and spiritual car ing. Spiritual ity was defined as an individual quest for establishing and 

or, maintaining a dynamic relationship with self, others and with God as understood by the person. 

The antecedents for spirituality were identified as faith, trust and hope. The consequences of 

spirituality were a lso identified as the inner peace, findin g meaning and purpose for life, illness 

and death and hope that goes beyond the material realm. Spiritual homeostasis was found to be 

threa tened by life' s cri ses of illness, suffering and death. These spiritual threats were labeled as 

"triggers". The triggers aroused responses which were classified as grieving, coming to terms and 

going beyond. 

"Going beyond" marked the period of spiritual experience characterized by a quest for a closer 

relationship with self, others and/or God. Spiritual care was defined as part of all care rooted 

upon the principles of being considerate to the unique needs of the patient and his or her family; 

being compassionate and loving and being part of the community guided by communal principle 

of "ubuntu". The nurses' intervention was described in tenns of five major roles, rather than in 

discrete actions. These roles were identified as accompanying, helping, presencing, valuing and 

intercessory roles . The spiritual care was marked by the following outcomes; inner peace, hope, 

trust, finding meaning and purpose in life. 

The descriptive words of the concept of spirituality have been explicated from the perspective of 

those experiencing the phenomena. The similarities and the differences in the meaning of the 

concepts used in spiritual caring have also been discovered. Therefore, it is time to get the 

spiritual component out of the private world to the open for scientific discovery so that the quality 

of total patient care can be improved. 
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ANNEXURE A: 

Permission for research (regional) 



The KwaZulu-Natal 

Department of Health 

Private Bag 9051 

Pietermaritzburg. 

3200. 

Dear Sri Madam, 

School of Nu ... sing 
Deccnt ... .a1iscd Prog..-ammcs 

Durban 4041 South Africa 

T,dl'phonl' +27 (O}JI 260 3122 

23 FebruK1y~~(jO: (0)31260 1543 

REQUEST FOR A PERMISSION TO CONDUCT A NURSING RESEARCH STUDY. 

My name is Sarah Mahlungulu. currently studying at the above mentioned university towards a 

doctoral degree in nursing. My research interest is on total patient care and how the aspect of 

spirituality is. or can be incorporated in nursing. The concept of spirituality in this study is used 

to refer to the aspect of every being which gives purpose to life and a will to live, a sense of value 

and meaning in spite of suffering and illness. a philosophy of lire to live by and to be understood. 

Research reveals that crisis such as illness or impending death tends to increase one' sensitivity 

to matters of spirituality. 

My research title is; Spiritual Care In Nursing: A Grounded Theory Analysis. The purpose 

of this study is to analyse the concepts of spirituality and spiritual care from the perspectives of 

both nurses and patients! clients in order to discover a shared meaning of the concepts in question. 

Secondly this study is aiming at generating a middle range theory of spiritual care in nursing that 

is grounded upon the patients/clients and the nurses 's perspectives of the process of providing 

spiritual care. 

This researcher trusts that this study wiU increase the ontology and the epistemology of nursing, 

and thus improving total patient care by incorporating patients ' values of spirituality in nursing 



care. On the other hand the development of a middle range theory of spiritual care will assist 

nurses by providing guidelines for spiritual care. 

This researcher therefore, requests a permission 10 collect the data on one to one interviews with 

pat ients/clients and nurses. Other methods of data collection will be focus groups discussions 

with nurses and also observations of clues of spiritual care in the nurse/patient interact ion. The 

hospital of choice is Addington Hospital medical surgical units and a postnatal unit. I would also 

like to conduct an introductory and a break away focus groups with professional nurses working 

in these units . The criteria for inclusion in the study is outlined on the short proposal. 

Enclosed is the research proposal summary and the interview guide for both nurses and patients 

participants. I will appreciate your assistance in helping me to achieve my research objectives. 

Yours ' Faithfully, 

Sarah, N . Mahlungulu . 
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ANNEXURE B: 

Permission for research (local) 



The Chief Nursing Manager 

Addington Hospital 

Durban . 

4000. 

Dear Sri Madam, 

051 May/2000 

School of Nursing 
Decentralised Programmes 

Durban 404] South Africa 

T .. lephon .. +27 (0)31 260 3122 
."acsimil .. +27 (0)3 1 260 1543 

REQUEST FOR A PERMISSION TO CONDUCT A NURSING RESEARCH STUDY. 

My name is Sarah MaWungulu. currently studying at the ahove mentioned university towards a 

doctora1 degree in nursing. My research interest is on tota1 patient care and how the aspect of 

spirituality is, or can be incorporated in nursing. The concept of spirituality in this study is used 

to refer to the aspect of every being which gives purpose to life and a will to live, a sense of value 

and meaning in spite of suffering and illness. a philosophy oflife to live by and to be understood . 

Research reveals that crisis such as illness or impending death tends to increase one ' sensit ivity 

to matters of spirituality. 

My research title is; Spiritual Care In Nuning: A Grounded Theory Analysis. The purpose 

of this study is to analyse the concepts of spirituality and spiritual care from the perspectives of 

both nurses and patients! clients in order to discover a shared meaning of the concepts in question. 

Secondly this study is aiming at generating a middle range theory of spiritual care in nursing that 

is grounded upon the patients/clients and the nurses's perspectives of the process of providing 

spiritual care. 

This researcher trusts that this study win increase the ontology and the epistemology of nursing, 

and thus improving total patient care by incorporating patients' values of spirituality in nursing 



care. On the other hand the development of a middle range theory of spiritual care will assist 

nurses by providing guidelines for spiritual care. 

This researcher therefore, requests a permission to collect the data on one to one interviews with 

patients/clients and nurses. Other methods of data collection will be focus groups discussions 

with nurses and also observations of clues of spiritual care in the nurse/patient interaction. The 

hospital of choice is Addington Hospital medical surgical uruts and a postnatal unit. I would also 

like to conduct an introductory and a break away focus groups with professional nurses working 

in these units. The criteria for inclusion in the study is outlined on the short proposal. 

Enclosed is the research proposal summary, the interview guide for both nurses and patients 

participants, the two copies of letters of permission from the Province of KW AZULU-NAT AL 

Department of Health Regional Director and HRD Research. Enclosed also is the written 

approval from the University Research Committee. 

I trust that you will kindly assist me to achieve my research object ives. 

Yours ' Faithfully, 

dlk.,d~ 
Sarah, N . ~ahlungulu . 



Province of KwnZulu-Nntnl 
Is ifundazwe SnKwaZulu-Natnli 

Provin sie Kwa Zulu -N.t.1 

H CJ ![ h Sc r .l tCC5 E.:::::: m)1 ilo Gc~ o ndhci ds cl ic nSI e 

orrice o ( the: Deput\' Direc tor : f\;lIr s ino • 

T el, 103 1) 3 27200 0 

Flu: (OJt) 327238 7 

Our R:r/!rcnc: 

P.O . Dox 9Ti 

DU RB AN 

JOOQ 

12 July 2000 

Ms S Mahlungulu 
B'.{ HAND 

Dear Ms Mahlun!)ula, 

RE : PRACTICALS : RESEARCH IN NURSING 
--------------------------------------

Your letter dated 05 May 2000 refers. 

Permission i s hereby granted fo r you to conduct a Nursing Research 
Study on 31 July 2000 . 

please repor t to Matrons Office (1st Floo r ) on your f1rst day 
of commencement to complete a n I ndemnit y Fo r m. 

Yours faithful l y 

DEP~~~ING 
---------------- - --- ----- -
For Ch1ef Medical Super1ntendent 
PA/kp 

'.' . 

fRialW<'!KJ<JsC(9:>ro<s a 
P1l£MIEIl'S coon CO'IEJlNANCE A WA RDS 
1999/2000 



The Nursing Service Manager, 

Saint Mary ' s Hospital, 

Private Bag XI6 Ashwood . 

3605 

Dear Sri Madam, 

February 22, 2000. 

School of Nursing 
DCi.:cntraJised Programmes 

Durban 4041 South Africa 

Tcll'phone +27 (0)31 2603122 
t-lIcsimil l' +27 (OP] 260 1543 

REQUEST FOR A PERMISSION TO CONDUCT A NURSING RESEARCH STUDY. 

My name is Sarah Mahlungulu, currently studying at the above mentioned university towards a 

doctoral degree in nursing. My research interest is on total patient care and how the aspect of 

spirituality is, or can be incorporated in nursing. The concept of spirituality in this study is used 

to refer to the aspect of every being which gives purpose to life and a will to live, a sense of value 

and meaning in spite of suffering and illness. a philosophy oflife to live by and to be understood . 

Research reveals that crisis such as illness or impending death tends to increase one' sensitivity 

to matters of spirituality. 

My research title is; Spiritual Care In Nursing: A Grounded Theory Analysis. The purpose 

of this study is to analyse the concepts of spirituality and spiritual care from the perspectives of 

both nurses and patients! clients in order to discover a shared meaning of the concepts in question. 

Secondly this study is aiming at generating a middle range theory of spiritual care in nursing that 

is grounded upon the patients/clients and the nurses's perspectives of the process of providing 

spiritual care. 

This researcher trusts that this study wil1 increase the ontology and the epistemology of nursing, 

and thus improving tot31 patient care by incorporating patients' values of spirituality in nursing 

care. On the other hand the development of a middle range theory of spiritual care will assist 

nurses by providing guidelines for spiritu31 care. 



This researcher therefore, requests a permission to collect the data on one to one interviews with 

patients/clients and nurses. Other methods of data collection will be focus groups discussions 

with nurses and also observations of clues of spiritual care in the nurse/patient interaction. This 

researcher would like to interview patients in the surgical, medical and postnatal units and the 

nurses who care for these patients. The criteria for inclusion in the study is outlined in the short 

proposal. 

Enclosed is the research proposal summary and the interview guide for both nurses and patients 

participants. I will appreciate your assistance in helping me to achieve my research objectives. 

Data collection will begin as soon as I receive your approval . 

Yours ' Faithfully, 

~.££"~1 
Sarah~~ahlungulu . 
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The Nursing Service Manager 

Highway Hospice, 

PO Box 28, 

Westville. 3630. 

Dear SrI Madam, 

SchoolorNul"'Slng 
D~c~lllrlloli~c=d ]"rogrammC=5 

Dwboon 4041 South Africa 

TrJrphonr.27 (0)31 260 3122 

.·..,&irnil' H7 (0)31 260 1543 

23 Feb. 2000 

REOUEST FOR A PERMISSION TO CONDUCT A NURSING RESEARCH STUDY, 

My name is Sarah Mahlungulu, currently studying at the above mentioned university towards a 

doctoral degree in nursing. My research interest is on total patient care and how the aspect of 

spirituality is, or can be incorporated in nursing. The concept of spirituality in this study is used 

to refer to the aspect of every being which gives purpose to life and a will to live, a sense of value 

and meaning in spite ofsuifering and illness. a philosophy oflife to live by and to be understood . 

Research reveals that crisis such as illness or impending death tends to increase one' sensitivity 

to matters of spirituality. 

My research title is; Spiritual Care In Nursing: A Grounded Theory Analysis. The purpose 

of this study is to anaJyse the concepts of spirituality and spiritual care from the perspectives of 

both nurses and patients! clients in order to discover a shared meaning of the concepts in question. 

Secondly this study is aiming at generating a middle range theory of spiritual care in nursing that 

is grounded upon the patients/clients and the nurses's perspectives of the process of providing 

spiritual care. 

This researcher trusts that this study will increase the ontology and the epistemology of nUT sing, 



and thus improving total patient care by incorporating patients ' values of spirituality in nursing 

care, On the other hand the development of a middle range theory of spiritual care will assist 

nurses by providing guidelines for spiritual care. 

This researcher therefore, requests a permission to collect the data on one to one interviews with 

patients/clients and nurses. Other methods of data collection will be focus groups discussions 

with nurses and also observations of clues of spiritual care in the nurse/patient interaction. This 

researcher would also like to conduct an introductory and a break away focus groups with 

professional nurses working with terminal ill patients in your hospice. The criteria for inclusion 

in the study is outlined on the short proposaL 

Enclosed is the research proposal summary and the interview guide for both nurses and patients 

participants. I will appreciate your assistance in helping me to achieve my research objectives. 

Yours Faithfully, 

4'~~---
Sarah, N . ~ungulu. 



lHE HIGHWAY HOSPICE ASSOCIATION 
59 Locksley Drive, Sherwood 409 1 ~ 20861 10 Fax : 208294 b ~ 28, Westville 3630 

E-m ail : highhosp@dbn.lia.net Internet: www.h osp ice.co.za 

Ms Sarah N. Mahlungulu 
Faculty of Community Development Disciplines 
School of Nursing 
University of Natal 
Durban 
4001 

Fax No: 260-1543 

Dear Sarah, 

16th March 2000 

RE: REQUEST FOR PERMISSION TO CONDUCT A NURSING RESEARCH 
STUDY 

I am pleased to inform you that permission is given to use Highway Hospice as a 
site for your research and we look forward to meeting you for further discussion. 

Yours sincerely 

Karen Hinton (Mrs) 
Head of Education 



To All Potential Research Participants 

Dear Sirl Madam, 

School of Nursing 
Decentralised Prognmll"'5 

Durban 4041 Soulh NriCl 

T.I~phon. f'Z7 (')31 260 3122 

F..."imilt.'Z7 (0)31260 ISO 

February 22, 2000 

My name is Sarah Mahlungulu, currently studying at the above mentioned university towards a 

doctora] degree in nursing. My research title is ~ Spiritual Care Ln Nursing: A Grounded 

Theory Analysis. The purpose of the study is to analyse the concepts of spirituality and spiritual 

care in nursing from the perspectives of patients! clients and nurses. The ultimate aim is to 

generate a middle range theory of spiritual care in nursing that is grounded upon the patients! 

clients and nurses ' views of these concepts. 

You are therefore, kindly requested to participate in an interview that will be conducted on one 

to one basis. Each interview will not last for more than 15-20 minutes at a given time. The 

information shared with the researcher will be kept confidentially. An audio tape will be used 

during the interview to record the conversation between the researcher and the interviewee. This 

will be done to facilitate recording. To ensure confidentiality, the researcher will assign numbers 

to each participant so that the information given is recorded in numbers not in the name of the 

participant. 

Participation in this study is purely voluntarily and essential though not compulsory. Participants 

are free to discontinue their participation at any time during the study if for any reason they feel 

they cannot continue with the study. The researcher trusts that the infonnation received will add 

to the nursing knowledge of total patient care by incorporating aspects of spirituality to patient 

care. 

Though participation is not compulsory, it will be a great privilege for you to be part of this new 

development in nursing. lfyou will participate please indicate by a mark next to Yes if you will 

not participate, please mark No on the space below 

-----------------.-------------------------------------------------------------------------------------------------
] will participate on the research study on spiritual care in nursing; a grounded theory analysis. 



yes----- No---- . 

Thanking you in advance, 

Yours Truly, 

~~ 
S. N . MaJlu'ngUlu. 



Kulabo abangaba yingxenye yocwaningo(research participants). 

Mnumzanel Nkosikazil Nkosazane, 

School of Nursing 
Decentralised Programmes 

~ban 4041 Sou~ Afnca 

l'",l~phon'" +27 (0).31 260 3122 
FaQimU", +27 (0)31260 IS4J 

22 March 2000 

Igama lami ngIngu Sarah Mahlungulu, ngifunda kule University engentla, ngenza iziqu 

zobudokotela ebuhlengikazini. Ngenza uphando ngokunakekelwa kornphefumlo ebuhlengikazini 

"Spiritual Care in N uning: A Grounded Theory Analysis"Uyacelwa ngokuzithoba okukhulu 

ukuba ube yingxenye yolulucwaningo lapho kuyo xoxiswana nawe ngale sisihloko, ubuzwe 

imibuzo (interview). Le mibuzo angekhe ithathe ngaphezulu kwamizuzu angamashurni amabili . 

Okuxoxwe nawe kogcinwa kuyimfihlo . Igarna lakho ngekhe lisetshenziswe. kepha, uyonikezwa 

inombolo eyosetshenziswa esikhundleni segama lakho. lngxoxo iyoqoshwa kwisi qophamazwi 

(tape recorder) . 

Ukuba yingxenye yalolucwaningo akuphoqiwe, uba yingxenye yalo kuphela urna uwmile. Uma 

uwmile ukungena kulolucwaningo ukhululekile ukushiya uma usutisa ukuyeka. Umphathi 

walolucwaningo uyathemba ukuthi imiphumela iyosiza kakhulu ukwandisa ekuhlengweni 

kweziguli ngokuphelele. 

Yize noma ungaphoqelekile ukuba yingxenye yalolucwaningo, kepha, kungaba kuhle kakhulu 

nakuwe ukuthi ebenegalelo ekuthuthukiseni ulwazi lobuhlengikazi. Uma uwma ukuba yingxenye 

yalolucwaningo yenza uphawu olunje "X" eduze kokuwma (Yes) noba eduze kokunqaba (No) 

uma ungekhe uphumelele ukuba yingxenye. 



Mina ngiyavuma ukuba yingxenye yalolucwaningo; Yebo (Yes) ------- Qha (No) ------

Ngiyabonga kakhulu! 

Yimina ozithobileyo 

Sarah MaWungulu 



ANNEXUREC: 

Guidelines for interviews 



RESEARCH IN TERVIEW GUlDE 

SECTION ONE. 

SPIRITUAL CARE IN NURSING: PATIENT/CLIENT INTERVIEW GUlDE 

The purpose of this interview is to gather information about the concepts of spirituality 

and spiritual care as you understand and experience them in your every day encounter 

with life's experiences of happiness, illness pain and suffering. The ultimate goal is to 

develop a general understanding of the concepts in order to Improve nursing care by 

incorporating aspects of spirituality as desired by the patients/clients. 

There are no right and wrong answers to the questions. The idea is to find your honest 

opinion and experiences that you would classify as spiritual encounters. 

CONCEPT OF ONES' SPIRITUALITY 

1. What do you understand by the term "spirituality"? 

2. Which personal experiences would you describe as spiritual experiences? 

3. What significance does spirituality have in your life? 

4. How does your spirituality affect your responses to life's crisis such as illness, 

pain and separation from loved ones? 

5. How does your spirituality influence your moments of joy, peace and 

happiness in your life? 

6. Which activities would you classify as directed towards meeting your spiritual 

needs? 



7. What is the role played by spirituality in your life? 

Spiritual care in nursing. 

1. What do you need for spiritual sat isfaction? 

2. Which life experiences increase your spiritual needs? 

3. How does your spirituality affect your present illness, or how does your 

present illness affect your spirituality? 

4. During the course of your illness and hospi talization which spiritual needs 

have you experienced? 

5. Which role do you think nurses should play in meeting your spiritual 

needs? 

6. What are your spiritual values that you would like to see respected while in 

the hospital or continuing with treatment outside the hospital? 

SECTION TWO 

SPIRITUAL CARE IN NURSING AN INTERVIEW GUIDE FOR NURSES . 

1. What do you understand by the concept of spirituality? 

2. What role does spirituality play in total patient care? 

3. How do patients express their spiritual ity? 



4. What is the significance of spirituality in providing patient care. 

5. What are the spiritual clues you have observed on patients? 

6. What role is played by spirituality in patients who are faced wit he 

terminal or major illnesses? 

7. How have you responded on patient's spiritual needs? 

8. How can you describe spiritual care? 

9. Which nursing activities would you classify as meeting the patient's spiritual 

needs? 

FOCUS GROUP INTER VIEW WITH NURSES. 

The purpose of this focus group is to introduce the topic of my study. 

Introduction. 

Nurses aspire to provide total patient care which includes the physical, psychosocial and 

spiritual aspects of all patients. How do we as nurses reach our aspirations? For the 

physical we clean our patients give treatment as prescribed, making sure that the patient 

is as comfortable as possible. What about spiritual? What is the spiritual aspect of a 

person? What is the significance of spirituality in nursing? How does spirituality affect 

our patients and their responses to nursing care? 

In the next fifteen minutes we shall look at these questions and try to answer them as the 



answers come to our minds. Remember there are no right and wrong answers . We shall 

simple be brainstorming on what we think about spirituality and spiritual care in nursing . 

Thank you for your participation in this focus group discussion. I trust that as we 

continue to search for answers in spiritual aspect of nursing care, we shall finally find the 

ways in which we can improve our patient care. 

Thank you . 



ANNEXURED: 

Table of codes 



ANNEXURED 

TABLE 1 

REPORT ON CODING OF DEFINITIONS OF 
SPIRITUALITY FROM ALL DOCUMENTS 

Numbers Node, Paragraphs Documents 
Coded Coded 

I. Spirituality as 23 I I 
belief 

2. Spirituality as 3 2 
religion 

3. Spirituality as 5 4 
faith 

4. Spirituality gives 6 5 
hope 

s. Spirituality as 8 5 
inner peace 

6 . Spirituality gives 2 I 
mearung 

7. Spirituality gives 2 I 
purpose 

8. Spirituality as 2 2 
an entire being 

9. Spirituality as 3 3 . . 
emotion 

10. Spiritual ity as 4 3 
the soul 

1 

Passages 
Coded 

26 

3 

6 

7 

7 

2 

1 

2 

3 

3 



11. Spirituality as 2 2 2 
energy force 

12. Spirituality as 9 6 7 
inner part 

13 . Spirituality as a 9 7 9 
relationship 

14. Spirituality as 4 3 5 
ubuntu 

15. Spirituality as 2 2 2 
value 

16. Spirituality is 4 3 4 
uruque 

17. Spirituality is 6 4 6 
universal 

18. Spirituality is I 1 I 
dynamic 

19. Spirituality as 1 I 5 1 1 
identity 

20. Spirituality as 9 4 7 
morals 

2 


