
INTRODUCTION
The World Health Organization, in defining
palliative care, combines control of pain and
other symptoms with psychological, social,
and spiritual care.1 Research into spirituality
and health has developed into a thriving
field over the last 20 years, as is evident
from the more than 5000 citations that
appear when the MeSH term ‘spirituality’ is
entered in CINAHL or MEDLINE.2 It is now
common to see attention to spirituality cited
as an ethical obligation of professional
care.3,4 The professional literature in
medicine,5,6 nursing,7,8 psychology,9 and
social work10 affirms this obligation.

To identify points of agreement about
spirituality as it applies to health care, and
to make recommendations to advance the
delivery of qualified spiritual care in
palliative care, a consensus conference was
held on 17–18 February 2009, in Pasadena,
California. The conference was based on the
belief that spiritual care is a fundamental
component of quality palliative care. The
participants agreed upon the following
definition:

‘Spirituality is the aspect of humanity that
refers to the way individuals seek and
express meaning and purpose and the way
they experience their connectedness to the
moment, to self, to others, to nature, and to
the significant or sacred.’ 11

There is little guidance, however, on how

to deal with spirituality in daily practice. In
the medical literature, there is considerable
interest in and debate about how patients’
religion and spirituality should be
addressed.12–17 Regardless of religious
background, patients’ willingness to discuss
spiritual health issues may depend on the
qualities of physicians, such as openness, a
non-judgmental nature, respect for the
spiritual views of others, and attitudes
towards spiritual health. Patients’ views of
how physicians should address spiritual
issues may favour a direct, principle-based,
patient-centred approach in the context of
‘getting to know the patient’, rather than
more structured approaches such as using
spiritual-assessment tools.18

There are well-defined recommendations
on providing spiritual care in hospitals or
hospices, including collaboration among
the members of multidisciplinary teams.11

In the outpatient setting, having a
multidisciplinary team is more challenging.
There are no generally accepted guidelines
or practices for spiritual care in this arena.
GPs often coordinate patient-centred care
in outpatient settings. It is therefore
reasonable to assume that it is the GP’s role
to organise and provide spiritual care for
their patients as well. Perhaps in more
complex situations, GPs should collaborate
with a multidisciplinary team that contains
professional spiritual-care providers.

The aim of this article is to provide a solid
overview of GPs’ views about their role in
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Abstract
Background
Although it is now common to see spirituality
as an integral part of health care, little is known
about how to deal with this topic in daily
practice.

Aim
To investigate the literature about GPs’ views on
their role in spiritual care, and about their
perceived barriers and facilitating factors in
assessing spiritual needs.

Design
Qualitative evidence synthesis.

Method
The primary data sources searched were
MEDLINE, Web of Science, CINAHL, Embase,
and ATLA Religion Database. Qualitative studies
that described the views of GPs on their role in
providing spiritual care, or that described the
barriers and facilitating factors they experience
in doing so, were included. Quantitative studies,
descriptive papers, editorials, and opinion
papers were excluded.

Results
Most GPs see it as their role to identify and
assess patients’ spiritual needs, despite
perceived barriers such as lack of time and
specific training. However, they struggle with
spiritual language and experience feelings of
discomfort and fear that patients will refuse to
engage in the discussion. Communicating
willingness to engage in spiritual care, using a
non-judgemental approach, facilitates spiritual
conversations.

Conclusion
The results of the studies included here were
mostly congruent, affirming that many GPs see
themselves as supporters of patients’ spiritual
wellbeing, but lack specific knowledge, skills,
and attitudes to perform a spiritual assessment
and to provide spiritual care. Spirituality may be
of special consequence at the end of life, with
an increased search for meaning. Actively
addressing spiritual issues fits into the
biopsychosocial–spiritual model of care.
Further research is needed to clarify the role of
the GP as a spiritual care giver.

Keywords
general practitioners; primary health care;
spirituality.
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spiritual care, and the barriers and
facilitating factors they experience in
providing this care. Good qualitative
research in this field has already been done,
but there is no review article to organise and
summarise these studies. In this qualitative
evidence synthesis, the authors searched
for an answer to the following questions: (a)
What are the barriers and the facilitating
factors that GPs experience in assessing the
need for spiritual care and in providing
spiritual care? (b) What are the views of GPs
about their role in spiritual care?

METHOD
Design
A qualitative evidence synthesis was
conducted using thematic analysis. The
strength of thematic analysis lies in its
potential to draw conclusions based on
common elements across otherwise
heterogeneous studies.19 Conclusions from
thematic analysis fulfil an important
research aim of qualitative research in
generating hypotheses, an area to which
traditional systematic reviews are poorly
suited.20

Databases
The search was performed in five databases
(MEDLINE, Web of Science, CINAHL,
Embase, and ATLA Religion Database), with
various combinations of search terms, and
without date restrictions, in order to make
the search strategy as sensitive as possible
(Table 1). The authors decided not to include
psychological or sociological databases,
because they were convinced that these
domains would not contribute to the answer
to the research questions. After selection of
the relevant full-text articles, a cited
reference search was made (in the
database Web of Knowledge) from each
article, in order to complete the list of
relevant articles. For the search strategy,
see Box 1.

Inclusion and exclusion criteria
In the articles that were found, a first
selection was made by reading the title and
abstract. This selection was made by two
independent authors, who compared and
discussed their results until agreement was
reached. The selection of relevant
publications was based on the following
inclusion criteria: the article had to describe
the views of GPs on their role in addressing
or providing spiritual care, or the barriers
and facilitating factors that GPs experience
in addressing or providing spiritual care.
Only those articles in which spirituality was
understood in the same sense as the
following definition were taken into account:

‘Spirituality is the aspect of humanity that
refers to the way individuals seek and
express meaning and purpose and the way
they experience their connectedness to the
moment, to self, to others, to nature, and to
the significant or sacred.’ 11

Publications with interpretations of
spirituality other than the definition
presented earlier were excluded, such as
complementary and alternative medicine or
spiritual healing. Articles about holistic
health were also excluded if the spiritual
component was not investigated separately
from the physical, psychological, and social
component. Studies that described views of
multiple groups of professional care givers
(for example, nurses, GPs, and chaplains)
were included if the findings of the views of
the GPs were described separately from the
other professional groups. Only qualitative
research published in English was included.
No article was excluded on the basis of
setting. Outpatient settings were included,
as well as hospital or hospice settings. The
authors did not exclude studies on the basis
of origin or religion.

According to the guidance of the
Cochrane Qualitative Research Methods
Group, where critical appraisal is viewed as
a technical and paradigmatic exercise, it is
worth considering limiting the type of
qualitative studies to be included in a
systematic review. The authors suggests
restricting included qualitative research
reports to empirical studies with a
description of the sampling strategy, data-
collection procedures, and the type of data
analysis used.

These empirical studies should include
the methodology chosen and the methods
or research techniques opted for, since this
facilitates the systematic use of critical
appraisal, as well as a more paradigmatic
appraisal process. Therefore, descriptive

How this fits in
Research into spirituality and health has
developed into a thriving field over the last
20 years. There is little guidance, however,
on how to deal with spirituality in general
practice. This qualitative evidence synthesis
is the first to collect and summarise the
existing qualitative research about GPs’
views on their role as spiritual care givers,
and their perceived barriers and facilitating
factors in assessing spiritual needs.
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papers, editorials, and opinion papers were
excluded.21

Critical appraisal
Critical-appraisal instruments should be
regarded as technical tools to assist in the
appraisal of qualitative studies, looking for
indications in the methods or discussion
section that add to the level of
methodological soundness of the study.
This judgement determines the extent to
which the reviewers may have confidence in
the researcher’s competence in being able
to conduct research that follows established
norms,22 and is a minimum requirement for

critical assessment of qualitative studies.21

The Joanna Briggs Institute (JBI) tool was
selected for this qualitative evidence
synthesis because, according to a recent
study from Hannes et al,23 it appears to be
the most coherent instrument in evaluating
the validity of qualitative research.

Analysis
Thematic analysis was used as a method
for analysis and synthesis of the selected
papers. Thematic analysis is a tried and
tested method that preserves an explicit
and transparent link between the
conclusions and text of the primary studies;
as such, it preserves principles that have
traditionally been important to systematic
reviewing.24 Thematic analysis has three
stages: line-by-line coding of the text,
development of ‘descriptive themes’, and
generation of ‘analytical themes’. While the
development of descriptive themes remains
‘close’ to the primary studies, the analytical
themes represent a stage of interpretation
whereby the reviewers ‘go beyond’ the
primary studies and generate new
interpretive constructs, explanations, or
hypotheses.24 After careful inductive coding
(both descriptive and interpretive), recurring
themes were located. The qualitative
software program ATLAS.ti 6.2 was used to
code, sort, and assist in data analysis.

RESULTS
Results of the searches in the five
databases
The flow diagram of the study-selection
process is presented in Figure 1.

In MEDLINE, 533 publications were
retrieved. In Web of Science, the search
yielded 333 articles. The search in CINAHL
resulted in 264 articles, and in Embase, 24
articles were identified with the
combination of search terms. Finally, in the
ATLA Religion Database, another 66 articles
were found.

Seventy-two possible relevant articles
were selected after reading titles and
abstracts. The full texts of those articles
were read carefully, and a second selection
was made, based on the inclusion and
exclusion criteria as described above.
Twenty full-text articles with relevant
content remained. A cited reference search
(in Web of Knowledge) was done from these
20 articles, to see if other relevant
publications could be added to the list. The
20 articles were cited 256 times. Of these
cited articles, eight were already included.
After reading the other 248 articles, two
relevant publications were added, bringing
the total count to 22 relevant full-text

Box 1. Search strategy — July 2010
Database Search strategy
MEDLINE (PubMed) “Spirituality”[Mesh] AND “Physicians, Family”[Mesh]

“Spirituality”[Mesh] AND “Primary Health Care”[Mesh]
“Holistic Health”[Mesh] AND “Physicians, Family”[Mesh]
“Holistic Health”[Mesh] AND “Primary Health Care”[Mesh]

Web of Science “Spiritual*” AND “Family Physician*”
(ISI Web of Knowledge) “Spiritual*” AND “General Practic*”

“Spiritual*” AND “Primary Care”
“Holistic” AND “Family Physician*”
“Holistic” AND “General Practic*”
“Holistic” AND “Primary Care”

CINAHL “Spiritual*” AND “Family Physician*”
“Spiritual*” AND “General Practic*”
“Spiritual*” AND “Primary Care”
“Holistic” AND “Family Physician*”
“Holistic” AND “General Practic*”
“Holistic” AND “Primary Care

Embase “Spiritual care” AND “Primary Health Care”
“Spiritual care” AND “Primary Medical Care”
“Spiritual care” AND “General Practitioner”

ATLA Religion Database “Spiritual*” AND “Family Physician*”
“Spiritual*” AND “Physician*”
“Spiritual*” AND “Primary Care”
“Holistic” AND “Family Physician*”
“Holistic” AND “Physician*”
“Holistic” AND “Primary Care”
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Papers excluded (n = 242)
• Data not extractable or

outcomes not relevant (n = 76)
• Population not relevant (n = 74)
• Reference standard not

relevant (n = 56)
• Scale not relevant (n = 36)

Potentially relevant papers
identified by research
(n = 28 586)

Studies included
(n = 113)

Papers retrieved for more
detailed evaluation
(n = 355)

Papers retrieved because
clearly not relevant
(n = 28 231)

Figure 1. Flow diagram of the study-selection process.



articles. One more relevant publication was
recommended by an expert. Eleven of the 23
articles were excluded because they
contained quantitative research (all self-
administered surveys with closed-ended
questions), and five more were excluded
because they were opinion or descriptive
papers. The other seven articles with
qualitative research were used for further
assimilation.

Critical appraisal
The JBI tool was used for critical appraisal
of the seven selected papers.25 This tool
consists of 10 criteria (Appendix 1). No
additional exclusions were made after
technical appraisal, in view of the high
quality of the seven articles. Table 1
summarises the demographic and
methodological characteristics of the
included qualitative studies.26–32

Analysis
Table 2 shows a thematic matrix
summarising the study results; role of the
GP as spiritual carer, barriers perceived by
GPs in assessing and providing spiritual
care, and facilitating factors perceived by
GPs in assessing and providing spiritual
care.

Role of the GP as spiritual care giver
What is the perceived role of a GP in spiritual
care?
Most of the GPs expressed the belief that it
was their responsibility to identify and
assess patients’ spiritual needs:26–29

‘That’s a silly question, isn’t it? If I saw
myself as dealing just with the physical
problems I wouldn’t get anywhere. I couldn’t
do the job. You would just push the button
and get one answer. That’s not what I do.’28

Despite the fact that most GPs were
convinced that it is their task to identify their
patients’ spiritual resources and goals,26,27 a
minority of physicians were opposed to
addressing spiritual issues with patients,
especially if they felt that this referred
specifically to ‘religion’, because they felt
that discussing religion was not part of their
role as a doctor.30 However, the GPs who
accepted the importance of conducting a
spiritual assessment suggested that it often
meant struggling with the unanswerable
nature of spiritual concerns, questions, and
dilemmas:31

‘A lot of times ... You want a solution for A
and B, A + B = D. But a lot of the times you
never get that answer. It’s a journey and a
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process, not just a patient with a disease.
This is a person who’s married; they go to
church or whatever beliefs they have. It’s
about trying to get to know a patient and
understand how their life is “outside” of
their disease, “outside” of our clinic.’31

GPs viewed themselves as facilitators and
encouragers of patients’ spiritual values,

and as resources rather than as spiritual
counsellors.26 They noted that encouraging
patients to use spiritual practices that had
helped them in the past to manage difficult
circumstances was a method by which they
provided spiritual care:29,32

‘If the patient says ... “I don’t go to church, I
don’t pray”; then I will encourage them to

e753 British Journal of General Practice, November 2011

Table 2. Thematic matrix: role of the GP in spiritual care, and barriers and facilitating factors in spiritual
care giving
Role of the GP as a
spiritual care giver What? How? When? Why?

• Identifying and assessing • Listening to the patient • Most important during critical • Spiritual care is an
spiritual needs • Validating patients’ points of clinical care important aspect of

• Being a facilitator and spiritual beliefs • Patients should take the patient care
encourager of the patients’ • Remaining with patients initiative to start spiritual • Scientific evidence
spiritual values during times of need discussions linking spirituality and

• Providing spiritual care • Being respectful of • In answer to spiritual issues or positive health
appropriate to patients’ beliefs patients’ beliefs questions, raised by the patient outcomes and values

• Not imposing own beliefs
and values

• Exhibiting a positive caring
demeanour that is genuine and
non-judgemental

• Approaching spiritual
discussions with gentleness,
reverence, sensitivity, and integrity

• Being present with the patient
• Both structured (such as, a

spiritual-assessment tool) and
unstructured forms of spiritual
assessment

Barriers Physician factors Patient factors Contextual factors
• Feeling uncertain initiating • Patient being the ‘wrong sort • Lack of formal training and

spiritual discussions of person’ appropriate strategies
• Fear that patients will misinterpret • Time as a limiting factor

spiritual discussions as pushing religion • Setting (for example, the
• Concern about invasion of patients’ privacy examination room)
• Fear of causing discomfort • Lack of discussion of the role of
• Struggle with the spiritual language spirituality among care providers
• Thinking that spiritual issues have • Lack of continuity of managed care

lower priority than other medical concerns
• Belief that spiritual discussions will not

influence patients’ lives
• Lack of physician spiritual awareness
• Different belief systems between

physician and patient
Facilitating factors Physician factors Patient factors Contextual factors

• Communicating a willingness to engage • Patient being ‘the right sort of person’ • Visiting patients at the bedside or
in (and have time for) spiritual discussions • Patients visiting the physician frequently at home

•Good communication techniques • High degree of physician–patient • Co-workers reinforcing the GP’s
(such as friendly body language) cultural concordance role as a spiritual care giver

• Assuring patients that spiritual
confidences will be received in a
non-judgemental fashion

• Patient-centred approach
• Taking care not to abuse their position
• A diplomatic approach when the spiritual

beliefs of the physician and patient differ
• Physicians being more spiritually inclined



look at, and to think about what gives them
strength and hope because we all have that
spiritual aspect of ourselves ...’29

In general, however, participants noted
that they would only encourage what they
personally judged to be positive spirituality:

‘If it’s some ritual and I think there’s
something bizarre about it, then I am not
going to encourage that ... Don’t stop your
lisinopril and don’t stop your Prozac.’29

After spiritual assessment has been
carried out, most GPs perceived that they
may also have a role in providing spiritual
care, by offering therapies (answers,
suggestions, or exercises) related to
patients’ questions and appropriate to
patients’ beliefs and values.26,28

Why should GPs provide spiritual care?
Physicians who regularly discussed
spirituality believed that the scientific
evidence linking spirituality and positive
health outcomes justified their actions:26,29

‘Every physician ought to be dealing with
[patients’] spiritual issues. [For example,]
how can you justify not talking about
spirituality to a patient with depression
when you can prove scientifically that
strengthening faith commitment helps
them? It really comes down to a quality-of-
care issue.’26

Besides the scientific evidence, the GPs
who overtly discussed spiritual issues in
spite of perceived barriers did so because of
its relevance to their patients; they perceived
spiritual care to be an important aspect of
patient care:29,31,32

‘The advantages [of integrating spirituality in
medicine] are to improve how people heal ...
[second], I think you develop a closer bond
with the patient and better understanding of
them and their family and what they go
through with pain and ultimately that leads
you to take better care of them.’31

When should GPs provide spiritual care?
Most GPs reported that they would leave it
to their patients to raise the topic of spiritual
beliefs:26,28,30,31

‘It’s one of those areas where you need a
small amount of the patient’s permission to
get started and a lot more of the patient’s
permission to finish.’26

In general, GPs accepted that if spiritual
issues or questions were raised, they

should be responded to.26,28–32 Spiritual
issues can be discussed if the patient raises
the topic but, generally, GPs address
patients’ spirituality during critical points of
clinical care (for example, terminal
diagnosis), with a few addressing it
throughout the continuum of care:26,29,31,32

‘... certainly chronic conditions ... when it
gets to these potentially mortal, morbid
sorts of situations in health care, you do see
a lot more of “Why me? Why is this
happening? What have I done?”.’ 29

How should GPs provide spiritual care?
GPs universally viewed themselves as
sources of support for patients through
listening, validating spiritual beliefs, and
remaining with patients during times of
need:26,29

‘I don’t have to be a spiritual master. I can be
a human being, trying to connect with
another human being. That is a healing
experience.’26

Several GPs expressed concern about
being respectful of patients’ beliefs without
imposing their own beliefs and values:26,31

‘I can’t even describe how negative it [would
be] for me to impose my spiritual beliefs on
[my] patients.’26

GPs emphasised that they provided
spiritual care to their patients by exhibiting a
positive caring demeanour that was
genuine and non-judgemental.29 They found
it very important to approach spiritual
discussions with gentleness, reverence,
sensitivity, and integrity.26 Participants in
one study expressed the view that the mere
act of ‘being present’ with the patient for a
few minutes can be a powerful spiritual
intervention.29

‘I think I try to do it by keeping high moral
standards with my interactions with
patients and ethical standards ... I do this by
trying to remain ... nonjudgmental... and
open to whatever it is their concerns are. I
think I imply this with body language and
good eye contact.’29

The physicians who regularly address
spiritual issues use screening questions
that they tend to ask in response to a
patient’s cues or crisis. They follow
principles of spiritual assessment, but none
reported the routine use of a currently
available spiritual-assessment tool.26

Responders who reported conducting
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spiritual assessment described using both
structured (that is, following a sequence of
questions to prompt discussion) and
unstructured (for example, following up on a
comment or phrase from a patient that
might indicate spiritual life) forms of
spiritual assessment.31

Barriers perceived by GPs in assessing
and providing spiritual care
Physician barriers
GPs often feel uncertain about initiating
spiritual discussions. They have a fear of
alienating or causing discomfort in their
patients.26,29 The following comment reflects
some of the dissonance that exists for many
GPs. They generally feel that addressing
spirituality is important, but are uncertain
about how to do so appropriately:

‘The barrier would be myself, because I’m a
little hesitant on approaching some issues
[spirituality], especially for someone who’s
here for ankle twisting. But it’s my own
personal belief not to try to infringe on other
people’s personal beliefs and judge them,
but just try and find out about them.’31

GPs not only feel discomfort about
initiating spiritual discussions, but they also
struggle with the language describing such
existential and spiritual suffering.31 They feel
reticence about approaching the subject
directly, because of fears that patients will
refuse to discuss it or consider their raising
spiritual questions inappropriate.26,29 They
also fear that patients will misinterpret
discussion of spirituality as pushing
religion.26,27,29

One GP strongly opposed the initiation of
spiritual discussions, out of concern about
role definition and invasion of patients’
privacy. This physician felt that spiritual
matters were ‘no more in the physician’s
domain than questions regarding patients’
finances or their most evil thoughts’.26 In
other studies, some GPs also felt that it
would be inappropriate to raise such
intimate issues.29,32

GPs reporting infrequent spiritual
assessment expressed the view that
spiritual issues have lower priority than
other medical concerns.26 Almost all GPs
noted that physicians and patients whose
views about the importance of spirituality
differ experience such barriers.27 Another
barrier reported by GPs is the belief that
spiritual discussions will not influence
patients’ illnesses or lives.26

An important barrier perceived by GPs is
their own spirituality. Lack of spiritual
awareness or inclination on the part of

physicians may be a barrier to addressing
spiritual issues. Many GPs identified the
theme of physicians’ own ‘spiritual place’ or
‘centre’ as among the most influential
factors determining whether they
addressed spirituality in clinical care:26,31

‘[The barrier] is physicians’ own belief
system. That either it’s inappropriate for
them to talk about it or it’s not a “medical”
problem so they shouldn’t be addressing it.
There are people who just don’t think it’s
really what they should be doing. They
should be talking about diabetes and
hypertension and taking care of those
things, and letting the priest or the family or
whoever talk about these other things.
Those physicians I find are usually people
who are not very spiritually in-tune
themselves. Therefore they don’t think it’s
important to other people.’31

Almost all GPs commented that different
belief systems may create barriers to
spiritual discussions. They noted that
physicians and patients whose views about
the importance of spirituality differ, or who
differ in their belief in a higher power or
God, experience such barriers.26,27,31,32 Olson
and colleagues observed that the few GPs
who did not report that they assessed
patients’ spirituality in clinical care all
similarly related that they themselves were
not religious or spiritual:31

‘I’m not very religious. However, I think I’m a
very spiritual person. One of the hardest
questions I’ve had to answer, a patient
asked me if I was a Christian. If I told her the
truth, that I am not, would she still be as
open and interactive? I told her the truth and
that if she felt like Christianity was an
important part of her life I would
understand.’31

However, in another study by Kelly and
colleagues, in response to probes regarding
exploration of spiritual issues, reference to
the practitioner’s own particular religious or
spiritual beliefs did not emerge.30

Patient barriers
In response to the question ‘What factors
constrain discussion of spiritual needs?’ a
theme emerged about patients being the
‘wrong sort of person’.28 Some GPs
described patients in significant spiritual
need as ‘unreachable’, ‘vulnerable’,
‘difficult to get in touch with’ patients, who
often displayed a strong facade of coping,
covering a refusal to accept their
mortality:32
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‘I certainly do see these as part of my role
and am keen to do more. But it’s not
possible with everyone. Some people are
very open to it and others are like a brick
wall. You can’t make people talk to you
about death and dying. The same with
relatives too. Sometimes you can involve
them and sometimes you can’t.’28

Contextual barriers
A lot of GPs feel uncomfortable with
discussions of spirituality with patients
because of lack of formal training and
appropriate strategies. They feel they lack
the skill to ‘do spiritual care’.26,29,32

Time was mentioned almost
unanimously as a limiting factor.26,28,29,31,32

Some of the GPs admitted though that time
was not a major problem compared with the
perceived importance of spiritual care to the
providers’ practice.29

‘But, yes, I mean, I think it is part of our job,
you know, we try and ... well most of us try
and practise [a] fairly holistic type of
approach (laughing) and it’s difficult, it’s
frustrating when we can’t spend time with
people but you have to realise that, you
know, you’re a limited resource and, you
know, if we spend three-quarters of an hour
with one patient, you’re spending 5 minutes
with the other three (laughing).’28

The setting can also be a barrier, for
example, an examination room, where the
patient does not feel at ease.26 Finally, some
organisational factors were also identified
as barriers, such as lack of discussion of the
role of spirituality among care providers,29

and lack of continuity of managed care.26

Facilitating factors perceived by GPs in
assessing and providing spiritual care
Physician factors
Responders noted that characteristics
facilitating patients’ discussions of sexuality
and other sensitive issues also facilitate
conversations about spirituality. These
characteristics include communicating a
willingness to engage in (and having the
time for) such discussions, and assuring
patients that spiritual confidences will be
received in a non-judgemental fashion. One
said that ‘bringing [spirituality] to the table’
along with other sensitive issues helps
patients know ‘what you’re interested in and
gives them the option of deciding to pursue
it or not’.26 All responders supported a
patient-centred approach to spiritual
assessment, in which physicians act with
integrity and take care not to abuse their
position.26,27

A diplomatic approach by the physician
facilitates spiritual discussions when the
spiritual beliefs of physician and patient
differ.27 Some communication techniques
serve as facilitating factors in addressing
spiritual issues, such as paying active
attention to patient cues or questions,
asking clarifying questions to ensure
accurate identification of spiritual issues,
friendly body language, and good eye
contact.26,29 Generalising words away from
their religious context may also be a
facilitating factor.27

Just as GPs’ own spirituality can be a
barrier to spiritual discussions, it can also
be a very powerful facilitating factor.
Physicians who are more spiritually inclined
are more likely to address spiritual issues
with patients.26,31

‘When I have conversations about spiritual
issues, it’s usually been at my initiation ...
because I’m more concerned about
religious sorts of things than many
physicians.’26

Patient factors
Just as GPs said that there are ‘wrong sorts
of patients’ to have spiritual discussions
with, they also identify ‘right sorts of
patients’, who facilitate the provision of
spiritual care:28

‘She’s a particularly nice lady, a very stoic,
insightful, intelligent lady, and has quite a
positive outlook on life, so she has made it
remarkably easy for the health
professionals who encounter her to help
her.’28

When patients visit the practice
frequently, this can also facilitate the
provision of spiritual care.29

Most GPs viewed a high degree of
physician–patient cultural concordance as
an important facilitator of spiritual
interactions. Cultural concordance may
denote similarity in backgrounds, life
experiences, and spiritual/religious
orientation. Responders said that shared
spiritual viewpoints allow spiritual
interventions that would not otherwise
occur in physician–patient relationships:27

‘If I see a patient from my culture and I have
a similar background and [similar life]
experiences, if I know their children and
they [share my religious background] ... I
can refer to something I know about that
they almost certainly heard in their
childhood — like a scripture quotation —
that addresses their specific issue right
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now; that will be very powerful.’27

Contextual factors
Visiting patients at the bedside or at home
can facilitate spiritual discussions, because
patients feel more at ease.26 Coworkers can
also reinforce the GP’s role in providing
spiritual care.26

DISCUSSION
Summary
Many GPs see it as their role to identify and
assess patients’ spiritual needs, despite
perceived barriers such as lack of time and
specific training. However, they struggle
with spiritual language and experience
feelings of discomfort and fear that patients
will refuse to engage in the discussion.
Communicating willingness to engage in
spiritual care, using a non-judgemental
approach, facilitates spiritual conversations.

Although GPs sometimes fear that
patients will reject a spiritual discussion,
many patients would like to be able to
address spiritual concerns with their
physicians if they become gravely ill,34 and
seriously ill patients report wanting to be
treated as ‘whole persons’ inclusive of
spirituality.35,36

Strengths and limitations
This qualitative evidence synthesis is the
first to collect and summarise the existing
qualitative research about GPs’ views on
their role as spiritual care givers.

Although the number of publications
reporting syntheses of qualitative research
is rapidly increasing, little is known about
which methods for synthesis are used and
with what frequency, and how such
syntheses deal with key challenges of
review methodology, including methods for
searching and appraisal.37 Elliott stated that
a move towards improved explicitness about
reporting of syntheses of qualitative
research could take place ahead of a
consensus emerging on methods for
synthesis.38 The authors have therefore
documented their methods carefully, and
shown explicitness about the methods used
for searching, appraisal, and synthesis.

It could be argued that ‘critical appraisals’
of the type used in quantitative syntheses
are less appropriate for syntheses of
qualitative evidence, where the purpose of
the synthesis is more likely to be oriented
towards maximising the conceptual yield of
included papers rather than determining
the robustness of the study design so that
sensitivity analyses can be conducted.37

However, it was decided to perform a
critical appraisal to avoid the possibility that

studies of poor quality would influence the
results of the synthesis.

After the line-by-line coding of the text,
themes were identified based on their
significance related to answering the
research questions. Since this significance
is a subjective interpretation of the authors,
this could be a limitation of the study. It is
not possible to guarantee that all aspects
mentioned by GPs have entered the final
results section.

Comparison with existing literature
Most GPs said that they indirectly provide
spiritual care by actively listening to their
patients’ needs and being present with
them. The question arises as to whether
this is really spiritual care, or rather good
communication skills. It is evident that
spiritual care is grounded in the patient-
centred care theoretical framework, in
which the focus of care is on the patient and
their experience of illness, as opposed to a
sole focus on the disease. However, this is
not the only dimension of spiritual care.
Another model in which spiritual care is
grounded is the biopsychosocial–spiritual
model of care,39,40 based on a philosophical
anthropology, a cornerstone of which is the
concept of the person as a being-in-
relationship. Disease can be understood as
a disturbance in the right relationships that
constitute the unity and integrity of what we
know to be a human being. Humans are
intrinsically spiritual since all persons are in
relationship with themselves, others,
nature, and the significant or sacred.11 The
authors believe that a spiritual care giver
should thus not only listen to the patient and
be present with him or her, but also explore
the dimension of the patient’s relationships,
and any disturbances in them.

Implications for research and practice
According to recent guidelines, and in line
with the biopsychosocial–spiritual model of
care, all trained healthcare professionals
should carry out spiritual screening and
history-taking.11 Spiritual screening or
triage is a quick determination of whether a
person is experiencing a serious spiritual
crisis and therefore needs an immediate
referral to a professional spiritual care giver.
Spiritual history-taking is the process of
interviewing a patient in order to come to a
better understanding of their spiritual
needs and resources.11 Spiritual issues may
be of special consequence at the end of life,
with an increased questioning and search
for meaning.41 Despite these
recommendations, it may be too early for
many GPs to implement them in practice.
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Formal education in spirituality and health
has only recently started to develop, so that
most GPs have not yet received any spiritual
education.

Research is needed to clarify the role of
the GP as a spiritual care giver, and to
evaluate the implementation of the existing
outpatient spiritual care models. Research
is also needed to evaluate formal education
programmes in spirituality and health in the
healthcare professions, as well as
postgraduate education programmes.

This qualitative evidence synthesis has
summarised GPs’ views about spiritual

care. The results of the studies included
here were mostly congruent, affirming that
many GPs see themselves as supporters of
patients’ spiritual wellbeing, especially in
end-of-life care. However, they lack specific
knowledge, skills, and attitudes to respond
to the spiritual needs of their patients.
Future research is needed to develop and
implement a model of spiritual care in
general practice that supports the GP in this
delicate task, and that leads to
improvements in the spiritual wellbeing of
the patient.
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Appendix 1. The Joanna Briggs Institute (jbi) tool
Yes No Unclear

1. There is congruity between the stated philosophical
perspective and the research methodology.

2. There is congruity between the research methodology
and the research question or objectives.

3. There is congruity between the research methodology
and the methods used to collect data.

4. There is congruity between the research methodology
and the representation and analysis of data.

5. There is congruity between the research methodology
and the interpretation of results.

6. There is a statement locating the researcher culturally
or theoretically.

7. The influence of the researcher on the research, and
vice versa, is addressed.

8. Participants, and their voices, are adequately represented.
9. The research is ethical according to current criteria or,

for recent studies, there is evidence of ethical approval
by an appropriate body.

10.Conclusions drawn in the research report do appear
to flow from the analysis, or interpretation, of the data.

TOTAL
Inclusion


