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Abstract 

Two conferences, Creating More Compassionate Systems of Care (November 2012) and On Improving the 
Spiritual Dimension of Whole Person Care: The Transformational Role of Compassion, Love and Forgiveness in 
Health Care ( January 2013), were convened with the goals of reaching consensus on approaches to the integration 
of spirituality into health care structures at all levels and development of strategies to create more compassionate 
systems of care. The conferences built on the work of a 2009 consensus conference, Improving the Quality of 
Spiritual Care as a Dimension of Palliative Care. Conference organizers in 2012 and 2013 aimed to identify 
consensus-derived care standards and recommendations for implementing them by building and expanding on the 
2009 conference model of interprofessional spiritual care and its recommendations for palliative care. The 2013 
conference built on the 2012 conference to produce a set of standards and recommended strategies for integrating 
spiritual care across the entire health care continuum, not just palliative care. Deliberations were based on 
evidence that spiritual care is a fundamental component of high-quality compassionate health care and it is most 
effective when it is recognized and reflected in the attitudes and actions of both patients and health care providers. 

Introduction 

Although the close connection between spirituality 
and health has been acknowledged for centuries, a 

strong emphasis on science in the practice of medicine over 
time has caused some to question or dismiss its potential 
therapeutic effects. By the early 1990s, however, hospitals 
and a variety of medical training programs began to recog-
nize the role of spirituality in patient care, particularly in 
palliative care.1 Since that time, the professional literature 
reflects growing interest in and debate about this topic.2–6 

Recent years have witnessed extensive growth in research on 
the ways in which spirituality can support health in the 
contexts of medicine, nursing, ethics, social work, and psy-
chology. This has been especially true in the field of palliative 
care.7–9 Data indicate that a focus on spirituality improves 

life.10–22patients’ health outcomes, including quality of 
Conversely, negative spiritual and religious beliefs can cause 
distress and increase the burdens of illness.23,24 

Given that global health outcomes are influenced by health 
care access, and considering increases in patient dissatisfac-
tion and clinician burnout, addressing spirituality is both 

relevant and timely. Moreover, as the population ages 
worldwide, clinicians often feel ill equipped to be present to 
the suffering of patients and the overwhelmingly complicated 
medical and social issues associated with care for patients 
with complex chronic issues. Health care settings face chal-
lenges in providing compassionate care that focuses on 
honoring the dignity of each person. 

Too often individuals visiting health care facilities are seen 
as a ‘‘disease that needs to be fixed’’ quickly and cheaply 
rather than as human beings with complex needs, including 
those of a spiritual nature. As a result, patients feel over-
whelmed by the myriad tests and pharmaceuticals offered to 
them as ‘‘fixes’’ instead of having the opportunity to find their 
own inner resources of health and healing. In sum, they do not 
experience the care and compassion that relieves the burden 
and stress of illness—care they desire.25,26 For example, a 
large Canadian study reported that 96.8% of patients identi-
fied ‘‘receiving health care that is respectful and compas-
sionate’’ as being very or extremely important.27 

Palliative care, built on the biopsychosocial-spiritual 
model of care, has long recognized the critical role of spiri-
tuality in the care of patients with complex, serious, and 
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chronic illness.28 In 2004, the U.S. National Consensus 
Project developed eight required domains of care, among 
which spiritual, religious, and existential issues are includ­
ed.29 Despite the comprehensive and practical orientation 
provided by these guidelines, clinicians still struggle with 
integrating spirituality into care. In response to this chal­
lenge, the Archstone Foundation sponsored a 2009 national 
consensus conference, Improving Quality Spiritual Care as a 
Domain of Palliative Care, convened by the City of Hope and 
George Washington Institute for Spiritual Health (GWish), 
focused on spiritual care as a component of high-quality 
health care and, more specifically, of palliative care. Parti­
cipants from across the United States reached agreement on 
how spirituality can be applied to health care and made rec­
ommendations to encourage the delivery of effective spiritual 
care in the palliative care setting.30 Through a consensus 
process, participants developed the following definition of 
spirituality, intended to be broad and inclusive of religion: 

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.30 

Participants also noted the critical role of spirituality in 
relationship-centered compassionate care, recognizing that 
health care professionals and patients enter into a profes­
sional relationship whereby each party is potentially trans­
formed by the other in the context of what was described as a 
healing relationship—i.e., where patients in the presence of a 
compassionate clinician can find healing in the midst of their 
suffering. 

Leveraging the work of the National Consensus Project for 
Quality Palliative Care and the National Quality Forum’s Vo­
luntary Consensus Standards for Palliative Care and End-of-Life 
Care,31 the 2009 conference participants developed literature-
based categories of spiritual care and recommended approaches 
to implementing these concepts in practice. Collectively, these 
recommendations became guidelines for improving the di­
mension of spiritual care in the palliative setting.30 

The model and recommendations from the 2009 confer­
ence were well received in the United States and adopted by 
the National Voluntary Consensus Standards for Palliative 
and End-of-Life Care.31 Thus, by focusing on patient quality 
of life in the reality of their illness, health care institutions are 
working on quality improvements that begin to shift the focus 
of care from addressing only physical ailments of patients to 
whole person care. Nine hospital in California have piloted 
these recommendations in palliative care settings.32 Health 
care professionals—including physicians, nurses, social 
workers, chaplains, hospitalists, and educators—are being 
trained to integrate compassionate, relationship-centered 
care in their work settings by employing the interprofessional 
spiritual care model. 

The United States National Consensus Conference 
on Creating More Compassionate Systems of Care 

Building on the foundation of the 2009 conference, but 
expanding the focus beyond palliative care to health care in 
general, GWish, with the support of the Arthur Vining Davis 
Foundations, led a National Consensus Conference on 
Creating Compassionate Systems of Care, held November 28 
to 30, 2012. Conference participants (see Appendix 1) in-
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cluded a representative sample of 44 national experts from 
diverse professional backgrounds, including clinical re­
search, palliative care, health economics, ethics, law, policy, 
insurance, workforce, and education. Participants gathered to 
bring their collective knowledge, wisdom, and passion for 
improving health care systems to discussions of strategies 
and standards for creating more compassionate systems of 
care through the integration of spirituality, in the broadest 
sense, at all levels of the health care system. 

The conference focused on developing strategies to 
transform health care systems so that spirituality as related to 
health both in disease and wellness are integrated into ac­
tivities focused on healing the whole person. Specific goals 
included the development of proposed standards of care, ar­
ticulation of characteristics of a compassionate health sys­
tem, and development of implementation strategies. 

At the opening of the conference, participants reviewed and 
discussed models in which compassion is recognized as an 
aspect of spirituality. More specifically, a clinician’s capacity 
to be compassionate is connected to his or her own inner 
spirituality or vocation. Compassion is an attitude, a way of 
approaching the needs of others and of helping others in their 
suffering. But more importantly, compassion is a spiritual 
practice, a way of being, a way of service to others, and an act 
of love. Thus, spirituality is intrinsically linked to compas­
sion.33 Clinicians, by being aware of their own spirituality— 
including a sense of transcendence, meaning and purpose, call 
to service, connectedness to others, and transformation—are 
more able to be compassionate with their patients. 

This concept is reflected in the model in Figure 1, depicting 
how spiritual care is entirely relationship based; therefore, the 
spirituality and health model informs compassionate care.34 

Participants endorsed this model as one framework of com­
passionate care. 

Conference participants also reviewed the model and 
recommendations from the 2009 conference and accepted the 
interprofessional spiritual care model as one that is practiced 
by a team, including trained chaplains. Participants initially 
vetted potential standards of care using an iterative Delphi 
process. Through a small group discussion process, partici­
pants developed and recommended new standards of care and 
voted on their top priorities. Those standards of care were 
further refined in a subsequent international meeting, as de­
scribed below. 

Beyond discussions of compassion and standards, partici­
pants also defined strategies in research, education, clinical 
practice, community engagement, policy, and communications 
that are required for the full integration of the proposed stan­
dards into health care. The recommendations for these strate­
gies were further discussed at the international conference. The 
emerging overall recommendations are described below. 

The 2013 International Conference on Improving 
the Spiritual Dimension of Whole Person Care: 
The Transformational Role of Compassion, Love, 
and Forgiveness in Health Care 

Rationale for an international conference 

The strategies, recommendations, and interprofessional 
model of spiritual care developed by the 2009 conference 
participants resulted in unprecedented international impact 
that reaches far beyond the field of palliative care, which was 
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Spirituality 

Common dimensions 

Transcendence 

Call to service, altruism 

Comfort with mystery 

Knowledge/desire to 
relieve suffering 

Intervening activities 

Experiencing the sacred in self 
and others 
Expressing altruism 
Being intentional 
Providing compassionate 
presence 
Sharing and life stories 
Communicating spiritual 
aspects, e.g., spiritual history, 
recognition of spiritual needs, 
care planning with spiritual 
care providers 

Compassion 

Patient outcomes 

Perception of compassionate care 

Perception of patient-centered care 

Patient satisfaction 

Increased sense of well-being, healing 

Health care professional outcomes 

Sense of meaning and purpose in 
work 

Spiritual well-being 

Decreased compassion fatigue 

Decreased burnout 

FIG. 1. Model of spirituality and compassion.33 

the discipline-based focus of the first conference. Health care 
practitioners and leaders are using the 2009 recommenda­
tions and care models as evidence of the need to integrate 
spirituality as an essential element of compassionate patient 
care and as the foundation for developing new care models 
across cultures and health care systems. At the George Wa­
shington University Summer Institute in Spirituality and 
Health, held each year since the 2009 conference, U.S. and 
international participants have expressed the desire to dis­
seminate their knowledge in this field. 

International activities and interest have increased over 
recent years with some nations and regions making efforts to 
define the role of spirituality in practice and policy.35 The 
European Association for Palliative Care (EAPC), which has 
52 associations in 31 countries, formed a task force to ex­
amine spiritual care. Its conference, held in October 2010, 
drew 14 people from 8 countries to begin forming a European 
consensus process to which 40 people are now contributing. 
EAPC created an inventory of European developments in this 
area and developed its own definition of spirituality (which 
draws from but also offered additional aspects to the defini­
tion devised during the 2012 U.S. conference): 

Spirituality is the dynamic dimension of human life that re­
lates to the way persons (individual and community) experi­
ence, express and/or seek meaning, purpose and 
transcendence, and the way they connect to the moment, to 
self, to others, to nature, to the significant, and/or the sacred.36 

Moreover, interest in caring for spiritual as well as physical 
and psychosocial needs throughout the countries of the Eu­
ropean Union (EU) has resulted in a new EU Commission to 
investigate the role of spirituality in health care among EU 
nations. Several European colleagues of GWish convened a 

new EAPC task force in May 2011 to address the role of 
spirituality in palliative care. Using a consensus process, the 
EAPC task force is developing recommendations and strat­
egies applicable to its members in 13 European countries. In 
addition, international organizations with a mission to im­
prove health care throughout the world are independently 
developing policies and practices in the regions where they 
serve. While not always based on evidence or evaluated in a 
methodical manner, these efforts provide qualitative data that 
could inform a global discussion around spirituality and 
health care. Increasingly, however, evidence is accumulating 
through research to inform the integration of spirituality, 
particularly in palliative care, across many cultures.37–39 

Results from the 2009 conference have also received trac­
tion at the international policy level. For example, represen­
tatives of the World Health Organization (WHO) Secretariat 
contacted GWish about using the 2009 conference recom­
mendations and care models as the foundation for a discussion 
among leading organizations engaged in the advancement of 
global health policy and practices. Several meetings and 
planning sessions were held to develop a consensus conference 
designed to address the transformational role of spirituality in 
health care across religions, cultural traditions, and health care 
systems. Ultimately, the Fetzer Institute awarded GWish funds 
to support an international consensus conference. 

Conference design and organization 

GWish and Caritas Internationalis collaborated with the 
Fetzer Institute to convene a meeting January 13–16, 2013, in 
Geneva, Switzerland, the International Consensus Con­
ference on Improving the Spiritual Dimension of Whole 
Person Care: The Transformational Role of Compassion, 
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Love, and Forgiveness in Health Care. Invitees included a 
representative sample of 41 international leaders, including 
physicians, nurses, psychologists, social workers, theolo­
gians, spiritual care professionals, donors, researchers, and 
policy makers (see Appendix 2). Three of these attendees 
were also participants in the U.S. conference in 2012. 

During the 2013 conference, participants focused on the 
importance of understanding and empathizing with the di­
verse but often subtle cultural mores that influence spiritual 
beliefs and practices throughout the world. This conference 
was built on the same assumptions and background as the 
2009 and 2012 conferences as well as on the importance of 
understanding and empathy. However, because participants 
came from all regions of the world, they were able to enrich 
the discussion with diverse cultural, ethnic, social, and spir­
itual perspectives. 

Conference participants were charged with (1) identifying 
a multiculturally appropriate definition of spirituality within 
a health care context and (2) proposing consensus-driven 
standards of care to create whole person, compassionate 
health care systems through the integration of spirituality and 
health. Specifically, participants were asked to identify top­
ics, circumstances, cultural mores, and other issues that affect 
the ability to include spirituality in health care settings across 
varied cultural settings. These perspectives greatly informed 
efforts to develop proposed standards of care and a broad 
framework for a strategic plan to improve the quality of 
spiritual care in health care in ways that are relevant to di­
verse cultures and geographic settings. The discussions also 
were organized to focus on required training in spiritual care; 
the role of spiritual leaders and health care professionals on 
interprofessional teams; policies, practice recommendations, 
and care models; and ways to increase the scientific rigor 
related to spirituality and spiritual care research and practice 
so that evidence is consistent across different settings and 
methods of implementation. 

As with the 2012 U.S. conference, the international con­
ference focused on developing strategies to transform health 
care systems through the integration of spirituality (broadly 
defined) and health in order to create more compassionate and 
holistic health settings. Specific goals were to (1) develop 
proposed standards of care, (2) articulate the characteristics of a 
compassionate health system, (3) identify barriers and assess 
opportunities, (4) develop recommendations and implementa­
tion strategies, (5) develop immediate and longer-term goals, 
and (6) create a coalition for change that would issue a call to 
action that could be used to encourage the development of 
health care systems that are spiritual and compassionate. 

As was done in preparation for the previous conferences, 
participants engaged in an iterative, two-stage Delphi pro­
cess. This approach employs consensus building group pro­
cesses that bring together individuals with differing views in 
order to achieve consensus on difficult issues. This tool also 
facilitates groups in working through significant divergence 
of opinions, even on contentious issues.40 

In the first round of the Delphi process, GWish leaders 
presented the recommendations derived from earlier collab­
oration with the Archstone Foundation, City of Hope, and the 
Fetzer Institute.30 Working with the recommendations and 
characteristics of a compassionate system developed in the 
previous processes, working groups ranked potential stan­
dards of care. All participants were then asked to: 

PUCHALSKI ET AL. 

• describe their experience of spirituality and compassion 
in clinical care; 

• propose standards of care building on the prior con­
sensus outcomes that might eventually be adopted na­
tionally and by individual nations; and 

• identify the most important next steps in research, ed­
ucation, clinical care, policy, community engagement, 
and communication. 

The outcomes included a prioritized list of the top 20 
recommendations from each group, which were given addi­
tional consideration at subsequent conferences. The second 
round of the Delphi process involved ranking of the impor­
tance of the proposed recommendations from the first round 
of this process. Participants also were asked to identify two or 
three key items to include in the domains of clinical research, 
education, clinical care, policy, community engagement, and 
communication. 

Results of the Delphi process were then used to set the 
agenda for the conference and to create the postconference 
strategic plan. Notably, the Delphi process identified as a 
priority the need to emphasize community engagement and 
the necessity of developing strategies to educate providers 
about compassionate care. 

Specific outcomes of the international conference were 
development of (1) an international consensus definition of 
spirituality in health care, (2) a set of proposed standards for 
implementing high-quality spiritual care in health care sys­
tems, and (3) a strategic plan for ongoing global consensus 
development and collaboration. 

With regard to each of these activities, participants were 
invited to add any language or conceptual definitions related 
to their beliefs, country, or culture that should be given 
special consideration. Working sessions included an over­
view of current literature and approaches to the relationship 
between spirituality and health, discussions about multi-
culturally appropriate language related to spirituality, per­
sonal and patient experiences of spirituality, and WHO’s 
definition of health and its relationship to spirituality.41 

International Consensus Definition of Spirituality 

During the international conference, participants noted that 
across a range of countries and cultures, different terms and 
language are often used to describe concepts, perceptions, and 
views related to spirituality. For example, although terms such 
as ‘‘history,’’ ‘‘transcendence,’’ and ‘‘sacred’’ were suggested 
as elements of spirituality, some participants objected to them 
because of their specific interpretations and meanings in their 
unique cultural contexts. Moreover, participants discussed the 
importance of family in many cultures and societies as an 
important aspect of spirituality, emphasizing the need to rec­
ognize the importance of family in any definition of spiritu­
ality. They asserted that in relation to health and well-being it 
is often the family and significant others that play the principal 
role in providing relationship and connectedness for patients. 

Others pointed out the difficulty of viewing spirituality in 
strictly abstract terms, because it is not a product but an 
experience that emerges from engagement in life; it is a 
quality that is not simply produced but emerges over time. 
There was some debate about the complexity of the defini­
tion, with researchers hoping for a simplified statement that 
could be more amenable to research. But others felt strongly 
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that the definition should be broad and inclusive of the many 
relationships and aspects of spirituality that can be found in 
different cultures and societies. Finally, unlike previous 
definitions, participants advocated for a sentence on how 
spirituality might be expressed. Beliefs, values, traditions, 
and practices have been shown to impact health and health 
care decisions.13,15,20 After a robust and dynamic discussion 
with several rounds of voting, agreement was reached on the 
following definition of spirituality: 

‘‘Spirituality is a dynamic and intrinsic aspect of humanity 
through which persons seek ultimate meaning, purpose, and 
transcendence, and experience relationship to self, family, 
others, community, society, nature, and the significant or sa­
cred. Spirituality is expressed through beliefs, values, tradi­
tions, and practices.’’ 

Consensus Process for Developing Standards 

Conference organizers initially anticipated that the 2012 
and 2013 conferences would yield different recommenda­
tions. However, the respective meetings generated very 
similar proposals for standards and follow-up action. The 
combined and progressively refined set of recommendations 
is presented in Appendix 3. 

These recommended standards reflect the strong consensus 
among participants in both the U.S. and international con­
ferences that spiritual care is integral to compassionate care. 
The standards reflect a strong endorsement for education and 
training for all health care providers—from the clinicians 
who conduct screenings and take histories, to the aides who 
work with homebound patients, to the ward clerks who in­
teract with families, staff and patients, and to the house­
keeping staff who are often witness to the patients’ cries of 
despair. The training should prepare staff to recognize and 
attend to the suffering of patients and families. Participants at 
both conferences strongly emphasized the need for spiritual 
care professionals, such as trained chaplains, as part of the 
interprofessional team. Recognition was given to the im­
portant role played by faith and other belief communities in 
the development of spiritual care models and in the delivery 
of ethically appropriate spiritual care. 

Both conferences emphasized the need for respect when 
addressing spirituality of patients and families and urged that 
such conversations be person centered and conducted in an 
ethical manner. A broad definition of spirituality was unan­
imously recommended, so that as health care providers ad­
dress spiritual issues with patients, they can remain alert to 
and hear whatever gives deep meaning to the patient, whether 
existential, religious, personal, or secular. 

Finally, conference participants noted that spirituality and 
health is not just about disease and suffering. Spirituality is a 
fundamental aspect of health and wellness and thus an im­
portant aspect of preventative health. Participants called for 
the development of an evidence base for the impact of spir­
ituality on health. 

Call to Action for Compassionate Care 

During the 2013 International Consensus Conference, 
participants also were asked to review a Call to Action that 
was developed by the Fetzer Institute’s Health Advisory 
Council (see Appendix 4)42 and to discuss its relevance in­

ternationally. The purpose of the Call to Action was to start a 
platform from which to create a coalition to develop health 
care systems that are spiritual and compassionate. The group 
recognized this vision as an important foundational document 
that greatly informs its efforts to promote the inclusion of 
spirituality as an essential element in integrated and person-
centered health care on a global scale (see Appendix 1). 

Recommendations Emerging from the Conferences 

Participants in each of the conferences presented above 
were asked to organize their specific recommendations around 
the six themes of (1) research, (2) clinical care, (3) education, 
(4) policy/advocacy, (5) communication, and (6) community 
involvement. Collective summaries appear below: 

Research 

To generate a scientifically robust evidence base, a research 
network should be established and linked to key researchers 
and existing networks. It should house a research database and 
provide a platform for exchange of evidence-based informa­
tion, both online and face to face. A major goal of the network 
should be to establish a research agenda based on the priori­
ties of clinicians, researchers, and patients. The agenda should 
recognize the importance of establishing the therapeutic ef­
fectiveness and cost effectiveness of spiritual care interventions. 
Several overarching frameworks were discussed, including a 
learning organization framework43 with the aim of evidence-
based formation of clinicians and health systems/settings to 
promote health and reduce suffering. 

Recommendations 

1. Build research capacity and infrastructure, for example, 
through surveys, subjecting research proposals to peer 
review through the research network, and providing 
training on selection of research tools and methods. 

2. Identify and obtain funding for multicenter and high-
impact research (e.g., use the research network and 
small grants to fund small collaborative projects on 
which to build). Conduct multicenter research within 
a three-year period. 

3. Study innovation pilots in spirituality and health. 
4. Foster knowledge transfer, implementation, and dis­

semination of research results, in particular through 
peer-reviewed journals. 

5. Link research to the goals of policy initiatives (e.g., 
the U.S. Affordable Care Act). 

6. Consider plausible outcome measures for clinical re­
search, such as staff retention, staff satisfaction, pa­
tient and family satisfaction, readmission, and 
resource utilization. 

Clinical care 

A critical first step in going forward is to arrive at a con­
sensus definition of ‘‘spiritual care’’ by collecting and com­
paring definitions currently in use. Based on this collection 
and analysis a framework and models of care could be de­
veloped for use in different contexts and settings. Frame­
works and models must recognize that providers cannot be 
made compassionate simply through the imposition of rules; 
methods are needed to achieve behavior change. 

http:JPM-2014-9427-ver9-Puchalski_2P.3d
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Recommendations 

1. Identify best clinical practices, including the use of 
validation studies for clinical tools, use of health in­
formation technology, and use and applicability of 
quality indicators. 

2. To better integrate spiritual care in clinical practice, de­
velop spiritual screening history and assessment tools 
and protocols for training purposes and wide clinical use. 

3. Make a business case for development and implemen­
tation of standards and tools. This could be accomplished 
through conducting demonstration projects that focus on, 
for example, readmission rates, patient satisfaction, and 
staff retention. 

4. Plan long-term efforts to define and strengthen the 
role of professional spiritual care providers. This will 
require reliance on current practices and models, but 
also the development of competencies and role defi­
nitions for different settings. 

5. Create and increase awareness of the importance of 
spiritual care among health care professionals through 
partnerships with education, communication, and 
policy activities. 

Education 

The audience for educational efforts is vast, including 
providers, accrediting and licensing bodies, regulators, pa­
tients, the general public, and policy makers. However, to 
achieve transformational change, evidence is needed, new 
relationships must be formed, measurable objectives must be 
developed, and new models of faculty development explored. 

Recommendations 

1. Develop competency standards for health professionals 
similar to the ones developed for U.S. medical education44 

that address attitudes, skills, and behaviors that facilitate 
achievement of consensus-based standards of care. 

2. Create curricula that cover the definitions of spiritual 
care, self-awareness, cultural sensitivity, and assess­
ment and skills. 

3. Conduct research and assessment of the current body 
of knowledge to determine the adequacy of existing 
curricula and develop criteria for ongoing certifica­
tion. Outcomes could include clinical performance, 
burnout, and meaning in the profession, with stan­
dards for vocational formation of clinicians. 

4. Conduct a needs assessment to identify best and cost-
effective training practices and to identify areas for 
further discussion and development. 

5. Focus efforts on assessment of needed skill sets, 
which can inform curricula and training development. 

6. Develop evaluation tools to accompany competency 
standards and report results as part of ongoing cur­
riculum development processes. 

7. Engage in public education, in particular at the policy 
level, to inform decision makers about the centrality 
of spirituality in health. 

PUCHALSKI ET AL. 

can either support or challenge the integration of spiritual care. 
For example, national health regulatory authorities can include 
spiritual care in performance assessment, accreditation, and 
licensing of health care institutions. Nongovernmental and 
private organizations, including faith-based organizations, can 
play a key role in collaborating with the government to 
strengthen spiritual care in the total health care of citizens. 

Recommendations 

1. Through national health systems, provide equitable, sus­
tainable, and integrated care services to their citizens that 
include preventative, curative, rehabilitative, chronic, and 
palliative care and support. Evidence-based spiritual care 
should be integrated within these services. 

2. Relying on educational institutions involved in health 
worker formation and training, undertake policy and 
operational research and training to build the evidence 
base for spiritual care. 

3. Encourage WHO member states (1) to adopt a reso­
lution within their respective regional WHO com­
mittees to promote strengthening spiritual care within 
national health systems; and (2) at the global level to 
adopt a World Health Assembly (WHA) resolution— 
as a follow-up to the 1984 WHA and the 1997 WHO 
executive board resolutions—mandating the WHO 
secretariat to undertake action in collaboration with 
interested parties to strengthen spiritual care as an 

40,44integral component of health care. 
4. Create actionable and concrete standards that are ef­

fectively useful for accreditation and regulatory bodies. 
5. Create a platform for the new movement in spiritu­

ality and health. 
6. Encourage foundations and government and nongov­

ernmental organizations to provide funding and sup­
port for initiatives in spiritual care. 

Communication and dissemination 

A communications plan should include efforts to research 
and clarify key messages for various audiences. It also should 
identify how to discuss broad and inclusive priorities; frame 
issues to change behavior and inspire people to feel, think, 
and do something differently; identify core problems and the 
potential impact of change; and reposition health care sys­
tems for solutions. Strategies could include identifying allies 
and opponents, taking action on ‘‘low hanging fruit,’’ de­
lineating key messages that resonate among stakeholders, 
and developing advertising and business plans. 

Recommendations 

1. Establish in the short term an online community of 
researchers and providers. 

2. Identify over the long term evidence-based best practices 
for broader dissemination, especially to policy makers. 

3. Link communications efforts to the activities under­
taken to develop research, clinical care, community 
engagement, policy and advocacy, and education. 

Policy/advocacy Community engagement 

The legislative, regulatory, financial, and administrative Health care organizations can be thought of as communities 
systems of respective countries create the environment that as well as part of the communities they serve. A community 

http:JPM-2014-9427-ver9-Puchalski_2P.3d
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engagement action plan should focus on understanding the 
demographic and cultural aspects of the communities that 
establish the foundation for implementing compassionate 
spiritual care. Plans should address the needs and sensitivities 
of the community and recognize the cultural, familial, and 
community compassionate care assets. Multisector stake­
holders should be identified to develop strategies for assessing, 
addressing, and measuring community health and well-being. 
Finally, the capacity of community stewards should be bol­
stered to empower community members to engage fully in 
networks of relationships that foster well-being and healing 
neighborhoods and provide support and training for those 
providing and receiving care at home. 

Recommendations 

1. Develop a knowledge base of types and levels of 
community groups involved in spiritual care, includ­
ing community mapping tools sensitive to context and 
a synthesis of existing evidence. 

2. Determine the mode and level of engagement with 
spiritual care in health care (e.g., evaluate the needs, 
assets, and resources of communities, then analyze 
and disseminate the results at all levels). 

3. Generate awareness of spiritual care in communities 
through a communications and marketing strategy 
involving dissemination, sharing, and branding. 

4. Improve the capacity of communities to deliver and 
support spiritual care in health care. 

Additional Recommendations and Themes 

In addition to developing recommendations in these specific 
areas, participants identified several overarching issues that 
highlight the importance of cultural context in discussions 
about spirituality and compassionate care. Some participants 
agreed that the term ‘‘spirituality’’ is often conflated with re­
ligiosity, which can have negative connotations in some cul­
tures because of perceived historical linkages between religion 
and repression. Moreover, spirituality is often linked with al­
ternative or New Age thinking, which can cause some to dis­
miss its validity as a therapeutic agent or influence. At the same 
time, participants recognized that religious approaches to 
spirituality could strongly influence health care, especially in 
developing countries. Attendees of both conferences empha­
sized that spirituality should be defined broadly to be inclusive 
of religious, philosophical, existential, cultural, or personal 
beliefs, values, and practices and be centered on patient pref­
erences. They also noted the importance of the biopsychoso­
cial-spiritual model of care and urged that health care settings 
focus on health and wellness, not only on disease.28 

Participants also offered some observations about chap­
lains. Chaplains often are included as members of interpro­
fessional teams practicing compassionate care, but not all 
cultures or countries recognize their role. Some might view 
their role as America-centric— they might suggest a type of 
authority not recognized by all. Logistically, many countries 
may not have the resources to train people to fill this role. It 
also was pointed out that chaplains are traditionally expected 
to perform religious services or offer types of guidance that 
are not always well integrated into the health care team. 
Chaplains may object to the fact that many health care pro­
viders are not trained to provide spiritual care and, therefore, 

maintain that health care providers should not be involved in 
delivery of such care. Although some health care providers 
may feel strongly that they are called to fulfill this role, others 
feel inadequately prepared for it. Chaplains can play a strong 
partnership role as integral, professional members of the 
health care team with their own domain of expertise in cul­
tures where the role of chaplain exists. 

Barriers to the implementation of spiritual care as a domain 
of health care include lack of training and concerns about 
proselytizing and coercion by providers. Some conferees said 
that formally recognized religious practitioners (e.g., priests, 
rabbis, nuns, imams), community elders, tribal chiefs and 
leaders, faith healers, shamans, and lay people such as nurses 
and gurus can be considered trusted members of the commu­
nity for addressing spiritual care. Other participants reported 
that they have conducted workshops and training programs, 
created new organizations, and developed guidelines and 
competencies in spiritual care to promote the field. In the end, 
it was agreed that practitioners must be aware of their own 
sense of spirituality to be sensitive to such needs in others and 
that such sensitivity cannot be ‘‘taught’’ to everyone. 

Both the United States and international conference par­
ticipants emphasized the connection between health care set­
tings and systems and the communities they serve and insisted 
that these entities should provide opportunities to develop and 
sustain a sense of connectedness with the community in which 
they serve. Examples include community nurses who serve in 
communities of their own faith and are able to connect more 
effectively with health care teams in clinical settings. In a 
similar way, health care settings could offer programs for 
homebound seniors or healthy food programs. 

Finally, participants in both conferences emphasized the 
need for leadership to support spirituality and health as part of 
compassionate health systems. Attendees noted that organi­
zational policies should promote and support spiritual com­
passionate care at the bedside, in the boardroom, and in staff 
relations, and noted the importance of spiritually centered, 
compassionate care across the spectrum from leadership to 
staff to patient and family. They emphasized the importance 
of pursuing all the areas of activity—research, education, 
clinical care, community engagement, communication, and 
policy—so that all levels of clinical care, from research 
through policy, are addressed by various populations. 

Conclusions and Next Steps 

These conferences provided opportunities to explore ways to 
operationalize spiritual care and create global guidelines for 
dissemination based on the experiences and expertise of a 
global community. Some general observations were made as 
well. Going forward, we need to consider multigenerational 
views of spirituality, avoid assuming that all spiritual care 
should be administered by professionals in this field, and take 
into account regional political and other historical contexts 
when considering the approaches to offering spiritual care. 
Participants in the 2013 conference concurred with the broad 
conclusions of the groups that preceded them: that health care 
models around the world must be transformed into systems that 
honor the dignity of all people (patients, families, and health 
care workers); that models should be focused on relationships 
with individuals as well as communities; and that compassion 
should be the driving outcome for any health delivery system. 

http:disease.28
http:JPM-2014-9427-ver9-Puchalski_2P.3d


     

 

       
         

          
        

        
        
        

             
       

        
       

       
       

        
         

          
         

       
         

         
        

     
         
       

         
         

          
      

        
           

         
        

        
          

        
          

        
         

   

 

         
         

          
        

         
         

           
           

         
         

   

     

 

        
      

        
        

     

   

  	       
    

          
         

 
         

        
 

          
 

            
           
         

     
         

        
         

  
         

       
          
       

          
        

        
  

           
          

       
        

 
       

          
       

 
 	        

        
       

      
       

    	     
           

         
         

   
           

         
  

          
        

        
   

	            
          
         

      
          

         
        

  
	         

         
	          

       

JPM-2014-9427-ver9-Puchalski_2P.3d 05/07/14 5:36pm Page 8 

8 

Subsequent activities have focused on sustaining these 
efforts through the development of a Global Network in 
Spirituality and Health. The network will be coordinated by a 
core group facilitated by GWish and Caritas Internationalis, 
and will include participants from all previous conferences. 
The network will facilitate collaboration and share resources 
that can serve to implement the recommendations in Ap­
pendix 2. Activities will continue to be led by the chairs of the 
conference working groups in research, education, clinical 
care, policy, and community engagement. In addition, the 
Spirituality Online Education & Clinical and Resource 
Center (SOERCE) will develop an online learning commu­
nity and share resources from the network. 

What clearly emerged from both conferences was the 
recognition of a growing movement in spirituality and health, 
what some have called a silent revolution for creating more 
compassionate systems of care through the full integration of 
spirituality into health care.46 Participants expressed strong 
enthusiasm to create a platform for this movement, through 
excellence in research and clinical innovation, by focusing on 
spirituality in professional education as essential for the 
formation of spiritual/humanistic-scientific practitioners, and 
by engaging communities and policy makers in the creation 
of holistic healing centers of compassionate care. 

As evidenced from the years of consensus building in 
spirituality and health and from the activities described here, 
there is a strong desire, nationally and globally, to integrate 
spirituality more fully into health systems. Consensus-
derived potential standards of care and strategies to imple­
ment these standards as described in this paper are offered as 
an organizing framework for this endeavor. Research in this 
area is being conducted, and innovative clinical and educa­
tional models that include community involvement are being 
developed, in diverse clinical sites. Our further hope is that 
the potential standards outlined above will be strengthened, 
refined, and integrated into health policies. As echoed by all 
the participants in these meetings, full integration of spiri­
tuality into health care will result in more compassionate, 
person-centered health systems. 
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on Improving the Spiritual Dimension of Whole Person Care: 
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Conference Coordinators 

Christina Puchalski, MD, FACP 
Director 
George Washington Institute for Spirituality and Health; 
Professor 
Department of Medicine and Health Sciences 
George Washington University School of Medicine 
The George Washington University 
Washington, D.C. 

Robert Vitillo, MSW 
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Appendix 3. Recommended Standards for Spiritual Care (Top 12) 

1. Spiritual care is integral to compassionate, person-centered health care and is a standard for all health settings. 
2. Spiritual care is a part of routine care and integrated into policies for intake and ongoing assessment of spiritual 

distress and spiritual well-being. 
3. All health care providers are knowledgeable about the options for addressing patients’ spiritual distress and needs, 

including spiritual resources and information. 
4. Development of spiritual care is supported by evidence-based research. 
5. Spirituality in health care is developed in partnership with faith traditions and belief groups. 
6. Throughout their training, health care providers are educated on the spiritual aspects of health and how this relates 

to themselves, to others, and to the delivery of compassionate care. 
7. Health care professionals are trained in conducting spiritual screening or spiritual history as part of routine patient 

assessment. 
8. All health care providers are trained in compassionate presence, active listening, and cultural sensitivity, and 

practice these competencies as part of an interprofessional team. 
9. All health care providers are trained in spiritual care commensurate with their scope of practice, with reference to 

a spiritual care model, and tailored to different contexts and settings. 
10. Health care systems and settings provide opportunities to develop and sustain a sense of connectedness with the 

community they serve; healthcare providers work to create healing environments in their workplace and community. 
11. Health care systems and settings support and encourage health care providers’ attention to self-care, reflective 

practice, retreat, and attention to stress management. 
12. Health care systems and settings focus on health and wellness and not just on disease. 

(continued) 
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Appendix 4. Fetzer Health Advisory Council, Call To Action 

We call for a healthcare system: that provides caregivers–professional and family–and care receivers the opportunity to 
realize their full selves—physically, emotionally, socially and spiritually; that emphasizes health and healing; that honors 
the health of the community; and a system that promotes compassionate care, respects the dignity of those who give and 
receive care, and promotes love and forgiveness through relationship-centered care. 

We are bold enough to say that we want a healthcare system that is spiritual, even awe inspiring! A healthcare system that 
will transform the hearts of those who give, receive, teach, and learn care—the culture of care and the language of care; a 
system that will be other regarding, moving toward justice by encouraging practitioners to work as a team to deliver service 
grounded in benevolence and altruism; a system that encourages self-compassion and self-care, which says to a practi­
tioner, ‘‘You don’t have to take it all on yourself;’’ a system that strives for equity, removing barriers due to finances, 
culture and individual status. 
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