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Abstract:



For many patients confronted with chronic diseases, spirituality/religiosity is an important resource for coping. Patients often report unmet spiritual and existential needs, and spiritual support is also associated with better quality of life. Caring for spiritual, existential and psychosocial needs is not only relevant to patients at the end of their life but also to those suffering from long-term chronic illnesses. Spiritual needs may not always be associated with life satisfaction, but sometimes with anxiety, and can be interpreted as the patients’ longing for spiritual well-being. The needs for peace, health and social support are universal human needs and are of special importance to patients with long lasting courses of disease. The factor, Actively Giving, may be of particular importance because it can be interpreted as patients’ intention to leave the role of a `passive sufferer´ to become an active, self-actualizing, giving individual. One can identify four core dimensions of spiritual needs, i.e., Connection, Peace, Meaning/Purpose, and Transcendence, which can be attributed to underlying psychosocial, emotional, existential, and religious needs. The proposed model can provide a conceptual framework for further research and clinical practice. In fact, health care that addresses patients’ physical, emotional, social, existential and spiritual needs (referring to a bio-psychosocial-spiritual model of health care) will contribute to patients’ improvement and recovery. Nevertheless, there are several barriers in the health care system that makes it difficult to adequately address these needs.
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1. Background


Confronted with chronic or fatal diseases, many patients rely on spiritual and religious issues to cope. In fact, spirituality/religiosity can be regarded as an important resource to cope, particularly for patients with cancer [1,2,3,4,5,6,7]. In cancer patients, spirituality/religiosity may be beneficial for maintaining self-esteem, providing a sense of meaning and purpose, giving emotional comfort and providing a sense of hope [7]. There is increasing evidence that distinct spiritual/religious practices and convictions/attitudes may have a beneficial impact on health outcomes (overview in [8,9]). Yet addressing these issues is generally not seen as a task of conventional health care, although there is consensus that “genuinely holistic health care must address the totality of the patient's relational existence—physical, psychological, social, and spiritual” [10]. This bio-psychosocial-spiritual model of care provides a conceptual framework for supporting patients’ overall health.



Patients with fatal diseases or in terminal phases of disease are especially likely to have unmet spiritual needs. In a recent study among patients with advanced cancer, a majority (72%) reported that their spiritual needs were supported minimally or not at all by the medical system, and 47% felt supported minimally or not at all by a religious community, too [11]. This is of importance because spiritual support was associated with better quality of life [11]. Although spiritual concerns are of relevance for many patients, it may be difficult too for patients to express their spiritual needs (even within close family relationships) and for health care professionals to address them [12]. What are these unmet spiritual needs that patients and family members may have difficulty expressing, and that health professionals have difficulty addressing in health care settings?



A review of the psychosocial needs of patients with cancer identified physical and treatment related needs (i.e., physical impairment, fatigue, sleep disturbance, side-effects of treatment, etc.), psychological and social needs (i.e., emotional distress, depression, loss of sense of control, affected body image, impaired social function and relationship, etc.), and informational and support needs (i.e., management of illness, prognosis, treatment options and side-effects, support groups, complementary therapies, etc.) [13]. Inadequate emotional support can create new or at least aggravate preexisting psychological distress resulting in depression, anxiety, adjustment disorders, etc.; distress may also lead to diminished self-perceptions and limitations in personal self-efficacy [14]. Patients’ struggle with chronic symptoms can bring about feelings of guilt, loss, sadness, anxiety, diminished self-esteem, loss of role-function, communication problems with family and friends, questions about meaning in life, and religious struggles (“Why me?”), etc.



According to Maslow, the fundamental needs of humans can be categorized as primary (i.e., food and drink, warmth and sleep, shelter, sexuality) and secondary needs (i.e., security, friendship, belonging and acceptance, and finally self-realization) [15]. In contrast to conventional psychosocial needs which are often expressed as loss of social role function, lack of support by family or friends, needing help in managing disruptions in work or daily life, lack of material and logistical resources, depression and other negative emotions, disease associated distress, etc. (reviewed in [14]), spiritual needs are “the needs and expectations which humans have to find meaning, purpose and value in their life. Such needs can be specifically religious, but even people who have no religious faith or are not members of an organized religion have belief systems that give their lives meaning and purpose” [16]. Other would define the “need for peace of mind”, the “need of overcoming despair and guilt”, and to “find meaning and purpose in life” as existential needs [17]. Nevertheless, spirituality is a multidimensional construct which is connected to religion, existentialism, and also humanism. Underwood and Teresi described spirituality as an individual and open approach in the search for meaning and purpose in life, as a search for `transcendental truth´, which may include a sense of connectedness with others, nature, and/or the divine [18]. Also in our definition of spirituality [19,20] we found the core motifs search and connection which may comprise aspects of formal religiosity and also unique and individual spiritual views which go beyond institutional religiosity. Religious patients may interpret their existential and spiritual needs in religious terms, while non-religious individuals would interpret the same needs as existential and humanistic. While it is adequate from a theoretical point of view to differentiate psychosocial, existential and spiritual needs, it is obvious that these `secondary needs´ are interconnected.




2. Needs of Patients with Chronic Diseases


Cancer patients from the U.S. want help with overcoming fears (51%), finding hope (42%), finding meaning in life (40%), finding spiritual resources (39%), or identifying someone to talk to about finding peace of mind (43%), meaning of life (28%), and dying and death (25%) [21]. A qualitative study among French patients at the end of life identified the following needs: reinterpretation of life, search for meaning, densification of the connection to the world, to loved ones and to oneself, control, vital energy, ambivalence to the future, confrontation with death, relationship to transcendence [22]. In hospice cancer patients, family was the most frequently cited need (80%), while attending religious services was the most frequently cited unmet need [23]. In Korean patients with cancer, five sub-constructs of spiritual needs were differentiated, i.e., love and connection, hope and peace, meaning and purpose, relationship with God, and acceptance of dying [24]. In German patients with chronic pain diseases and cancer, factor analysis differentiated four main dimensions [25], i.e., religious needs (enrolling praying, participate at religious ceremony, reading religious/spiritual books, turning to a higher presence), need for inner peace (enrolling patients’ wishes to dwell at places of quietness and peace, beauty of nature, finding inner peace, talking with other about fears and worries, devotion by others), existential needs (in terms of reflection and meaning in life and suffering, dissolve open aspects in life, talk about the possibility of a life after death), and actively giving (which addresses the active and autonomous intention to solace someone, to give away something from yourself, and turning to others). Galek’s analysis of the literature revealed seven major constructs, i.e., love and belonging, meaning and purpose, hope and peace, the sacred, appreciation of beauty, morality and ethics, resolution and death [26]. A meta-summary of the qualitative literature on spiritual perspectives of adults extracted thematic pattern of spirituality at the end of life, which were spiritual despair (alienation, loss of self, dissonance), spiritual work (forgiveness, self-exploration, search for balance), and spiritual well-being (connection, self-actualization, consonance) [27].



If one analyses all these categories of spiritual need, one can identify four (interconnected) core dimensions, i.e., Connection, Peace, Meaning/Purpose, and Transcendence, which can be attributed to the underlying categories of social, emotional, existential, and religious (Figure 1). The proposed model of spiritual needs can provide a conceptual framework for further research and clinical practice.


Figure 1. Model of spiritual needs.
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3. Quantification of Spiritual Needs in Patients with Chronic Diseases


3.1. Findings


Using the Spiritual Needs Scale, Yong et al. [24] investigated the spiritual needs of Korean patients with cancer. They found that Hope and Peace were scored highest, followed by Meaning and Purpose, Love and Connection and Acceptance of Dying, while Relationship with God (divine, sacred) was less important. Patients’ spiritual needs means did not differ with respect to age and education, but differed significantly with respect to religion (those without a religious denomination had the lowest sum scores).



In German patients with chronic diseases, needs associated with the general categories Peace and Connecting were of highest relevance (i.e., place of quietness and beauty, beauty of nature, being complete and safe, find inner peace, turn to someone in a loving attitude, talk about fears and worries, solace someone) [25] (Figure 2). The general category Meaning/Purpose was represented by three items (i.e., reflect previous life, find meaning in illness and suffering, talk with others about the question of meaning in life) which were of intermediate importance for the patients. Grading of the importance of these needs using the Spiritual Needs Questionnaire (SpNQ) showed that needs for Inner Peace had the highest scores, followed by Actively Giving and Existential Needs, while Religious Needs had the lowest relevance [25]. Spiritual Needs were only weakly associated with life satisfaction; however, Actively Giving (which is a factor attributed to the Connection category) was associated with life satisfaction (r = 0.17; p = 0.012), and inversely with patients’ symptom scores (r = −0.29; p < 0.0001), while need for Inner Peace was associated with patients’ satisfaction with the treatment efficacy (r = 0.24; p < 0.0001) [23]. To clarify these associations one has to recognize that life satisfaction correlates negatively with symptom scores (r = −0.43; p < 0.0001), and positively with health satisfaction (r = 0.61; p < 0.0001) and treatment satisfaction (r = 0.48; p < 0.0001).


Figure 2. Spiritual needs of patients with chronic diseases as measured with the Spiritual Needs Questionnaire (SpNQ) (n = 210; 75% women, 25% men; mean age 53.7 ± 12.2 years; 67% chronic pain conditions, 28% cancer, 5% other chronic diseases [25]).Abbreviations.: Rel(igious), Mean(ing), Peace, Con(nection).



[image: Religions 01 00018 g002]






With the same instrument, Höcker et al. found similar grading of spiritual needs in 285 patients with cancer [28]. Multivariate linear regression analyses revealed that anxiety had a significant impact on cancer patients’ needs for Inner Peace, Existential Needs, and Actively Giving [28]. Thus, anxiety can serve as powerful motivation toward seeking the fulfillment of spiritual needs.



Moreover, recent findings indicate that the spiritual needs of patients with chronic pain diseases are moderately associated with both positive and negative interpretations of illness [29]. This means, the way patients view their disease has an impact on the needs they may express.





In a study among chaplains from the United States of America and Canada, Flannelly et al. [30] used the Spiritual Needs Assessment scale (developed by Galek et al. [26] after analysis of the literature to assess patients’ spiritual needs) to assess the number of times that chaplains encounter patients with various spiritual needs. They found that Meaning and Purpose, Love and Belonging, and Hope, Peace and Gratitude ranked the highest, and Morality/Ethics and Appreciation of Art and Beauty the lowest, while the dimensions Religion and Divine Guidance and Death Concerns and Resolutions, which could be regarded as the central tasks of chaplains, are ranked between [30]. Although this study did not addressed the spiritual needs of patients directly, it nevertheless supports the findings of others enrolling patients with chronic diseases. However, unfortunately the authors did not follow their own findings that the factorial structure of Galek’s 28-item instrument is not fully valid [31].




3.2. Interpretation


The need for peace, unaffected health and social support are universal human needs which corresponds with Maslow’s core needs `security/safety´ and `love/belonging´, and are of outstanding relevance particularly for patients with long lasting or even fatal courses of disease. These needs can be interpreted as a desire to return to a peaceful state of save completeness (`lost paradise´)—instead of suffering pain, distress, insecure future perspectives, daily life struggles, and finally death. In this context, it is important to emphasize that the `Peace´ component of spiritual well-being (FACIT-Sp) was strongly related to cancer patients’ mental health-related quality of life, while the `Meaning´ component was just marginally related to physical and mental health; in contrast, `Faith´ was just marginally (negatively) correlated with mental health [32]. This underscores the importance of `Peace´ as a category highly important for emotional well-being of patients.



Most dimensions were clearly linked to the Connection category (`love/belonging´); these needs involve friends, family or caring others, while a transcendent connection (Religious needs) was less important. Nevertheless, the hierarchy of patients’ needs clearly point to the fact that praying for the own concerns was of higher importance than praying with someone, someone praying for the patient, having someone from the community who cares, or participating in religious services. In terms of religious needs, connecting with others from the religious community was less important than the self-realizing aspects and patients’ turning to a Divine source for help. Also in Korean patients, personal connection with God, the Divine or the Sacred was of particular importance [24]. However, one should not ignore that even non-religious individuals may have strong spiritual needs, particularly a need for Inner Peace and Giving Attention, which did not significantly differ from those with a religious denomination [25]. In fact, spiritual needs go far beyond formal religion, and thus are important also for conventional health care and social ministry rather than pastoral care alone.



Actively Giving seems to be of great importance, too, because it can be interpreted as patients’ intention to leave the role model of a `passive sufferer´ to become an active, self-actualizing, giving individual. Support for this comes from qualitative results of Murray et al. that “spiritual needs were expressed in terms of the needs to maintain a sense of self and self-worth, to have a useful role in life, retaining an active role with family and friends” [12]. Spiritual needs may be regarded as patients’ longing for spiritual well-being. Nevertheless, it was just weakly correlated with life satisfaction, indicating that both concepts are different. Actively Giving is associated with higher life satisfaction (and lower symptom scores). Moreover, this dimension of giving could be linked to Erikson’s psychosocial development stage `generativity´ [33]. This stage of middle adulthood refers to the ability to care for others and guide the next generation. Erikson stated, “A person does best at this time to put aside thoughts of death and balance its certainty with the only happiness that is lasting: to increase, by whatever is yours to give, the goodwill and higher order in your sector of the world” [33]. Thus, Active Giving may either cause greater life satisfaction, or may be the result of already being satisfied with life.





4. Addressing Spiritual Needs as an Approach in Health Care


Needs assessment is a measure of the difference between the experiences of patients and their expectancies [34]. In several cases, patients’ expectations might be higher than practicable by medical professionals. Particularly cancer patients experience high levels of unmet needs, also in relation to conventional psychosocial and medical communication/information [35,36,37]. Although there are attempts to address supportive care needs of patients with cancer, assessing areas such as psychology, health system and information, physical and daily living, patient care and support, and sexuality [37], it is remarkable that spiritual and existential needs are in most cases either not recognized or even ignored. One may surmise that health care professionals assume other professions to be `responsible´ for these `secondary needs´. Prioritization of `primary needs´ in the medical system might be due to the reductionist nature of biomedicine [17], and thus, “repairing the defect or dysfunction” is supposed to restore health.



On the other hand, health policies focus on improving access to care and rapidly moving them through the system; therefore addressing spiritual needs may not be practical for health professionals. Health care professional may feel overextended that they should care not only for the physical needs of their patients, but also for the spiritual and existential concerns. In a study enrolling patients with chronic pain diseases, 23% would like to talk with a priest or chaplain about their spiritual needs, 20% had no partner to talk about these needs, while for 37% it is important to talk with their medical doctor about these needs [2]. Yet medical practitioners may lack the necessary time, skills or even interest to uncover and address these needs.



If it is true that many patients may have turned away from institutional religion and would instead like to talk with their medical doctor or nurses about their spiritual needs instead of trained and certified chaplains or pastoral counselors, then the key activities of health care professionals should be reconsidered. This means that there is a general need for adequate education and training for health care professionals to address and uncover patients’ spiritual needs which are in most cases not exclusively religious. Regardless of their own belief system, health care professionals should not allow their own bias to blind them to the possibility that spiritual/religious beliefs play an important role for their patients. In fact, research indicates that health professionals can play an important role in enhancing psycho-spiritual well-being [38], i.e., self-awareness, coping and adjusting effectively with stress, relationships, sense of faith, sense of empowerment and confidence, and living with meaning and hope.



Currently there are several barriers in the health care system that makes it difficult to address these needs. Molzahn and Sheilds found that nurses’ reluctance to address spirituality involved “not having the right words, lack of education, a view that spiritual care is someone else's responsibility, influences of secularism and diversity in society, and the current health-care context” [39]. However, Koslander et al. [17] argued that “if a patient´s existential and spiritual needs, like physical needs, are seen as resources that are to be taken into consideration in health care, then a holistic care approach can be developed”. Puchalski clearly pointed to the fact that “by creating an atmosphere of caring compassion and a willingness to be open to whatever concerns the patient, the interaction becomes focused in a patient-centered model of care” [9].




5. Conclusions


Chronic illness has a significant impact on the life of patients and affects physical, functional, emotional, social and spiritual well-being. Health care that addresses patients’ psychosocial and spiritual needs (referring to a bio-psychosocial-spiritual model of health care) will contribute to patients’ improvement and recovery. Identifying and addressing these needs is essential, but there is a general need to develop better strategies for meeting these multidimensional needs of patients with chronic disease. When these needs are identified, health care professionals and patients’ relatives have the chance to react and support the patients in their struggle with chronic or fatal illness. Not meeting patients’ needs means to ignore their dignity and fundamental rights, which “are now seen as core to health care ethics” [17]. A prerequisite for further research is having valid and reliable spiritual need assessment tools, which then must be implemented in well-designed health care studies. Such instruments are now becoming available.







Acknowledgements


Thanks a lot to Anja Höcker for collaboration and early insight in her study results.




References


	1. 
A. Büssing, J. Fischer, T. Ostermann, and P.F. Matthiesen. “Reliance on God´s help, depression and fatigue in female cancer patients.” Int. J. Psychiatry Med. 38 (2008): 357–372. [Google Scholar] [CrossRef] [PubMed]

	2. 
A. Büssing, A. Michalsen, H.J. Balzat, R.A. Grünther, T. Ostermann, E.A. Neugebauer, and P.F. Matthiessen. “Are spirituality and religiosity resources for patients with chronic pain conditions? ” Pain Med. 10 (2009): 327–339. [Google Scholar] [CrossRef] [PubMed]

	3. 
R. Hebert, B. Zdaniuk, R. Schulz, and M. Scheier. “Positive and negative religious coping and well-being in women with breast cancer.” J. Palliat. Med. 12 (2009): 537–545. [Google Scholar] [CrossRef] [PubMed]

	4. 
R.C. Nairn, and T.V. Merluzzi. “The role of religious coping in adjustment to cancer.” Psychooncology 12 (2003): 428–441. [Google Scholar] [CrossRef] [PubMed]

	5. 
A.C. Phelps, P.K. Maciejewski, M. Nilsson, T.A. Balboni, A.A. Wright, M.E. Paulk, E. Trice, D. Schrag, J.R. Peteet, S.D. Block, and H.G. Prigerson. “Religious coping and use of intensive life-prolonging care near death in patients with advanced cancer.” JAMA 301 (2009): 1140–1147. [Google Scholar] [CrossRef] [PubMed]

	6. 
K. Ross, P.J. Handal, E.M. Clark, and J.S. Vander Wal. “The relationship between religion and religious coping: religious coping as a moderator between religion and adjustment.” J. Relig. Health 48 (2009): 454–467. [Google Scholar] [CrossRef] [PubMed]

	7. 
I.C. Thune-Boyle, J.A. Stygall, M.R. Keshtgar, and S.P. Newman. “Do religious/spiritual coping strategies affect illness adjustment in patients with cancer? A systematic review of the literature.” Soc. Sci. Med. 63 (2006): 151–164. [Google Scholar] [CrossRef] [PubMed]

	8. 
H.G. Koenig, D.A. King, and V.B. Carson. The Handbook of Religion and Health, 2n ed. New York, NY, USA: Oxford University Press, 2011. [Google Scholar]

	9. 
C.M. Puchalski. “Addressing the Spiritual Needs of Patients.” In Ethical Issues in Cancer Patient Care. Edited by P. Angelos. New York, NY, USA: Springer, 2009, pp. 79–91. [Google Scholar]

	10. 
D.P. Sulmasy. “A biopsychosocial-spiritual model for the care of patients at the end of life.” Gerontologist 42 (2002): 24–33. [Google Scholar] [CrossRef] [PubMed]

	11. 
T.A. Balboni, L.C. Vanderwerker, S.D. Block, M.E. Paulk, C.S. Lathan, J.R. Peteet, and H.G. Prigerson. “Religiousness and spiritual support among advanced cancer patients and associations with end-of-life treatment preferences and quality of life.” J. Clin. Oncol. 25 (2007): 555–560. [Google Scholar] [CrossRef] [PubMed]

	12. 
S.A. Murray, M. Kendall, K. Boyd, A. Worth, and T.F. Benton. “Exploring the spiritual needs of people dying of lung cancer or heart failure: A prospective qualitative interview study of patients and their carers.” Palliat. Med. 18 (2004): 39–45. [Google Scholar] [CrossRef] [PubMed]

	13. 
S. Schmid-Buchi, R.J. Halfens, T. Dassen, and B. van den Borne. “A review of psychosocial needs of breast-cancer patients and their relatives.” J. Clin. Nurs. 17 (2008): 2895–2909. [Google Scholar] [CrossRef] [PubMed]

	14. 
N.E. Adler, and A.E.K. Page. Cancer Care for the Whole Patient: Meeting Psychosocial Health Needs. Washington, DC, USA: The National Academies Press, 2008. [Google Scholar]

	15. 
A.H. Maslov. “A Theory of Human Motivation.” Psychol. Rev. 50 (1943): 370–396. [Google Scholar] [CrossRef]

	16. 
M.J. Field, and C.K. Cassel. Approaching Death. Improving Care at the End of Life. Washington, DC, USA: National Academy Press, 1997. [Google Scholar]

	17. 
T. Koslander, A.B. da Silva, and A. Roxberg. “Existential and spiritual needs in mental health care: An ethical and holistic perspective.” J. Holist. Nurs. 27 (2009): 34–42. [Google Scholar] [CrossRef] [PubMed]

	18. 
L.G. Underwood, and J.A. Teresi. “The daily spiritual experience scale: Development, theoretical description, reliability, exploratory factor analysis, and preliminary construct validity using health-related data.” Ann. Behav. Med. 24 (2002): 22–33. [Google Scholar] [CrossRef] [PubMed]

	19. 
A. Büssing. ““Spiritualität”- Worüber reden wir? ” In Spiritualität, Krankheit und Heilung – Bedeutung und Ausdrucksformen der Spiritualität in der Medizin. Edited by A. Büssing, T. Ostermann, M. Glöckler and P.F. Matthiessen. Frankfurt, Germany: VAS - Verlag für Akademische Schriften, 2006, pp. 11–24. [Google Scholar]

	20. 
A. Büssing, A. Föller-Mancini, J. Gidley, and P. Heusser. “Aspects of Spirituality in Adolescents.” Int. J. Child. Spiritual. 15 (2010): 25–44. [Google Scholar] [CrossRef]

	21. 
A. Moadel, C. Morgan, A. Fatone, J. Grennan, J. Carter, G. Laruffa, A. Skummy, and J. Dutcher. “Seeking meaning and hope: Self-reported spiritual and existential needs among an ethnically-diverse cancer patient population.” Psychooncology 8 (1999): 378–385. [Google Scholar] [CrossRef] [PubMed]

	22. 
M. Raoul, and C. Rougeron. “Spiritual needs of end of life home care patients: A qualitative study with 13 patients.” J. Int. Bioethique 18 (2007): 63–83. [Google Scholar] [CrossRef] [PubMed]

	23. 
D.M. Hampton, D.E. Hollis, D.A. Lloyd, J. Taylor, and S.C. McMillan. “Spiritual needs of persons with advanced cancer.” Am. J. Hosp. Palliat. Care 24 (2007): 42–48. [Google Scholar] [CrossRef] [PubMed]

	24. 
J. Yong, J. Kim, S.S. Han, and C.M. Puchalski. “Development and validation of a scale assessing spiritual needs for Korean patients with cancer.” J. Palliat. Care 24 (2008): 240–246. [Google Scholar] [PubMed]

	25. 
A. Büssing, H.J. Balzat, and P. Heusser. “Spiritual needs of patients with chronic pain diseases and cancer - validation of the spiritual needs questionnaire.” Eur. J. Med. Res. 15 (2010): 266–273. [Google Scholar] [CrossRef] [PubMed]

	26. 
K. Galek, K.J. Flannelly, A. Vane, and R.M. Galek. “Assessing a patient´s spiritual needs. A comprehensive instrument.” Holist. Nurs. Pract. 19 (2005): 62–69. [Google Scholar] [CrossRef] [PubMed]

	27. 
A.L. Williams. “Perspectives on spirituality at the end of life: A meta-summary.” Palliat. Support Care 4 (2006): 407–417. [Google Scholar] [CrossRef] [PubMed]

	28. 
A. Höcker. “Spiritualität/Religiosität und Lebenssinn bei Krebspatienten.” Thesis at the Institue of Medical Psychology, University Hamburg Eppendorf, 2011. [Google Scholar]

	29. 
A. Büssing, A. Kopf, A. Janko, E.A.M. Neugebauer, and P. Heusser. “Psychosocial and spiritual needs of patients with chronic pain conditions.” In Presentation at the American Academy of Pain Medicine’s 27th Annual Meeting, Washington, DC, USA, 24–27 March 2011. in preparation.

	30. 
K.J. Flannelly, K. Galek, J. Bucchino, and A. Vane. “The relative prevalence of various spiritual needs.” Scott. J. Healthc. Chaplain. 9 (2006): 25–30. [Google Scholar]

	31. 
K.J. Flannelly, K. Galek, A. Vane, and R.M. Galek. “A test of the factor structure of the patients spiritual needs assessment scale.” Holist. Nurs. Pract. 20 (2006): 187–190. [Google Scholar] [CrossRef] [PubMed]

	32. 
A.L. Canada, P.E. Murphy, G. Fitchett, A.H. Peterman, and L.R. Schover. “A 3-factor model for the FACIT-Sp.” Psychooncology 17 (2008): 908–916. [Google Scholar] [CrossRef] [PubMed]

	33. 
E.H. Erikson. Dimensions of a new identity. New York, NY, USA: Norton, 1974. [Google Scholar]

	34. 
B. Bonevski, R. Sanson-Fisher, A. Girgis, L. Burton, P. Cook, and A. Boyes. “Evaluation of an instrument to assess the needs of patients with cancer. Supportive Care Review Group.” Cancer 88 (2000): 217–225. [Google Scholar] [CrossRef] [PubMed]

	35. 
A. Girgis, A. Boyes, R.W. Sanson-Fisher, and S. Burrows. “Perceived needs of women diagnosed with breast cancer: Rural versus urban location.” Aust. N Z J Public Health 24 (2000): 166–173. [Google Scholar] [CrossRef] [PubMed]

	36. 
K. Rainbird, J. Perkins, R. Sanson-Fisher, I. Rolfe, and P. Anseline. “The needs of patients with advanced, incurable cancer.” Br. J. Cancer 101 (2009): 759–764. [Google Scholar] [CrossRef] [PubMed]

	37. 
R. Sanson-Fisher, A. Girgism, A. Boyes, B. Bonevski, L. Burton, and P. Cook. “The unmet supportive care needs of patients with cancer. Supportive Care Review Group.” Cancer 88 (2000): 226–237. [Google Scholar] [CrossRef] [PubMed]

	38. 
H.R. Lin, and S.M. Bauer-Wu. “Psycho-spiritual well-being in patients with advanced cancer: An integrative review of the literature.” J. Adv. Nurs. 44 (2003): 69–80. [Google Scholar] [CrossRef] [PubMed]

	39. 
A.E. Molzahn, and L. Sheilds. “Why is it so hard to talk about spirituality? ” Can. Nurse. 104 (2008): 25–29. [Google Scholar] [PubMed]





© 2010 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution license (http://creativecommons.org/licenses/by/3.0/).







nav.xhtml


  religions-01-00018


  
    		
      religions-01-00018
    


  




  





media/file3.png
s.o. of your community cares for you (Rel)
pray with s.o (Rel)

talk about the possibility of life after death
read religious / spiritual books (Rel)

s.o. prays for you (Rel)

talk with s.o about meaning in life (Con)
participate at a religious ceremony (Rel)
forgive s.o. (Rel, Con)

be forgiven (Rel)

listening to touching music (Peace)

find meaning in illness and/or suffering (Mean)
turn to a higher presence (Rel, Con)

higher devotion by others (Con)

dissolve open aspects of your life (Peace)
pray for yourself (Rel)

reflect your previous life (Mean)

give away something from yourself (Con)
solace s.o. (Con)

talk with others about my fears and worries
find inner peace (Peace)

plunge into beauty of nature (Peace)

turn to s.o. in a loving attitude (Con)

being complete and safe (Peace)

dwell at a place of quietness and peace (Peace)

10

20

30 40 50 60 70

W agreement (% of patients)

30

90





media/file1.png
social | Connection | love, belonging, alienation, partner communication, etc.

emotional | Peace | inner peace, hope, balance, forgiveness, distress, fear of relapse, etc.

existential | Meaning / Purpose | meaning in life, self-actualisation, role function, etc.

religious | Transcendence | spiritual resources, relationship with God / Sacred, praying, etc.






media/file0.jpg
social love, belonging, alienation, parter communication, etc

emotional nner peace, hope, balance, forgiveness, distress, fear of relapse, ot

existential Weaning /Purpose | - meaning n fe, sef-actualiation, rle function, etc.

religious spiual esources, relationship with God / Sacred, praying, elc.





media/file2.jpg
s.0. of your community cares for you (Rel) NEE—_-=:"

pray with 5.0 (Rel) EE—

talk about the possibiity oflfe after death IEEG—_—_——
read religious / spiitual books (Rel) E——
5.0. prays for you (Rel) I—

talk with .0 about meaning n ife (Con)
partcpate ata relgious ceremony (Re)
forgive 5.0 (Rel, Con)

e orgiven (Rel)

Vistening o touching music (Peace)

find meaning inliness and/or suffering (Mean)
tum toa higher presence (Rel, Con)

higher devotion b others (Con)

dissolve open aspects of your ife (Peace)

pray for yoursel (Rel)

reflectyour previouslfe (Mean)

eive away something from yourself (Con)
solace 0. (Con)

talk with others about my fears and worries
find nner peace (Peace)

plunge into beauty of nature (Peace)

1M 105.0.in a loving atitude (Con)

being complete and safe (Peace)
dwell at a place of quietness and peace (Peace) EEEEE—

10

)

0 40 50 6 70 8

'™ agreement (% of patients)

9





