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Abstract

:

This paper addresses the importance of providing spiritual care for older people within the context of nursing. Based on the author’s doctoral thesis, the importance of love in relation to spirituality and spiritual care will be discussed herein. The methodology is based upon Gadamer’s hermeneutical philosophy, and the included material is one qualitative metasynthesis, interviews of 17 older people, a research synthesis of articles concerning connectedness and love, and a book by Paul Tillich. Love in connectedness was found as a universal force in spirituality, and different forms of love emerged in relation to spiritual needs in older people care. Furthermore, love as a re-unifying and connecting force may foster confirmation of human worth and dignity, enable serving others in reciprocate love, longing towards being part of something larger than oneself, and holiness in the sense of pursuing existential meaning or religiousness.
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1. Introduction


Nursing care has a long tradition of embracing care for the whole human being, body, soul and spirit (Lindström et al. 2010).



Ever since I became a nurse, my main interest has been to care for older people. Therefore, my first job was at a nursing home. However, it was challenging to discover that the work did not resemble what we were taught at school about holistic patient care. I found that most of my time was spent on taking care of patients’ basic physical needs, while there was much less time available to meet their psychological or social needs. In particular, spiritual needs were neglected—they were, in my opinion, either invisible or not tended to at all. I remember one patient who asked me to read for her a passage in the Bible. She said she often felt anxious about her life, wondering if she had lived it ‘well enough’, that is, according to what her Christian faith required. I wrote a nursing problem in the patient’s journal about additional spiritual needs and suggested that the appropriate nursing intervention was to read a minimum of once weekly with her from the Bible. Little attention was given to this particular problem in the nursing care plan. Although one nurse credited me for being so bold as to write about such a problem, we never talked about spiritual issues at the workplace.



Many years later, as I planned my doctoral work in caring science, I chose to focus upon spirituality and the care of older people’s spiritual needs. The starting point for the research (Rykkje 2014) was that aspects of human spirituality might form a foundation for fostering dignity in old age.



1.1. Theoretical Framework—The Horizon of Understanding


The thesis was based upon caring science and the theory of caritative caring by Katie Eriksson (Lindström et al. 2010). This research tradition highlights a strong ethos1 that underscores the need for research on caring to seek the truth, the beautiful, the good and the eternal in its quest to comprehend that, which lies at the core of caring (Eriksson et al. 2006).



The deepest ethical motive for all care is respect for human dignity (Eriksson 2002). Hence, the purpose of caring is to foster health and alleviate suffering in order to ensure human beings’ sense of dignity and worth (Eriksson 2005; Lindström et al. 2010). My understanding is that the aim of nursing care is not to completely remove the patient’s suffering; rather, caring means that the patient experiences a sense of health consistent with bearable suffering. Furthermore, when suffering is understood as a meaningful experience in human life, caregivers can help patients reach a greater insight into their own spiritual needs (Råholm et al. 2002).



When seeking new knowledge in caring science, it is important to indicate the researcher’s horizon of understanding. The foremost basic assumption is that the human being is a unit of body-mind-spirit. Another key assumption is that the human being is a religious being, but that not all humans have embraced this dimension. Moreover, the human being is viewed as holy, and dignity means accepting the human obligation of serving with love and existing for the sake of others (Eriksson 2001; Eriksson and Lindström 2000; Lindström et al. 2010).



The unity of body, soul and spirit is a manifestation of the human being as a whole; thus, it is indivisible. Regarding the human spirit, we can—according to Lassenius (2005)—place the formation of the spirit in the inner core or spaciousness of human beings, portrayed as the spiritual home. My understanding of the spirit is that human beings seek wholeness, but that we also seek something transcending ourselves, such as a greater power or meaning in life.



According to Eriksson (2018), the vitality and courage to live is rooted in the human being’s experience of dignity and holiness. Moreover, experiencing holiness presupposes that the human being is in contact with his or her inner core, spirituality and religiousness (Eriksson 1997, 1998). Sivonen (2000), in her own research, proposes that health and suffering depend upon human spirituality. Furthermore, attending to the human spirit demands openness and respect for fellow humans, their personal meanings, inner reality, religion or faith, and philosophy of life. In my opinion, both spirituality and religiosity, in the meaning that ‘all human beings are religious beings’, are connected to an understanding of life as holy and human dignity as sacred. On this view, religiousness is not limited to Christianity or another religion, and spirituality comprises more than religious matters. My understanding is that the ability to transcend (go beyond) ourselves is part of the spiritual dimension, as are existential considerations and awareness of that which gives life meaning.



The human being holds the potential for holiness in the sense that every human being has a unique and inviolate intrinsic value and that all humans have equal value. Thus, holiness is innate in the human being’s absolute dignity. Edlund (Edlund 2002; Edlund et al. 2013) holds that absolute dignity embraces being whole, holiness, human worth, freedom and responsibility, duty and serving others through caring acts. Edlund also points to dignity as a relative entity, meaning that its source of value is cultural and based upon the individual’s inner values and outer surroundings. My understanding is that taking care of the whole human must include the spiritual dimension, and that this is a prerequisite for safeguarding human dignity. Early in the research process, I came across Tillich’s (1954) notion of love as a driving force in life; this became an important part of the analysis towards a deepened understanding of spirituality and dignity. Love, per Tillich, is a reuniting force among human beings and a resource in search for wholeness and becoming in health.




1.2. Research about Spirituality and Spiritual Care in Old Age


Spirituality is recognised as important in holistic care, especially when caring for ill and suffering patients (Burkhart and Hogan 2008; Creel and Tillman 2008; Ledger 2005; Pesut 2008; Sessanna et al. 2011). Research on spirituality in nursing started in the 1990s and has increased considerably since then (Reed 1992; Sessanna et al. 2007). Four main themes are central to this pursuit; (a) religion; (b) purpose and meaning in life and connectedness with others; (c) non-religious life views and values; and (d) metaphysical or transcendent phenomena.



Spirituality in nursing has been difficult to define (Fawcett and Noble 2004; Pesut and Reimer-Kirkham 2010; Swinton and Pattison 2010). Internationally, the concept of spirituality, and especially the integration of religion into this construct, have been intensely debated, with many variant views (Clarke 2009; Paley 2009; Pesut et al. 2008). Another challenge addressed by several recent studies (Austin et al. 2017; Cone and Giske 2016; van Leeuwen and Schep-Akkerman 2015) is that putting spiritual care into practice depends upon a staff’s competence and awareness of spiritual issues.



Research about older people point to the health benefits of spirituality and religion. Spirituality can be a framework in daily living and a resource that supports positive ageing, and strengthen bodily and mental well-being and peacefulness, especially when older peoples’ health deteriorates (Candy et al. 2012; Ennis and Kazer 2013; Lavretsky 2010; Malone and Dadswell 2018; Toivonen et al. 2018; Wallace and O’Shea 2007; Whitehead 2018; Zimmer et al. 2016). Lavretsky (2010) claims that older people with a religious life view can find greater well-being than nonreligious people, as religious affiliation supports social relationships; moreover, religion can provide the answer to universal questions related to loss and death, as well as contribute to the maintenance of meaning in life. A Norwegian study among 242 persons aged 75+ years who received home nursing (Dale et al. 2010) found that approximately 80% of participants reported religion as personally important and, further, found that religiosity and purpose in life were positively associated.



It is important to ground spiritual care within daily life, however, it should be based on older people’s own perceptions and viewpoints (MacKinlay and Hudson 2008). Because both older people themselves—as well as their relatives and health care personnel—often view nursing homes as close to end of life, it is equally important not to focus upon dying in that context (Touhy 2001). Rather, the nursing facility should be a home where older people can continue to develop their spirituality and realise their full potential as human beings.




1.3. Research about Dignity in Old Age


Research about dignity has been ongoing since the 1960s (Whitehead and Wheeler 2008). Respect for human dignity is central in nursing care (Baillie and Gallagher 2011). The interest in dignity in healthcare has increased of late, especially in the context of health politics regarding elder care (Manthorpe et al. 2010; Nordenfelt 2003; Tadd et al. 2002). In Norway there is a regulation called the ‘dignity guarantee’ (Ministry of Health and Care Services 2010), which states that health care should provide a dignified, safe and meaningful life in old age.



The challenge in dignity research is that there is a lack of consensus about the content of the concept itself (Gallagher 2011). It has been claimed that dignity as a construct is useless and should be replaced by such notions as respect and autonomy (Macklin 2003). Despite the ambiguity of the concept, simply discarding it would be a mistake (Sulmasy 2013). Indeed, it is a danger that if we do not understood dignity properly, its meaning may disappear behind other priorities in health care (Shotton and Seedhouse 1998).



Older people consider dignity as important in everyday life, relating it to self-esteem, being valued and wellbeing (Bayer et al. 2005). A recent literature review of dignity research (Šaňáková and Čáp 2018) found that older patients value autonomy and control, privacy, relationships, care and comfort, communication and identity. Attentiveness, respect and trust are important aspects of dignity in the perspective of nursing homes residents (Dwyer et al. 2008; Franklin et al. 2006; Heggestad et al. 2015; Oosterveld-Vlug et al. 2014). Nursing facility residents also have emphasized inner strength and coping, autonomy, and to be met as an individual person with his or her unique life history. Similar views of dignity in old age can be found in home health care and in acute hospital settings (Gregory et al. 2017; Hall and Høy 2012; Tauber-Gilmore et al. 2018).



When older people need help, they are vulnerable to loss of dignity and integrity (Stabell and Lindström 2003)—and with this—can experience feelings of shame about being old, sick and tired. In addition, if older people meet negative attitudes in society or fear their individual needs are not being met by healthcare personnel (Harrefors et al. 2009; Oosterveld-Vlug et al. 2014; Pleschberger 2007), their sense of worth and dignity can be diminished.



A challenge in nursing is that, although the staff generally wish to provide dignified care, lack of resources may reduce their ability to transform the ideal of dignity into practice (Baillie et al. 2009; Jakobsen and Sørlie 2010). Dignified care means that nurses are interested in knowing the individual patient; however, dignity also depends upon how the individual person values him or herself. According to Hall and Høy (2012), care for older people has to do with creating small situations in everyday life, in which each individual can experience a sense of dignity; by these means, he or she can thrive.





2. Love in Connectedness—A Key Finding


The doctoral thesis (Rykkje 2014) on which this paper is based consisted of three sub-studies: Sub-study I was a qualitative metasynthesis; Sub-study II was an interview study of older people; and Sub-study III was a theoretical paper about love and connectedness. Love in connectedness was a key finding throughout the work and, in fact, is a universal force found in both spirituality and human dignity.



2.1. A Qualitative Metasynthesis of Spirituality


Sub-study I (Rykkje et al. 2011) found connectedness with inner space at the center of human spirituality. This category partly overlaps and interacts with four more categories; connectedness with higher power, connectedness with nature, connectedness with others, and connectedness with community. Interestingly, love in connectedness was found as an ontological core category and a motivating force in spirituality. This indicates the presence of universal love in human experience. Love, it may be said, serves as the ‘binder’ that enables one to form durable connections with self and others, community, nature, and a higher power. Thus, love motivates spiritual thoughts and actions, fosters inner strength, and is present in caring relationships and caring acts. Inherent in love we find compassion, concern, being seen, and being confirmed as a human being. Broadly, we can portray spirituality as ‘love in action’:


The best way I can define it, for myself, is like love in action. You don’t have to be Christian to know love. We pick up on the love … love is present in the environment … There is love behind any action that we do.



(Lewis et al. 2007, p. 18)








2.2. A Qualitative Interview Study of Older People


Love in connectedness emerges through phenomena in people’s lives. In Sub-study II (Rykkje and Råholm 2014; Rykkje et al. 2013) older people2 were interviewed; love was found to be important in understanding the elements of dignity, spirituality, and spiritual care. In this study, the participants portrayed their philosophy of life in line with the Norwegian Christian cultural heritage (see Engedal 2011; Rykkje et al. 2013); within this tradition, values such as love of neighbor and equality are prominent. For these participants, love in the sense of caring about3 oneself, others, nature or God, was an essential phenomenon in their lives. Spirituality encompasses longing to both give and receive love, experiencing faith and hope, and feeling that life has meaning (Eriksson 2001). To care about was grounded in the participants’ understanding of dignity as having value as a human being—this means that value is fostered when a human being can provide compassionate care in relation with others, and that others return this affection.



Therefore, connectedness is based upon reciprocal love—in the sense of the anticipation for both giving and receiving something in return (Rykkje and Råholm 2014). In old age, frailty and illness may reduce the possibility to give, and many older people find themselves to be mostly receiving. Connectedness with nature and a higher power (e.g., God), however, are spiritual areas where many older people retain their ability to give; one example is to pray for others. There is also the hope that loving relations endure as one grows older, that older people can still give love to family and friends—a hug or kind words have no age limits. Regarding health care personnel, there is a difference between the love expressed in family relations as opposed to professional relations. However, regarding spiritual care, it is important that health care personnel show that they care about their patients. This is in line with the notion that nurses who care for the patient also have genuine desire to see the patient (Karlsson and Bergbom 2010). We can glimpse the significance of love in these two interviewees’ views of spiritual care in a nursing home:


Just to be present with the patient can be enough care … And not least touch; to touch them—and talking with them. Then, then we speak about care … The most important, however, is that the person who enters the patient room is someone who really cares about the person lying in the bed. (Participant A)



I believe you must see the human being who sits or lays there; you must in a way … A nurse cannot spend all her time in situations where the patients need someone to talk to—perhaps for half an hour. Of course, there is a limit … Then again, I think a nurse or an assistant that have a relation with the patient, that they do not forget the person when they leave the room. Thinking later—now I have the time to pop in and have a chat with the person, I mean—the nurse can adjust … They must not walk out the door and then I am forgotten, that the patient is forgotten. (Participant B)







In these statements, we can recognise the importance of nurses who care about their patients in the sense of being present, seeing them as a person, touching and thinking about them, and remembering their individual caring needs.




2.3. A Theoretical Study of Love in Connectedness


Sub-study III (Rykkje et al. 2015) searched for a deeper understanding of love and connectedness, through a theoretical literature review. This investigation found that connectedness is a concept of great significance inherent in human spirituality and which serves as a unifying force. Love is a key notion in caring for patients; however, there are many types of love, and differences exist in how to comprehend it. The sub-study centers upon compassion and the risk of losing love in patient care. Compassion for the suffering human being has shaped caring for hundreds of years (Thorkildsen et al. 2013). von Dietze and Orb (2000) portray compassion as to suffer with; thus, it is quite relevant in connectedness with others. Furthermore, compassion is to avoid paternalistic care and must not be misunderstood as pity. Compassionate care is:


not simplistically about taking away another person’s pain or suffering, but is about entering into that person’s experience so as to share their burden in solidarity with them and hence enabling them to retain their independence and dignity.



(von Dietze and Orb 2000, p. 169)







Love has seemingly had lean times in patient care. Several authors (see Rykkje et al. 2015, p. 7) suggest that love or compassion may sound threatening and unprofessional and, further, that love is an inferior value in caring—a weakness, or even a taboo. Caregivers who love in the practice of caring are often viewed as going beyond the role definition and their duty of care (Fitzgerald and van Hooft 2000). Hence, Straughair (2012) claims that the nursing profession has lost some of the ethos of compassion in favor of technical skills based heavily on evidence-based practice. However, when caregivers are genuinely concerned for the patient, love is evident, and the prospect for healing may increase (Stickley and Freshwater 2002).



This study also built upon a book by Tillich (1954), who portrays love as the driving force and constitutive element of life, encouraging all that is separated towards unity. Thus, love is understood as a reuniting and connecting force, both towards one’s inner self as a human being and in the search for connectedness towards something or someone outside oneself. Consequently, love must be a fundament in both connectedness with oneself as well as in connectedness with others. Moreover, love has the capacity of movement beyond the limitations of an individual standpoint and surrender to a greater reality—moving towards greater harmony and unity (Kenny 2011). Therefore, love is also a fundament in connectedness with something greater than oneself.





3. Love in Connectedness—A Dynamic Power in Four Forms


There are different kinds of love. In caring science, caritative care is central; caritas represents altruistic love and are the motive for caregiving (Levy-Malmberg et al. 2008). In my work, my focus on caritas is understood as love of neighbor, compassion and mercy. The love of neighbor is found in the expression to care about other human beings. According to Cody (2002), love of neighbor is an ethical principal in caritative care, represented in the notion of unconditional love. I understand caritas not as a duty required by others, but rather an inner motivated strength and appeal to protect life’s vulnerability, both in ourselves and in others.



Love in connectedness is a universal and dynamic power inherent in both spirituality and dignity; as such, it is a potential health resource. Love in connectedness originates from an ethos that safeguards the whole human being; it appears in relationships that embrace reciprocity between people who care about each other. The thesis portrays love in connectedness as a dynamic power in four forms:

	(1)

	
A life-giving source and a basic element in life itself, influencing the spirit and inner space of human beings through love of oneself




	(2)

	
An ethical guide for action through creative listening, giving and forgiving, pointing to reciprocity in love for others, and love can provide direction and content to understanding of spiritual care




	(3)

	
A force in the search for reunification with life’s infinity, represented by love beyond oneself, and love is regarded as present in human religiousness—a central value in human dignity




	(4)

	
Love of fellow human beings is a force that originates from the ethos of love that safeguards the whole human being and his or her inherent dignity









Moreover, love as a reunifying and connecting force may foster confirmation, serving, longing and holiness. I will explore this further in the following four sections.



3.1. Confirmation


My research started with the notion that there may be aspects of the human’s spiritual space that form a foundation for the maintenance of human dignity. The findings of this thesis point to the presence of an ethos that values the human being and confirms human dignity. This is reflected in love in connectedness through the phenomenon of love for fellow human beings. This type of love corresponds to altruism and love of neighbor, as found in Norwegian humanistic values based within our Christian cultural heritage (Rykkje et al. 2013). Fitzgerald and van Hooft (2000) note that this kind of love requires the willpower and commitment to wish good for the other before ourselves and without demanding anything in return. Values and moral attitudes, according to Nåden and Eriksson (2004), hold great importance for safeguarding human dignity. Hence, caregivers must base their work on values grounded in caritative ethics (Heijkenskjöld et al. 2010).



An ethos of love that forms compassionate care and concern for others may enhance the patients’ experience of intrinsic value and dignity. When the patient is in touch with his or her spirit or inner space, dignity can be confirmed by the recognition of his or her own value as a human being. However, as patients often face anxiety and suffering, they may feel their relative dignity is threatened. A prerequisite for experiencing dignity is the power of love through love of oneself or self-compassion. This form of love comprises experiencing connectedness and ability to care for oneself, and such love of self can contribute to alleviating suffering (Reyes 2012). Older people find that spirituality is vital, as being in touch with inner space may foster the feeling of peace and calm, wholeness and health (Rykkje and Råholm 2014). Accordingly, becoming in health is related to experiencing wholeness (Eriksson 2007). In conclusion, inner peace and wholeness, together with self-compassion, may provide the individual patient the courage to value his or her own worth as a human being and thus feel confirmation of his or her dignity.




3.2. Serving Others


This thesis holds that people’s ethos and philosophy of life should be based on values such as equality, human worth and compassion; with such values, one can actualise love’s inherent desire to serve others—wanting what is best for the other being. Although love of neighbor and compassion are accessible for all, they can be valued by some and rejected by others (von Dietze and Orb 2000). Compassion as a value, however, is important in nursing care and essential for maintaining the patient’s dignity.



Serving in love is understood as compassionate care for one another, based on reciprocity. This reflects the caring science assumption that dignity means accepting the human obligation of serving with love and existing for the sake of others (Lindström et al. 2010). I consider love for fellow human beings as universally present in the world, though not all humans utilise this force in the sense of serving in love for each other.



The relationship between spiritual care and dignity can be seen in the experience of wholeness, where care for the whole person, including the spiritual dimension, is understood as a prerequisite for perceived dignity. Spiritual care includes activities affiliated with religion, being in contact with nature (i.e., being outdoors, plants and pets), and other individual interests such as art, hobbies or music. In addition, spiritual care includes how family and health care personnel show their love and care about the patient, through the power of love for others. Older people wish for reciprocity in their relationships, as they desire to serve their family and loved ones as long as possible. However, this might also apply for the nurse-patient relationship. When nurses allow the older person to give, perhaps by expressing appreciation for receiving care, this opens up the potential for mutuality. This is essential because being able to give and receive love may contribute to experiencing that one’s life has meaning—here and now (Lindström et al. 2010). Relative dignity can be altered when facing illness, suffering and loss, but the way care is provided may mitigate experiences of diminished dignity due to frailty and dependence on others. This implies the importance of relationships between people and their underlying values, as well as the atmosphere of the care setting. In the caring encounter, to serve others in love is considered a basic value.




3.3. Longing


The results of my thesis imply that religion must be an integral part of human spirituality; this view is based on my understanding of religiousness. Eriksson (2001) holds that human beings long to be part of a greater communion with others and with God. Being part of something larger than oneself, as found in connectedness with a higher power and connectedness with nature, is part of the human search to understand the world in which we live (Eriksson 2010). This is essential in how I understand religiousness; love beyond oneself may be a force in this search process.



In spiritual care, we can meet patients who are longing for answers to the larger questions in life: severe illness and fear of death may put forward the question of life’s meaning. Suffering is often related to accepting the reality of death; this can trigger the desire and search for a higher power (Ferrell and Coyle 2008). Health problems, pain and illness may initiate existential questions, and patients may interpret their suffering in light of a religious view of life (Tornøe 1996). The findings indicate that religious support should be offered when appropriate, although there should be a balance in spiritual care with regard to individual patient’s beliefs and desires (Miner-Williams 2006; Ross 1997; Sartori 2010; van Leeuwen et al. 2006).



Furthermore, the study findings reflect a longing for being part of a community in connectedness with others (Bellingham et al. 1989; Register and Herman 2010; Younger 1995). This may include loved ones and, particularly family and friends, as well as acquaintances who are more peripheral; it may also entail being part of a group, a culture, the society or even the world. Connectedness means a sense of membership and belonging in the human community and a recognition of unity between oneself and others. Love is an attribute for connectedness in social relationships, through caring, affections, warmth, and concern for others’ well-being (Phillips-Salimi et al. 2012).




3.4. Holiness


In religiousness, there is a longing for connectedness with a greater meaning; through love beyond oneself, a presence of infinity and holiness may emerge. Religiousness can be one way of expressing the human perception of a holy cosmos in which one can be confronted with an infinite power transcending life and our existence (Clarke 2009). Holiness becomes part of life’s mystery and is found in the human being’s meeting with that which is perceived as divine (Otto 1958). Moreover, holiness can involve a longing for a higher power or existential meaning (Baldacchino and Draper 2001).



Holiness is seen in the human being’s possession of an inviolate intrinsic value (Eriksson and Lindström 2000). Furthermore, Eriksson (1997, 2010) proposes that health is related to unity and holiness, and that holiness is a source of faith and hope—which, like love, are basic sources of strength throughout life. Experiencing holiness presumes that the human being is in contact with his or her innermost core, spirituality and religiousness (Eriksson 1998), which is reflected in the spiritual space of the individual. Love of oneself can be viewed as a source of inner strength and transcendence that may foster spiritual growth (Eriksson 1990). Thus, love can become a resource for understanding existential questions concerning life and death (Thorkildsen et al. 2013).



When patients encounter illness and suffering, they often search for meaning and purpose in their own life (Råholm and Eriksson 2001; Younger 1995). The findings in this thesis suggest that the patient can find balance in his or her being and may reach an acceptance of his or her situation. The process of loving oneself and accepting the present situation can be a lonely journey, as it requires quiet moments of solitude (Rykkje et al. 2011). Love of oneself is essential because a human being who does not see him- or herself as valuable or believe in higher values can find it hard to experience meaning (Barbosa da Silva and Persson 1991). The experience of connectedness in life may foster the human being’s notion of dignity and holiness and may therefore appear as an active force in search for wholeness and becoming in health.





4. Care for the Whole Human Being


The findings point to the importance of caring for the whole human being, including the spiritual dimension of life. In this section, I will focus upon how my findings may contribute to spiritual care and dignity in older people nursing. I will also argue that love has much to do with it.



4.1. Spirituality in Old Age


It is important to understand that there are many interpretations and views of spirituality. One woman from the interview study described her spirituality as follows:


There are so many varieties of spirituality … a good conversation. To go outside—a morning, birds sing, it is quiet … and this with the children, of course. Otherwise—good conversations with friends … When you think about spirituality, then I think somehow of God. (Participant C)




A broad understanding of what spirituality might be in old age was common among the interviewed participants; this view of spirituality is in line with the findings of the metasynthesis of Rykkje et al. (2011). This means that nurses must have an individual approach to each older patient, to meet their particular spiritual needs and desires (Sivonen 2000).




4.2. A Dignified Old Age and the Value of Loving Relationships


From the interview study, a more comprehensive understanding of dignity in old age emerged. Central to dignity is feeling valued and appreciated, and results suggest that family and friends often are ‘the most important’ in older peoples’ lives. There were also examples of the interconnectedness of a dignified old age and spiritual care. The following quote is illustrative:


The material things—they live well, sit comfortably, the environment is positive, and they feel fine … They are given food and all that; care and visits and family … The material things must be in place … But then you have something spiritual … the priest might have something to add … and music and art, and they experience something like that … A dignified old age—the family appears as well, to this that may come in addition … They must feel they still—they are not abandoned. Feel they still exist and, and, really. They are not only positioned there to die … they must feel alive. This is a sum of all these things mentioned. (Participant D)







In Norway, the municipalities are responsible for providing long-term care, and the government has an interest in ensuring dignified care for older people (Ministry of Health and Care Services 2010). Nevertheless, Norwegian researchers find that municipal home-based services are a complement, rather than a substitute, for family care (Dale et al. 2011). The participants in my study valued living independently and often depended on family support when in need of help. However, they also wanted public assistance in order to feel they did not burden their family. Thus, municipal care services should assist when older people require assistance with basic needs such as personal hygiene, nutrition or health problems caused by chronic illness or frailty. The family, then, has another yet very meaningful assignment: they must be there for the older person and show their love and that they care about him or her. Thus, in old age, loving relationships with family and friends are of great importance (Harrefors et al. 2009; Pleschberger 2007).



Dignity is associated with a sense of confirmation of human worth (Eriksson 2001; Lindström et al. 2010). My reflection is that being with others and conversations may provide a sense of confirmation to the older patient, that he or she still matters—thus, even small talk or chats foster dignity. Several participants spoke about the importance of having someone to talk to, as found in this older man’s statement:


Just sit down and talk for five minutes. First, it helps her or him you talk to, and secondly—look at them after they have talked with someone—they shine like the sun … It has all to do with dignity. Because if you have someone to talk to, and you understand each other, then the person in the nursing home—is being, this he thinks about afterwards, many times, and then he feels very fresh. Because it was someone who cared … and that means a lot. (Participant E)







It is the family that is expected to visit patients; however, many relatives are busy, and most patients do not receive visits every day. Nurses cannot replace loving relationships with relatives, and it is certainly not my intent to suggest they should. Yet, not all patients have close relations with their relatives: some patients are alone with small or no network of family or friends. In such situations there is the possibility of engaging volunteers; indeed, this is one of the governmental strategies for providing better patient care (Haugen and Logstein 2016). However, in my opinion, there should be sufficient room for nursing personnel to engage in small talk in the daily care provided to older people.




4.3. Spiritual Care and the Importance of Everyday Chats


Spiritual care in old age could provide the opportunity for patients to attend activities, exercise or hobbies, be with family, or participate in religious activities (Rykkje and Råholm 2014). In my conversations with older people, we have talked about many individual needs and experiences. I remember one participant in the interview study who said that spiritual care was the same as care, because care was to see the whole human being and care about the patient. This is how the older man portrayed what he understood as spiritual care:


It can be spiritual care when you have a bedfast, sick patient, and you [as a nurse] take the patient’s hand and talk to him. Is not that spiritual care? I want to believe that. And if you manage to get in touch and talk to them, about anything really—but they feel your closeness, when you sit there and hold their hand. You might say that you are coming back to them tomorrow; then they have something to look forward to as well. (Participant F)







This confirms the presence of love as a dynamic human energy, which touches soul and spirit of both the patient and the nurse (Goldin 2018). Based on what is important in everyday life of older people, it is talking to others that seems to be the most significant nursing intervention. Many of the interview participants told that they missed the everyday chat with others. As many older patients rely on help from nursing personnel, they pointed to how personnel both in home care and in nursing facilities were busy, and appreciated those few minutes where nurses sat down and talked, and not just performed tasks. My interpretation is that everyday moments of conversations can provide meaning and joy, and may help confirm the older patient’s value as a person.




4.4. Spiritual Conversations about Religion and Existential Matters


A common opinion among the older people interviewed was to associate spirituality with religion (Rykkje et al. 2013). This does not mean that all participants were religious, but all were brought up in a society where Christianity were part of their primary school teaching and integrated into life-events such as baptism, weddings and funerals. Participants with a strong religious affiliation often had religious support from family and friends, although a few nursing home residents wished for religious support outside their family—from someone who understood their religious position. According to Eriksson (1997), nurses should recognise and meet patients’ spiritual needs, irrespective of their own attitude towards spirituality and religion. The participants endorsed the view that, if nurses feel unable to talk to the patient themselves, their professional duty is to refer the patient to another person who can be of help (Ledger 2005).



Furthermore, I would like to consider the patients with modest or low religious affiliation. In my study, several participants said that their childhood fate helped them to come to terms with what will happen after death. Religious practices from youth and adulthood are brought into the ageing phase of life (Bondevik and Skogstad 2000; Høeg 2010). Thus, the often latent faith of the older person may, in old age, come to the fore and provide sufficient answers to existential questions of death and afterlife (Torbjørnsen 2008). Being closer to death, some individuals, however, struggle with their existential thoughts; in this regard, I will present the story of a nursing home resident, given the fictional name Olga.



When talking with Olga, she expressed that she did not know much about spirituality. Nevertheless, several times in our conversation, she spoke about her concerns about not being a ‘really good Christian’. When she was alone, she thought about existential matters: ‘I have thought about that I will not join the good team’. Olga said that her life had been good, with few economic worries. Her concern was:


I’ve always thought that it might not be much chance for me that has been so spoiled … That there is no room for me afterwards … I’m not thinking about it that much … These are such small things, material things I do not think I’ve done right … I think I’m not good enough in a way. I think of that often. (Participant G)




When I asked Olga if she had someone to talk to about her concerns, she said that one of the employees would sometimes comfort her and ‘talk about a bit more serious matters, in a nice and not difficult way’. Olga said that she did not discuss these matters with others, and that it was not easy to reach out because the staff were busy. To recognise the need to talk about death and afterlife can be challenging for nurses; they must have knowledge and be aware of religious and spiritual needs (Austin et al. 2017; Cone and Giske 2016; van Leeuwen and Schep-Akkerman 2015). Another challenge is that the patient must experience trust in the relationship in order to feel comfortable speaking with someone about his or her personal thoughts. When asked if she would like to talk to a member of the clergy, Olga said she had not thought about that option. She did seem open to the idea, saying: ‘It is so many strange thoughts, but I guess everyone has them, because we do not know just how, and what will happen [after death].’ However, she also said that she did not feel a need to discuss her worries, although she repeated her concerns:


It is those thoughts you have when you lay in bed alone, then all the thoughts come along, you know … I am just an ordinary person … But I have always thought, in the back of my head, that I am not good enough. Because—I do not do any particular bad stuff, but I do not do terribly much good either. I feel by myself that I am no quite good enough, kind enough. (Participant G)







My reflection is that it is not easy for personnel to recognise the need for conversations about existential matters in patients like Olga, because of her uncertainty about her needs and the indirect words she used to describe her existential concerns. However, we as nurses should always get to know our patients sufficiently well to become aware of their spiritual needs and desires. Religious beliefs can be a resource when meeting difficulties in life: for some of the interviewees, their faith in God supported them, for others, the support came from clergy or from attending religious rituals. These results suggest that religion can contribute to experiencing meaning in life as well as the prospect of an afterlife; for some, it can alleviate suffering. Therefore, spirituality and religiousness can contribute to wholeness and becoming in health (Eriksson 2007).




4.5. The Significance of Love within Spirituality and Dignity and the Need for Future Research


Based on the interviews (sub-study II), I understand that it was an important part of spiritual care to receive love from family and friends through visits and expressions of concern; these relationships were often the main resource for meaning in life. A longing for being part of human relationships (Eriksson 2001) is still vital in old age. Love is the key for connectedness with others, through caring, affection, warmth and concern (Phillips-Salimi et al. 2012). Serving in love and existing for the sake of others (Lindström et al. 2010) was a value underpinning the significance of relationships based upon reciprocity and rooted in genuine concern, for example, that visits were reflective of love as opposed to obligation. Several participants said that they were afraid of being dependent upon others, especially when living in a nursing facility, they feared the family would forget them. Furthermore, it was essential that health care personnel see the individual human being; most important was the experience that people cared about them. Based on the interviews, the essence of fostering dignity in old age is being confirmed by experiencing being loved, not forgotten, and feeling alive through spiritual care.



Nurses cannot substitute for family visits and care from loved ones, because of the differences in the quality of the relationship pertaining to love. However, my thesis suggests that nurses must provide compassionate care in the sense to care about the other person. Thus, we need more knowledge about the attitudes and behaviors that lead to improved patient-reported outcomes based on compassionate care, and especially more research where patients’ and their families’ voices are obtained (Sinclair et al. 2016). There is also a need for supportive culture in organisations with an atmosphere conducive to compassionate care (Valizadeh et al. 2016). Although compassion is a component of the quality health care nurses are expected to provide, there are still personal, relational and systemic challenges concerning compassionate care (Singh et al. 2018). According to Taylor et al. (2017) there is need of further research aiming to develop and implement compassion within healthcare, through recognition, connection, altruistic desire, humanistic response and action. I believe a better understanding of the process of compassion as a motivating force for both patients as well as nurses (van der Cingel 2011) can strengthen the ability to work together in achieving relevant outcomes of care according to the individual patient’s needs and desires.





5. Materials and Methods


The methodology in this thesis was based upon Gadamer’s (2004) hermeneutical philosophy, and the research process was a movement in the hermeneutical spiral in which the three sub-studies were built upon each other. Thus, new research findings contributed to a broadened understanding of the previous sub-studies. This paper presents both the research process and the sub-findings, as well as new thinking patterns that emerged from the synthesis of the research results as a whole.



The included material is one qualitative metasynthesis (sub-study I) based on 17 empirical articles, interviews of 17 older people (sub-study II), and theory development (sub-study III) based on a research synthesis of articles concerning connectedness and love, and the book Love, Power and Justice by Paul Tillich (1954).



The doctoral study was approved by the Regional Committees for Medical and Health Research Ethics (Ref. 2010/2677a). Interview participants were informed both orally and in writing about the study purpose, the possibility of withdrawal and confidentiality procedures, in accordance with the Declaration of Helsinki (WMA (World Medical Association) 2013).




6. Conclusions


Based on this thesis, love in connectedness as a reunifying force may contribute to realising the human being’s spiritual potential. The thesis supports the view that caring for the whole human being must include the spiritual dimension. It is important for one to be seen as an individual human being, one who is loved by people who care about you. Furthermore, the findings suggest that a dignified old age implies not feeling lonely or abandoned, but rather feeling loved and alive through compassion and spiritual care, personal development and thriving, as well as spiritual wellbeing.
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The 17 included participants were 74–96 years old, six men and 11 women. Six participants did not receive healthcare services; five were home healthcare recipients; six were nursing home residents.



	
The expression to care about or care for someone is in Norwegian bry seg om and implies a loving or warm relation. Karlsson and Bergbom (2010) point out that nurses who do not care for imply that the patient is unimportant and is someone who annoys the nurse.
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