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Abstract

:

A hospital admission presents various challenges for a patient which often result in high or intense spiritual needs. To provide the best possible care for older adults during hospitalization, it is essential to assess patients’ spiritual needs. However, little research has been done into the spiritual needs of geriatric patients. This article seeks insight into what is known in the literature on the spiritual needs of geriatric patients. This integrative review presents a summary of the articles on this topic. To select eligible studies, the PRISMA Flow Diagram was used. This resulted in ten articles that have been reviewed. Results show (1) a wide interest in researching spiritual needs, using different research designs. In addition, (2) four subcategories of spiritual needs can be distinguished: (a) the need to be connected with others or with God/the transcendent/the divine, (b) religious needs, (c) the need to find meaning in life, and (d) the need to maintain one’s identity. Moreover, results show that (3) assessing spiritual needs is required to provide the best possible spiritual care, and that (4) there are four reasons for unmet spiritual needs. Further research is needed on the definition of spiritual needs and to investigate older patients’ spiritual needs and the relation with their well-being, mental health and religious coping mechanisms, in order to provide the best spiritual care.
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1. Introduction


In recent years, spirituality has become an indispensable part of both research on aging and the care of older adults (MacKinlay and Trevitt 2007; Peteet et al. 2019; Stanley et al. 2011). More and more research acknowledges the role of spirituality for older patients’ well-being and recognizes the prevalence of spiritual needs in aging (Koenig et al. 1995; Manning 2012; Moberg 2005; Wink and Dillon 2002; Weber and Pargament 2014). Unmet spiritual needs are reported and often related to health concerns, especially during hospital admissions (Hodge et al. 2012; Okon 2005; Ross 1997). This is in line with earlier prominent research that argues “that illness or hospitalization may prevent individuals from having their spiritual needs met and therefore prevent them from attaining their optimum health potential” (Ross 1995).



Moreover, addressing older patients’ spiritual needs is important if their spiritual experiences are to be acknowledged (Selman et al. 2018). Assessing spiritual needs provides insight into the meaningful spiritual experiences of people, into people’s spiritual resources and into what is important in people’s lives. In order to provide the best possible care and to recognize people’s spiritual experiences, it is essential to identify and assess their spiritual needs (Erichsen and Büssing 2013; Hodge et al. 2012; Mackinlay 2001; Monod et al. 2010b).



Despite the increasing recognition of the presence of spiritual needs in aging people, there is still no clear definition of the concept of spiritual needs and no unanimity on which constructs belong to spiritual needs (Polley et al. 2016; Sharma et al. 2012).



Frequently mentioned spiritual needs by researchers and older patients are the need to find meaning and purpose in life, the need for belonging, the need for connectedness, the need for inner peace and the need for love (Erichsen and Büssing 2013; Galek et al. 2005; Hermann 2007; Murray et al. 2004; Ross 1995). Also indicated and often mentioned as a spiritual need is the need to have a relationship with God or with the divine (Man-Ging et al. 2015; Troutman-Jordan and Staples 2014). Although a distinction has been made in literature between spirituality and religion, spiritual and religious needs intertwine. These concepts are intertwined and often used interchangeably by older patients themselves, especially in research with older adults or with their caregivers (Musick et al. 2000; Narayanasamy et al. 2004; Thauvoye et al. 2019). For example, in spiritual needs questionnaires, religious needs such as the need for connection with God or with the divine, are often categorized as a subcategory of spiritual needs (Büssing et al. 2010; Hermann 2006; Monod et al. 2010a; Taylor 2006).



Despite the overall consensus in literature on the role of spirituality in late life, insights into specific spiritual needs in late adulthood are lacking (Carver and Buchanan 2016; Davis 2005; Lavretsky 2010; MacKinlay and Burns 2017; Moberg 2008). Most research on spiritual needs is carried out with chronic disease patients, patients at the end of life and cancer patients (Büssing et al. 2010; Hermann 2006; Lazenby 2018; Murray et al. 2004; Yong et al. 2008). This stands in contrast to the small amount of research into the spiritual needs of older adults (e.g., Erichsen and Büssing 2013; Hodge et al. 2012). Discerning insight into the spiritual needs of hospitalized older adults is required if the best possible spiritual care is to be provided, especially given the growing population of older adults (Eurostat 2019).



Two noteworthy reviews have been conducted on the topic of older adults’ spiritual needs. The qualitative meta-synthesis of Hodge et al. (2012) discusses nine studies on older adults’ spiritual needs in healthcare settings. The review presents five interrelated categories of spiritual needs and provides the first meta-synthesis on this topic. Despite the clear overview and analysis in this work, five out of the nine articles included were published before 2000. Moreover, the review includes multiple healthcare or living settings of older adults such as outpatient hospices, hospitals, long-term care facilities and patients living at home, whereas our aim is to clarify the spiritual needs in geriatric wards. The second review concentrates on the spiritual needs of older adults in residential care facilities (Gautam et al. 2019). This integrative review incorporates seven recent studies with qualitative, quantitative and mixed method approaches. The article provides clear insights into the concept of spiritual needs and spiritual care from the perspective of residents and caregivers. These fruitful insights provide crucial information on the prevalence of spiritual needs in long-term care, but might differ from spiritual needs reported in a hospital setting, as discussed in this review.



Although these two reviews are indispensable, an up to date review on the spiritual needs of older adults in geriatric wards in hospitals is lacking. There is an increasing need to obtain more information on geriatric patients’ spiritual needs to include these needs in spiritual care. An overview of the current state of the research into geriatric patients’ spiritual needs is relevant.



This integrative review aims to outline what is known in literature about the spiritual needs of older adults in hospitals in the last two decades. Four subquestions will be addressed. Firstly, what kinds of studies have been done on geriatric patients’ spiritual needs? Secondly, what kinds of spiritual needs are reported by older patients or their caregivers? Thirdly, how are the stages of identifying spiritual needs and providing spiritual care described and related to each other? Fourthly, what are the reasons for the frequently reported unmet spiritual needs of geriatric patients? Finally, a critical evaluation is provided in the discussion.




2. Materials and Methods


In this study, an integrative review was applied in order to include heterogeneous designs such as qualitative and quantitative research methods (Knafl et al. 2017; Whittemore and Knafl 2005). An integrative review offers a comprehensive overview of the current state of research, formulates recommendations for further research and defines the missing research paths in literature (Russell 2005). Based on the framework of Whittemore and Knafl (2005), four methodological stages were conducted. Firstly, we searched for relevant articles in electronic databases and reference lists with help from experts and researchers. In this stage, the search strategy was formulated and implemented in the different databases. In the second stage, the PRISMA Flow Diagram was used to identify, screen and select eligible articles based on the inclusion and exclusion criteria (Moher et al. 2009). After the selection of articles, the third stage of the process consisted of data evaluation to assess the quality of the articles obtained. Lastly, the articles were analyzed and presented. Mendeley reference management software was used to store, manage and organize the articles obtained. During these processes, Microsoft Excel was used to classify the information from the articles.



2.1. Search Strategy


The integrative review process demands an extensive and well-defined search strategy to avoid missing articles and incomplete datasets (Conn et al. 2003; Whittemore and Knafl 2005). Six electronic databases were consulted: PubMed, Web of Science, ATLA, Cinahl, Scopus and Embase. Those databases were chosen because of their relevant resources in medical sciences or their focus on spirituality or religion. The last search was completed on 27 April 2020 by the first author.



The first search category contains the subject of the review; namely spiritual needs or spiritual concerns, sometimes referred to as spiritual distress. As already mentioned, spiritual and religious needs intertwine and thus both terms were included in the search strategy. In order to obtain a broad overview of the subject, the terms in this category were truncated to include all relevant key terms (spiritual*, relig* or pastoral*1). The second search category narrows the population down to older adults, with the exclusion of older adults in residential care or in nursing homes. The third search category identifies the healthcare setting; namely hospitals. For each database, the search string was adapted to the modalities of the database, as shown in Table 1. Worth mentioning is that the number of search results in PubMed was high (n = 383), due to the use of the Mesh Term ‘aged’, which provided a broad range of results. In addition to research involving older patients, research with a mix of older patients and adolescents, emerging adults and middle adults showed up in the PubMed results.



The broad search strategy ensured a representative overview of current research in this field. Additional records were identified through reference lists from the obtained publications, from the reviews of Hodge et al. (2012) and Gautam et al. (2019) or were provided by experts and researchers. Following the PRISMA flow diagram, illustrated in Figure 1, duplicates were removed before the titles, abstracts and full texts of the articles were screened. If full texts were missing or important information was lacking, the first author was contacted. For each search string, the results were limited to the last 20 years.



The publications were screened using the inclusion and exclusion criteria. Selected articles should include older adults (the participants in the research should be aged 65 years and over), should contain an empirical study (not a review, theoretical consideration or commentary), will be limited to research in geriatric wards in hospitals (exclusion of psychiatry, long term care, consultation centers, hospices, outpatient clinics, residential care, nursing homes or community-dwelling older adults), should focus on spiritual needs, should be written in English, French, German or Dutch and should have been published in the last twenty years (2000–2020).




2.2. Data Selection


Based on the criteria mentioned above, three stages of selecting and screening articles were performed, as illustrated in Figure 1. In the first stage of screening titles and abstracts, studies were included (n = 88) if the focus of the study was on spirituality, religion or pastoral care. In the second stage of screening, articles were included if the focus of the study was on spiritual needs (n = 18). This means that articles in the second stage were, among others, excluded if the focus of the study (n = 41) was on spiritual well-being (n = 9), religious or spiritual coping (n = 8), interventions (n = 4), religiosity (n = 12) or spirituality (n = 8). The distinction between those two stages was made to maintain a broad scope of views in the first screening and a narrower focus in the second screening. At the final stage, the undecided articles were read carefully and reevaluated. Eight records were excluded due to their focus on community-dwelling older adults (n = 2), due to their lack of focus on spiritual needs (n = 2), due to their focus on people with dementia (n = 1), due to their focus on the validation process (n = 1) or due to their lack of full text (n = 2). Following the PRISMA Flowchart, the selection process resulted in ten studies which are discussed in this review (Moher et al. 2009).




2.3. Data Evaluation


To evaluate the quality of the data, different quality appraisal tools are used in integrative reviews (Hopia et al. 2016). As Whittemore and Knafl (2005) argue, no gold standard is formulated to assess the quality of research. In line with the integrative review of Gautam et al. (2019), the Mixed Methods Appraisal Tool (MMAT) was applied to assess the quality of the articles, as shown in Table 2 (Hong et al. 2018). Three questions of the Critical Appraisal Skills Program (CASP) and three questions of the Risk of Bias Instrument for Cross-Sectional Surveys of Attitudes and Practices were added to assess the quality of the four qualitative and six quantitative articles respectively in more detail (Agarwal et al. 2011; CASP UK 2013).



Based on the two general screening questions of the MMAT2, we can conclude that the articles describe clear research questions and that the collected data permit addressing the research questions. In line with this, the MMAT shows that all the qualitative approaches used in the qualitative studies are appropriate to answer the research question3.



Considering the qualitative studies, the quality appraisal tool CASP showed two important shortcomings in two studies. Firstly, the relationship between the researcher and participants was not mentioned in two qualitative studies (Narayanasamy et al. 2004; Shih et al. 2009). Secondly, both of these studies did not describe how many patients refused to participate and why they refused to participate in the recruitment strategy (Narayanasamy et al. 2004; Shih et al. 2009). Additionally, the case study of Mundle (2015) cannot provide general results, as it reports findings based on one person. By presenting a detailed report of the spiritual history, spiritual narratives, spiritual distress and spiritual needs of an older patient, this case study offers insights into possible characteristics of spirituality and spiritual needs as experienced by older persons.



Reflecting on the quantitative studies, the quality appraisal tool MMAT and the Risk of Bias Instrument for Cross-Sectional Surveys of Attitudes and Practices show that the reasons for not participating4, risk of nonresponse bias5, missing data6 and face validity of the survey instrument7 are often not discussed. In summary, the risk of bias in qualitative and quantitative studies is briefly mentioned or not mentioned at all in the articles. Most of the time, it is unknown to what extent the researchers have taken this into account. However, it is important to identify and avoid bias in research to interpret the results of the studies correctly.



While defining the results of the studies in this review, the possible risk of bias in the studies and the limitations of the survey instruments were considered. The evaluation of all ten studies—published between 2004 and 2019—is reported in Table 2.




2.4. Data Analysis


The main focus of this data analysis is to identify common patterns and themes and to provide an overview of current research and recommendations for further research. Each article was read several times and key information for each article was classified, analyzed and compared with data from the other studies. Thereafter recurring concepts, ideas or outcomes of data comparison were clustered and represented in this article (Whittemore and Knafl 2005).



Four topics will be discussed in this review to address the four subquestions, mentioned at the beginning of this review. Firstly, the characteristics of the studies are described. Secondly, the main subcategories of spiritual needs of geriatric patients are defined. Thirdly, the complementary processes of identifying spiritual needs and providing spiritual care are outlined. Finally, the reasons for unaddressed spiritual needs are illustrated.





3. Results


3.1. Description of the Studies


For each study, the authors, the publication year, the geographical location, the sample and healthcare setting, the aim or objective of the study and the design of the study are reported in Table 3. The measurement tool for spiritual needs used in the study, the conclusions of the study related to patients’ spiritual needs and the general conclusion of the study are also summarized in this table. In this part, more information is provided on the characteristics of the studies. The religious and medical background of the patients, the exclusion criteria, the hospital setting, and the measurement tools for spiritual needs are described in more detail.



The articles represent seven distinct studies and three similar studies. These three studies were written by the same lead author using the same research design in different subpopulations of a single national sample (Hodge et al. 2013, 2016; Hodge and Wolosin 2015). Although these three studies were published in three different articles, they are part of the same data set. The results of the three studies, which are similar to each other, will be considered as one investigation in the review analysis (Dijkers 2018).



In line with the geographical heterogeneity as shown in Table 3, the religious background of the participants differs in the various articles. One study focused on Muslim patients (Sönmez and Nazik 2019), one study mentioned a majority of patients with a Judeo-Christian background (Monod et al. 2012), two studies included Christian patients (Mundle 2015; Ross and Austin 2015), one study included Muslim and Catholic older adults (Narayanasamy et al. 2004) and one study contained a mix of different religious backgrounds such as Buddhism, Protestantism and Catholicism (Shih et al. 2009). Surprisingly, four studies did not pay attention to people’s religious background (Hodge et al. 2013, 2016; Hodge and Wolosin 2015; Ramezani et al. 2019).



Despite extensively reported information on the sample characteristics in the studies, little is reported about the medical background of the participants. Two studies questioned older patients at the rehabilitation unit (Monod et al. 2012; Mundle 2015), two studies explored the spiritual needs of older adults at the end of life (Ross and Austin 2015; Shih et al. 2009) and the majority of participants in the Turkish study had cancer or heart failure (Sönmez and Nazik 2019). In the five remaining studies, the medical background was not extensively explained (Hodge et al. 2013, 2016; Hodge and Wolosin 2015; Narayanasamy et al. 2004; Ramezani et al. 2019).



In general, the articles included patients aged 65 years and over8. Some studies defined more detailed exclusion criteria. In five studies participants with cognitive impairment, incomplete questionnaires, patients with severe dementia, people suffering from alcohol abuse or mental illness or unconscious patients, were excluded (Monod et al. 2012; Ramezani et al. 2019; Ross and Austin 2015; Shih et al. 2009; Sönmez and Nazik 2019). The exclusion criteria for the other studies are mentioned briefly; namely, the exclusion of people under 65 (Hodge et al. 2013, 2016; Hodge and Wolosin 2015; Mundle 2015; Narayanasamy et al. 2004). Eight articles investigated spiritual needs exclusively through questioning older patients. One study examined the spiritual needs of aged patients from the nurses’ perspective and one article questioned patients together with their informal caregivers (Narayanasamy et al. 2004; Ross and Austin 2015).



The ten publications cover research conducted in hospital settings, except for the study by Ross and Austin (2015) which included participants living at home. These participants had often been admitted to hospital during the research and had been identified through hospital databases. An exception has been made for this study due to its high relevance for older patients’ spiritual needs and frequent hospitalizations. In line with this, the studies by (Hodge et al. 2013, 2016; Hodge and Wolosin 2015) were conducted at the moment the patients were discharged from the hospital. However, the data in these studies focus on spiritual needs during their hospital stay and thus contain fruitful information.



Finally, spiritual needs have been researched using various kinds of measurements. Four studies asked participants one single question about the degree of addressed spiritual needs, the extent of spiritual needs or the intensity of spiritual needs, rated on a 5-point Likert Type scale (Hodge et al. 2013, 2016; Hodge and Wolosin 2015; Sönmez and Nazik 2019). Two other studies evaluated the unmet spiritual needs and determined the prevalence of spiritual distress with the Spiritual Distress Assessment Tool by Monod (Monod et al. 2012; Mundle 2015). The study carried out by Ramezani et al. (2019) assessed spiritual needs using the Spiritual Needs Questionnaire by Büssing et al. (2010). The study conducted with the nurses identified older patients’ spiritual needs by use of the critical incident technique (Flanagan 1954; Narayanasamy et al. 2004). Finally, the two remaining studies used multiple open-ended questions to measure spiritual needs (Ross and Austin 2015; Shih et al. 2009).



Despite the small number of studies, the variety of countries and religious backgrounds shows that there is a wide interest in identifying, assessing and addressing people’s spiritual needs. This section has concentrated mainly on the differences between the studies. However, there are also similarities across the studies, as shown in the following sections.




3.2. The Subcategories of Spiritual Needs


The majority of the articles provide an overview of various definitions or conceptualizations of spiritual needs or spirituality, based on previous research. Spiritual needs are perceived as inherent to human beings and as one of the deepest human needs (Ramezani et al. 2019). Authors agree that spirituality is a basic human need and that spiritual needs are expressions of people’s inner being (Narayanasamy et al. 2004; Shih et al. 2009). Moreover, spirituality is described as the essence of human beings and as giving a person humanity (Sönmez and Nazik 2019). Monod et al. (2012) emphasizes that spiritual needs provide information about the current spiritual state of people and represent patients’ intimate feelings at a certain moment in time, such as during hospital admission. Nevertheless, the articles do not provide a clear definition of spiritual needs.



Four subcategories of spiritual needs are frequently mentioned by the research participants in the studies; i.e., the need to be connected with others or with God/the transcendent/the divine, religious needs, the need to find meaning in life, and the need for maintaining identity.



One of the most frequently indicated dimensions of older patients’ spiritual needs is the need for connection. The need to feel connected with others such as family and significant others is prominent. In the study with Muslim patients, the need to see friends and family scores highest along with religious needs (Sönmez and Nazik 2019). In general, the need to receive support from family, the need to connect with others, the need to feel close to significant others and the need for belonging and meaningful relationships score highly (Narayanasamy et al. 2004; Mundle 2015; Ramezani et al. 2019; Ross and Austin 2015). The Spiritual Distress Assessment Tool deepens the need for connection as “the need for connection with his or her existential foundation” (Monod et al. 2012). Besides this, the connection with God, the transcendent or the divine is also frequently noted. For example, in the study by Ramezani et al. (2019) “requesting help from God” is reported as the most intense need. This need to communicate with God is also reported in the study with the nurses (Narayanasamy et al. 2004).



Of equal importance and overlapping with the need for connection with God/the transcendent/the divine, is the frequently mentioned subcategory of religious needs. The Muslim patients in Sönmez and Nazik’s study (2019) report a high amount of religious needs such as praying, reading religious texts and attending religious services. Also, three other studies report the need to pray, to take communion, the need for absolution, the need to transcend the worldly being or the need to practice religion (Narayanasamy et al. 2004; Ramezani et al. 2019; Ross and Austin 2015). These needs represent a wide spectrum of religious needs. This is not surprising, as the religious backgrounds of the respondents of these studies differ. As most of the existing studies focus on a rather homogeneous sample in terms of religious background or do not report the religious background of participants, these studies could not investigate the possible correlation between religious needs and specific religious backgrounds of patients. More research is needed on the relation between patients’ religious identity, religious salience and religious involvement and their religious needs.



Another subcategory among older patients is the issue of meaning in life which is described in different studies. Four studies report the need for meaning in life during hospitalization, such as making sense of their illness or searching for a sense of purpose in life (Monod et al. 2012; Mundle 2015; Narayanasamy et al. 2004; Ross and Austin 2015). This is in line with other research reporting that finding meaning in life can help people cope with life stressors (Park and Baumeister 2017). At the same time, the search for meaning in life can become problematic due to life challenges that come with aging such as experiences of loss, reduced physical health, shrinking social networks and the proximity of death experiences (Pinquart 2002; Turesky and Schultz 2010; Vachon et al. 2009; Yoon 2006).



Finally, in parallel with the search for meaning in life is the need for maintaining identity, reported in two studies using the SDAT (Monod et al. 2012; Mundle 2015). Monod et al. (2012) identify this category as the need “to be loved, to be heard, to be recognized, to be in touch, to have a positive image of oneself and to feel forgiven”. Previous research shows that maintaining identity is related to maintaining dignity in the process of aging, especially through respectful and attentive interactions (Lloyd et al. 2020).



In sum, spiritual needs are specified as a multidimensional concept made up of a vertical and horizontal dimension (Monod et al. 2012). This is in line with other research in other populations where a distinction between a vertical and horizontal dimension in spiritual needs can be distinguished (Offenbaecher et al. 2013; Riklikienė et al. 2020; Taylor 2006). The vertical dimension can be considered to be the connection with a higher being, transcendent, God or divinity. The horizontal dimension consists of aspects such as the search for meaning, feeling connected with others, achieving inner peace needs, being with family, belonging and maintaining identity (Monod et al. 2012; Narayanasamy et al. 2004; Ramezani et al. 2019; Sönmez and Nazik 2019). In line with the subcategories, these two dimensions of spiritual needs are distinguished, but at the same time are overlapping and complementary.



Despite the cultural differences in the studies, similar spiritual needs are found across different groups. For example, Ross and Austin (2015) investigated patients’ spiritual needs in South Wales and compared them with Murray’s research (2004) in Edinburgh, but no differences were found. Also the three studies by (Hodge et al. 2013, 2016; Hodge and Wolosin 2015) report the same conclusion, despite the different cultural background of the participants. Although the results in these studies show no cultural differences, (Hodge et al. 2013; Hodge and Wolosin 2015) report in the studies with Latino and African Americans the wide variety of spirituality between individual patients sharing the same cultural background and between groups of patients from various ethnicities. For example, (Hodge et al. 2013; Hodge and Wolosin 2015) declare that African Americans report higher spiritual needs compared to other groups and that Latino Americans’ spirituality is characterized by a belief in a “vibrant, non-material reality”.



Besides the cultural variety in the studies, patients also have different religious backgrounds. To take into account the spiritual or religious affiliations of people, Mundle’s research (2015) gives attention to patients’ spiritual history and spiritual background in healthcare by use of narrative inquiry. Mundle’s case study (2015) shows that spiritual needs are related to the spiritual history of patients. For example, the spiritual experiences of the female patient during her childhood and her experiences in the church affect her current spiritual needs. The majority of the studies barely mention the link between patients’ religious affiliation and spiritual needs.




3.3. The Stages of Assessing Spiritual Needs and Providing Spiritual Care


In this section, insights into the two complementary stages in the process of taking care of patients’ spiritual needs, namely identifying and addressing spiritual needs, will be discussed. We start with an important distinction that needs to be made when identifying spiritual needs, followed by the role of the healthcare and chaplaincy team to address spiritual needs. All insights are based on the articles in this review, whether or not linked or compared to prior research.



3.3.1. Identifying Spiritual Needs


In the identifying process of investigating spiritual needs, studies make a distinction between the nature of spiritual needs and the degree of met or unmet spiritual needs.



On the one hand, if research wants to gain insight into which spiritual needs geriatric patients consider meaningful, the value of spiritual needs should be questioned. For example, “Do you have the following needs?” or “Are these practices spiritual requirements for you?”. These questions investigate the nature, the amount or the intensity of spiritual needs (Ramezani et al. 2019; Sönmez and Nazik 2019).



On the other hand, if we want to gain insight into the extent to which spiritual needs are recognized and met during hospitalization, an additional question is needed that explicitly assesses the degree of fulfillment. For example, in the three studies by (Hodge et al. 2013, 2016; Hodge and Wolosin 2015), the degree to which hospital staff addressed spiritual needs is questioned. These questions investigate the extent to which spiritual needs are met during hospitalization. The distinction between met and unmet spiritual needs is also included in the study by Mundle (2015) and Monod et al. (2012) by use of the Spiritual Distress Assessment Tool. The SDAT explores patients’ spiritual needs and identifies if these spiritual needs are met or unmet (ibid). A scoring system is provided to rate the degree of unmet spiritual needs on a 4-point Likert scale ranging from 0 (no unmet need) to 3 (severe unmet need). The total score, ranging from 0 (no distress) to 15 (severe distress), is the sum of the different unmet spiritual needs scores. Spiritual distress is defined if the total score is ≥5 and thus high levels of unaddressed spiritual needs are reported (Monod et al. 2010a, 2012).



In other words, it must be pre-determined whether the assessed spiritual needs should be a representation of the nature, amount or intensity of spiritual needs generally or a representation of the degree of (un)addressed spiritual needs. Therefore, a clear differentiation between assessing spiritual needs as assessing patients’ spiritual framework on the one hand, and measuring the degree of assessed spiritual needs as assessing the extent to which needs may or may not be met during hospitalization on the other hand, is required.




3.3.2. Addressing Spiritual Needs


The integrated articles focus in the first place on identifying or assessing spiritual needs. However, gaining insight into patients’ spiritual needs is inextricably linked to addressing spiritual needs (Shih et al. 2009). In other words, taking care of spiritual needs is just as essential as gaining a deeper understanding of spiritual needs. Seven out of ten reviewed articles researched the spiritual needs of geriatric patients and formulated the adjusted spiritual care that is needed to meet these needs (Hodge et al. 2013, 2016; Hodge and Wolosin 2015; Mundle 2015; Narayanasamy et al. 2004; Ross and Austin 2015; Shih et al. 2009).



Based on the articles in this review, the most prominent issue, besides defining best practices of spiritual care, is who will take care of meeting these spiritual needs. In general, the seven articles discussing spiritual care ascribe spiritual interventions to the entire healthcare team of the hospital ward. These studies presume that spiritual care is the shared responsibility of each caregiver and is in line with insights from previous research (Kruizinga et al. 2018).



More specifically, (Hodge et al. 2013, 2016; Hodge and Wolosin 2015) describe the aim of addressing patients’ spiritual needs as a collaborative responsibility. This call for shared responsibility is based on four predictors of met spiritual needs, identified in general healthcare. These predictors are the quality of relations with nurses, the communication with physicians, the discharge process and the room quality. These four variables function as a predictor of satisfaction with how spiritual needs of geriatric patients during hospitalization are addressed (Hodge and Wolosin 2015; Hodge et al. 2013). In sum, (Hodge et al. 2013, 2016; Hodge and Wolosin 2015) report that spiritual care is the task of the whole healthcare team and that spiritual care should be integrated into the healthcare process. This is in line with the preferences of patients in the study of Ross and Austin, reporting that spiritual needs can be fulfilled by the whole healthcare team (Ross and Austin 2015). Moreover, two articles specifically describe the vital role of nurses in addressing spiritual needs (Narayanasamy et al. 2004; Shih et al. 2009).



In addition to the common focus on the healthcare team as best placed to address patients’ spiritual needs, the fundamental role of chaplains in spiritual care is mentioned. Patients and caregivers report that an encounter with the chaplain is indispensable in assessing and addressing patients’ spiritual needs (Mundle 2015; Ross and Austin 2015). Previous research focusing on chaplaincy care underlines, in line with the integrated studies, the complementarity of the healthcare team and the chaplain in identifying and meeting spiritual needs. Often, the healthcare team refers to the chaplain if they become aware of a deeper spiritual need or concern. Thereafter, chaplains undertake a more in-depth spiritual assessment and a more extensive spiritual intervention based on their professional background and training (Fitchett 2017; Handzo and Koenig 2004; Kestenbaum et al. 2017).



However, one must check whether patients need someone from the healthcare team to address and meet their spiritual needs, or whether they can cope or fulfill these needs by themselves, without help from the healthcare team. For example, in the study by Sönmez and Nazik (2019), Muslim patients report high spiritual needs, although these needs were mostly fulfilled by patients themselves. In other words, there is a discrepancy between being able and being unable to cope with spiritual needs, as noted in the SDAT before. This tool explicitly evaluates whether patients are able to cope with their own spiritual needs. Patients who are incapable of formulating coping mechanisms and are not able to manage their spiritual needs score higher levels of spiritual distress and need spiritual support (Monod et al. 2012).





3.4. Why Spiritual Needs Remain Unmet


The patients interviewed in the studies report a high number of unmet spiritual needs and a lack of spiritual care (Ramezani et al. 2019; Ross and Austin 2015). Four reasons for unmet spiritual needs are identified by the authors in this review.



Firstly, the authors argue that spiritual needs receive little attention in healthcare and research and that there is insufficient evidence of the nature of spiritual needs or spiritual interventions (Narayanasamy et al. 2004; Ross and Austin 2015). Monod et al. (2011, 2012) claim an imbalance between the high amount of research done into patients’ spiritual history and the small amount of research conducted into patients’ current spiritual status. They report that multiple instruments are developed to assess patients’ spirituality in terms of behaviors and attitudes in contrast to the limited number of tools to assess patients’ current spiritual needs. Moreover, incorporated studies acknowledge that spiritual assessment is not sufficiently integrated into research and into holistic care (Hodge and Wolosin 2015; Ross and Austin 2015).



Secondly, a lack of knowledge, competence and training to address spiritual needs is disclosed in the articles (Shih et al. 2009). The lack of educational programs causes uncertainty and reticence in healthcare staff to discuss spiritual needs with patients (Mundle 2015). More training, guidance and coaching is needed to activate spiritual care in healthcare (Hodge et al. 2013; Sönmez and Nazik 2019). This is in line with other research noting the absence of spiritual care in nursing education (Lewinson et al. 2015). Moreover, nurses report this shortcoming as the most frequent barrier to providing spiritual support (Balboni et al. 2014; Cone and Giske 2017; Rogiers et al. 2019).



The third reason for unmet spiritual needs is time restrictions and is briefly noted in one of the articles (Hodge et al. 2016). This is similar to other studies reporting that members of the healthcare staff are aware of patients’ spiritual needs, but have too little time to examine patients’ spiritual concerns (Daudt et al. 2019; Keall et al. 2014).



Last but not least, spiritual issues are often perceived as intimate and personal topics both for patients and caregivers (Mundle 2015). One of the barriers to address spiritual needs is the lack of familiarity with common spiritual needs (Hodge et al. 2016). Also reported is the discomfort with assessing spiritual needs, communicating about spirituality and assuming that patients prefer not to express their spiritual concerns (Mundle 2015). This is contrary to studies demonstrating older patients’ preference to include spirituality during their illness or treatment (Ross and Austin 2015; Stanley et al. 2011).





4. Discussion


Central to this study is the synthesis and analysis of initial findings on older patients’ spiritual needs, outlined in the studies included. This overview seeks to gain insight into what is known in literature about this topic, what kind of research has been done and how spiritual needs are defined across the different studies. Ten studies were obtained on the basis of a systematic approach. The results of the integrative review provide insights into the main characteristics of the various studies, into the spiritual needs most frequently reported by geriatric patients, into the complementary processes of assessing and addressing spiritual needs, and into the issue of unmet spiritual needs. Additionally, the subcategories of spiritual needs discussed in this review will be compared with the results of two reviews on older adults’ in different hospital settings and with the results of studies with other populations such as cancer patients, palliative patients and patients with dementia.



This review is about spiritual needs subcategories as reported by geriatric patients. Although patients’ spiritual needs are often split up and categorized, spiritual needs remain dynamic and unique, based on the cultural, ethnical, spiritual and geographical background of patients. The spiritual needs’ subcategories disclosed in this review are partially consistent with previous findings. The review on spirituality in older adults living in residential care facilities already noted the need for interconnectedness and the need to find meaning in life as two main spiritual needs (Gautam et al. 2019). In line with this, the outlined spiritual needs in this study overlap with the synthesis by Hodge et al. (2012) which also points out the prevalence of the need for interpersonal connection, the need for relationship with God and the need for meaning and purpose. Also, in other populations such as cancer patients, palliative patients and people with dementia, some studies show that the need to feel connected with self, others and God and the need to find meaning in life are prominent (Grant et al. 2004; Lazenby 2018; Odbehr et al. 2017). Different from these studies with cancer patients and palliative patients is the high prevalence of the need for maintaining identity and religious needs reported by some studies with older adults (Gautam et al. 2019; Grant et al. 2004; Lazenby 2018; Man-Ging et al. 2015; Odbehr et al. 2017). Büssing et al. (2018) study reveals that the prevalence of religious needs also differs between age groups. People aged 70 years and over scored higher on religious needs compared to younger people in this study. However, not all studies with older adults report high levels of religious needs. The research of Erichsen and Büssing (2013) with older adults in nursing homes reports low prevalence of religious needs. Finally, little attention is given in the studies of this review to the need for (inner) peace compared to other studies. For example, in the study of Grant et al. (2004) with palliative patients, the need for peace of mind is linked with the perspective and fear of death, which is also pointed out in the reviewed study of Shih et al. (2009). In two other studies in this review, the need for peace is mentioned as a positive outcome of spiritual care or positively related to spiritual distress (Monod et al. 2012; Narayanasamy et al. 2004). Finally, the study of Ramezani et al. (2019) shows that the need for inner peace is reported by 85 out of 100 patients. However, the need for inner peace was not mentioned extensively in the reviewed studies. Given the small amount of research on geriatric patients’ spiritual needs, more research is needed to estimate to what extent the geriatric patients’ spiritual needs are similar or different from other groups of people.



Secondly, this review shows the link between assessing and addressing patients’ spiritual needs and outlines the distinction between met and unmet spiritual needs. Also, the role of the healthcare team and the chaplain in assessing and addressing spiritual needs is discussed. In line with the model of Handzo and Koenig (2004), spiritual care is a shared responsibility of the whole healthcare team in which the chaplain is the professional spiritual caregiver, while other caregivers assess spiritual needs and refer to the chaplain if spiritual needs crop up. However, spiritual needs can also be assessed by the chaplain. For example, assessing patients’ spiritual needs by the SDAT-tool by Monod et al. (2010a) is embedded in the relationship between the patient and the chaplain. At the same time, spiritual needs can also be addressed by other health professionals, supported by and in collaboration with the chaplain (Koenig 2014). In sum, the complementarity between chaplains and other caregivers is essential to assess and address patients’ spiritual needs.



In contrast to the focus on assessing and addressing spiritual needs, the outcomes of spiritual care are lacking in these studies, compared to the increasing focus on outcome-oriented research in spiritual care. Outcome-oriented chaplaincy is especially gaining more attention and seeks to investigate the added value of spiritual care on patients’ well-being, quality of life or mental health (Jankowski et al. 2011; Kruizinga et al. 2016; Snowden and Telfer 2017). Addressing patients’ spiritual needs, on the one hand, is related to higher well-being (Park and Sacco 2017). Unmet spiritual needs, on the other hand, are associated with poorer well-being, lower care satisfaction, and less quality of life (Astrow et al. 2018; Pearce et al. 2012). Although outcome-oriented research is increasing, the reviewed studies did not include this outcome-paradigm in their research. However, some authors are aware of the effects of spiritual care on patients’ well-being. For example, Mundle (2015) argues that the use of narrative frameworks as a focus of spiritual care has therapeutic effects on older patients’ spiritual health. Moreover, Ross and Austin (2015) presume an increase in quality of life, spiritual well-being and a decline in loneliness and hospital admissions if spiritual care is offered to homebound geriatric patients. In line with this, Ramezani et al. (2019) advise addressing spiritual needs, as this is linked to fewer depressive symptoms and lower disease duration. Also, Sönmez and Nazik (2019) briefly describe the positive effect of fulfilled spiritual needs on life expectation. Finally, Hodge et al. (2016) prove that addressing spiritual needs is associated with higher overall satisfaction with service provision. Yet, only one study in this review explores briefly the outcomes of spiritual care. The study conducted with nurses reports two outcomes of nurses’ interventions to address spiritual needs. On the one hand, nurses report the positive effects on patients and their families such as achieving inner peace and experiencing gratitude and, on the other hand, nurses describe the positive effects on themselves such as feeling happier (Narayanasamy et al. 2004). In summary, research is needed on the whole process of spirituality, starting with identifying the spiritual needs of geriatric patients when they enter the hospital, followed by providing spiritual care during hospitalization, and concluding with investigating the outcomes of spiritual care provided by the healthcare or chaplaincy team.



Thirdly, this review discovered that spiritual needs remain often unmet and that there is an urgent need for exhaustive empirical research in different cultural contexts in order to obtain a complete overview of older patients’ spiritual needs. Four reasons for spiritual needs unaddressed during hospitalization were given in the articles and mentioned in this review. One of the factors is that there is fundamental research missing on this subject. This is in line with the small number of articles obtained from a database search during this review. Complementary, educational programs should include training courses on spiritual care and spiritual assessment in the light of the holistic care paradigm. In particular, the complex relationship between experiencing spiritual needs, reporting spiritual needs, and asking for spiritual care must be included in educational programs. Surprisingly, research shows that patients reporting high spiritual needs are not more likely to apply for spiritual care (Fitchett et al. 2000). In other words, spiritual concerns are not often articulated spontaneously, unless the healthcare team explicitly asks for this (Nelson-Becker et al. 2007). This means that in order to gain insight into the spiritual needs of patients, active inquiry-based working is required and should be taught to healthcare staff.



In sum, this study responds to the broader interest in gaining more insight into the spiritual needs of geriatric patients. For example, addressing patients’ spiritual needs in healthcare is encouraged by the World Health Organization (2017) which demands “health systems and services to address the multidimensional needs of older adults in an integrated way to grant effective care”. In addition, the “forgotten factor of spirituality” is mentioned more and more in addition to the classical framework of successful aging (Baltes and Baltes 1990; Crowther et al. 2002; Swinton 2001; Rowe and Kahn 1997). A remarkable shift took place in this framework from a binominal, idealistic discourse of successful aging towards a holistic and person-centered approach to aging, based on the bio-psycho-social-spiritual model (Atchley 2011; MacKinlay 2006; Malone and Dadswell 2018; Puchalski et al. 2009; Sulmasy 2002). Although the importance of spirituality is mentioned in the contemporary interpretation of successful aging, the framework of successful aging is still mainly based on maximizing health, cognitive capacity and participation in social activities on the one hand, and minimizing dependency, losses and disabilities on the other hand (Baltes and Baltes 1990; Depp and Jeste 2006; Flatt et al. 2013; Mowat 2004; Rowe and Kahn 1997).




5. Limitations


Although this study provides a good synopsis of current research on aging patients’ spiritual needs, this review has four limitations.



Firstly, due to the limited studies and their wide variety, any conclusions must be drawn with caution. It is not appropriate to compare the content of the studies without considering their various backgrounds. As already mentioned, the studies are conducted in a wide variety of countries and with patients from different cultural and religious backgrounds. Moreover, the studies serve distinctive purposes and the spiritual needs are measured in different ways. Apart from Monod’s Spiritual Distress Assessment Tosol (Monod et al. 2010a, 2012), most assessment scales are rarely adapted to the specific context and needs of older patients. The variety of measurements in the studies, combined with a small number of participants, limits the possibility of generalizing results in this review. Moreover, the majority of the articles maintains a cross-sectional design that prevents results being obtained from causal conclusions. In other words, the reviewed articles provide initial findings that must be further investigated.



Secondly, five out of ten studies do not fully meet the inclusion criteria set in this review. Although inclusion criteria were limited to older adults in hospitals9, four studies include older adults who were discharged from hospital (Hodge et al. 2013, 2016; Hodge and Wolosin 2015) or community-dwelling patients (Ross and Austin 2015). Besides this, Narayanasamy et al. (2004) include nurses instead of patients and the patients in the study by Ross and Austin (2015) were at home. Also, some important information is missing from the articles. For example, there is little information provided on the relationship between the religious or spiritual background of the participants and their spiritual needs. Moreover, information on the relationship between researcher and patients10, risk of nonresponse bias, missing data, and reliability and validity of the survey instrument is missing.



Thirdly, three out of ten studies are by (Hodge et al. 2013, 2016; Hodge and Wolosin 2015). As already mentioned, the research designs and samples are similar across the three studies, but split up into several subsamples and subsequent publications. We took this into account during the analysis, yet this can cause a distorted overview of the research results. Also, the results of Mundle’s research (2015) should be interpreted with caution. The case study is a representation of one patient’s specific context and needs. This research is included, as the importance of case studies in spiritual care is increasing and case studies provide initial findings for further research (Fitchett 2020; Fitchett and Nolan 2015).



Finally, grey literature i.e., reports, newsletters, and presentations are not included in the research. Moreover, publication bias must be considered. Studies including averaging null effects are mostly not published and might have an influence on the findings in this review (Rosenthal 1979).




6. Future Research


Future research needs to incorporate three important components in order to address current knowledge gaps concerning spiritual needs in geriatric care.



In the first place, the relationship between spiritual needs and aspects of older patients’ well-being and mental health needs to be examined. For example, research with heart failure patients shows that unmet spiritual needs are associated with a decrease in well-being (Park and Sacco 2017). Also, in the study of Pearce et al. (2012) with cancer patients, results show that unmet spiritual needs are associated with an increase of depressive symptoms. In this review, only one out of ten articles included investigates the relationship between spiritual needs and depressive symptoms (Ramezani et al. 2019). The results of this study are in line with previous research showing a correlation between spiritual needs and depressive symptoms (Erichsen and Büssing 2013; Pearce et al. 2012; Offenbaecher et al. 2013). In the other studies in this review, research is missing on the relationship between spiritual needs and aspects of well-being and mental health in order to enhance holistic care.



Secondly, it would be good to identify the religious coping mechanisms of geriatric patients in addition to the assessment of spiritual needs11. It is important to assess the religious coping framework of patients to get insight into how and to what extent people use religion to cope with challenging aspects in life and how these ways of religious coping can help us to understand their evaluation of spiritual needs (Ellis et al. 2013). Moreover, religious coping might be included, because higher levels of religious coping are reported in geriatric patients, compared to other groups (Bosworth et al. 2003; Pargament et al. 2004, 2011). For example, Pargament et al. (2004) researched the role of positive and negative religious coping in geriatric patients. Positive religious coping was a predictor of increased health, while negative religious coping was a predictor of declining health. Distinguishing between positive and negative religious coping is not always that evident. Pargament et al. (2011) explain that, although positive religious coping is often helpful, this does not mean that this is true for every individual in every single situation. Although negative religious coping is often related to health problems, it can also function as a possibility of growth, transformation or religious development. Moreover, positive and negative religious coping can be used simultaneously (Fitchett et al. 2004; O’Brien et al. 2019).



Thirdly, more unanimity on which aspects belong to spirituality and on which categories belong to the term ‘spiritual needs’, would be helpful for further research. In general, two conceptualizations of spirituality have been defined in the broader research field, affecting the concept of spiritual needs. On the one hand, spirituality is described with a main focus on “the search for the sacred or connection to the transcendent” (Hill et al. 2000; Koenig 2008; Pargament and Mahoney 2005). This means that spirituality from this point of view is mostly defined by its link with the sacred or transcendent and its exocentric focus (Appleby et al. 2018). Aspects such as “optimism, forgiveness, gratitude, meaning and purpose in life, peacefulness, harmony and general well-being” are considered as intrapersonal variables mainly studied within the field of psychology and mental health (Koenig 2008). On the other hand, spirituality is often used as an umbrella concept, describing spirituality as “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 sacred” and as “expressed through beliefs, values, traditions, and practices” (Puchalski et al. 2014). This focus on spirituality from a more anthropocentric point of view (Appleby et al. 2018), is in line with the framework of spiritual care studies (Mesquita et al. 2017; Ross and Miles 2020).



Descriptions of spiritual needs in the articles included in this review are in line with this broad definition of spirituality, i.e., the definition of Christina Puchalski et al. (2014). Spiritual needs are categorized in this review as the need to be connected with others or with God/the transcendent/the divine, religious needs, the need to find meaning in life and the need for maintaining identity. In general, the use of the terms ‘spirituality’ and ‘spiritual needs’ remains quite confusing. In this review, various definitions of spirituality have been used by the authors based on existing frameworks. On the one hand, in the study of Narayanasamy et al. (2004), spirituality is defined as “a relationship with a transcendent God/an ultimate reality, or whatever an individual values as supreme”. Also, Sönmez and Nazik (2019) mention that in Turkey “spirituality is related to religion and the creator”. On the other hand, Ross and Austin (2015) define spirituality in terms of seeking “hope and strength, trust, meaning and purpose, forgiveness, love and relationships, belief and faith, values, morality, creativity and self expression”. In future research, it might be useful to compare articles from different points of views on spirituality and spiritual needs in order to gain more insights into the specificity of the definition of these terms.




7. Conclusions


The small amount of research on geriatric patients’ spiritual needs contrasts with the growing interest in the role of spirituality in healthcare. Current research conducted in this research field differs in regard to geographical context, religious and cultural background of participants, research designs and measurement methods. Moreover, there is no clear definition of spiritual needs.



Despite the diversity of studies, some results are identical across the articles. Firstly, spiritual needs are formulated as a multidimensional concept and characterized by four main subcategories, i.e., the need to be connected with others or with God/the transcendent/the divine, religious needs, the need to find meaning in life and the need for maintaining identity. Secondly, the studies underscore the reciprocal relationship between spiritual needs and spiritual care. In addition, the shared responsibility of the healthcare team in addressing spiritual needs is formulated. Finally, the problem of unaddressed spiritual needs during hospitalization is recognized.



We can conclude that further research is needed to investigate older patients’ spiritual needs and the relation with health outcomes if the best spiritual care is to be provided. Although testimonials of hospital chaplains speak about spiritual needs of geriatric patients, more robust empirical research is needed, in order to be able to base these experiences and practices of chaplains—assessing and addressing spiritual needs—on empirical data.
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	1
	
The term ‘pastoral’ is included, because the terms ‘pastoral needs’ and ‘pastoral care’ are sometimes used in research. ‘Pastoral needs’ is similar to ‘spiritual’ or ‘religious’ needs. ‘Pastoral care’ is most of the time linked to chaplaincy care, i.e., spiritual care provided by chaplains (e.g., Bay et al. 2008; Flannelly et al. 2004).





	2
	
Two screening questions of the MMAT (not included in Table 2): “Are there clear research questions?” and “Do the collected data allow to address the research questions?” (Hong et al. 2018).





	3
	
This is based on the first question of the MMAT (not included in Table 2): “Is the qualitative approach appropriate to answer the research question?” (Hong et al. 2018).





	4
	
This was included in the question: “Is the sample representative of the target population?” (Hong et al. 2018).





	5
	
This was included in the question: “Is the risk of nonresponse bias low?” (Hong et al. 2018).





	6
	
This was included in the question: “Is there little missing data?” (CASP UK 2013).





	7
	
This was included in the question: “Is the survey clinically sensible?” (CASP UK 2013).





	8
	
Two studies included patients aged 60 years and over (Ramezani et al. 2019; Ross and Austin 2015).





	9
	
Exclusion of psychiatry, long term care, consultation centers, hospices, outpatient clinics, residential care, nursing homes or community-dwelling older adults.





	10
	
In qualitative research.





	11
	
This is implemented in the following study conducted by the authors of this review. This study explores the link between (a) spiritual needs, (b) aspects of ill-being (depressive symptoms and pain intensity), (c) (positive and negative) religious coping, and (d) the developmental process of finding ego-integrity in geriatric patients in Flanders’ hospitals (Belgium). This study is preregistered as “Study 1B: The spiritual experiences and needs of patients in geriatric wards”; https://osf.io/8x4qk/.
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Figure 1. Overview of the study selection process, PRISMA Flow Diagram (Moher et al. 2009). 
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Table 1. Overview of the search strategy: database, results and search terms. The search terms were combined in each database. TI = Title, TS = Topic.






Table 1. Overview of the search strategy: database, results and search terms. The search terms were combined in each database. TI = Title, TS = Topic.





	Database
	Results
	Group 1: Subject
	Group 2: Population
	Group 3: Setting





	Pubmed
	N = 383
	(spiritual*[Title]) OR relig*[Title]) OR pastoral*[Title])
	(aged[MeSH Terms]) OR aging[Title]) OR ageing[Title]) OR elder[Title]) OR elderly[Title]) OR old people[Title]) OR older people[Title]) OR old adult*[Title]) OR older adult*[Title]) OR dementia[Title]) OR late adulthood[Title]) OR aged care[Title]) OR senior*[Title]) OR geriatric*[Title]) OR health services for the aged[MeSH Terms]) NOT residential*[Title/Abstract]) NOT nursing home*[Title/Abstract])
	(hospital*[Title]) OR patient[Title]) OR patients[Title])



	Web of Science
	N = 165
	TI=(spiritual* OR relig* OR pastoral*)
	TI=(aged OR aging OR ageing OR elderly OR elder OR old people OR older people OR old adult* OR older adult* OR dementia OR late adulthood OR aged care OR senior* OR geriatric*) NOT TI=(residential* OR nursing home*)
	TS = (hospital* OR patient OR patients)



	ATLA
	N = 4
	TI spiritual* OR TI relig* OR TI pastoral*
	TI (aged or aging or ageing or elderly or elder or ‘old people’ or ‘older people’ or ‘old adult’* or ‘older adult*’ or dementia or ‘late adulthood’ or ‘aged care’ or senior* or geriatric*) NOT TI (residential* or ‘nursing home*’)
	TI hospital* OR patient OR patients



	CINAHL
	N = 43
	TI spiritual* OR TI relig* OR TI pastoral*
	TI (aged or aging or ageing or elderly or elder or ‘old people’ or ‘older people’ or ‘old adult’* or ‘older adult*’ or dementia or ‘late adulthood’ or ‘aged care’ or senior* or geriatric*) NOT TI (residential* or ‘nursing home*’)
	TI hospital* OR patient OR patients



	Scopus
	N = 55
	TITLE (spiritual* OR relig* OR pastoral*)
	((TITLE (aged OR ageing OR aging OR elder OR elderly OR “old people” OR “older people” OR “old adult*” OR “older adult*” OR old OR older OR dementia OR “late adulthood” OR “aged care” OR senior* OR geriatric*) AND NOT (TITLE (“residential*” OR “nursing home”*))
	TITLE (hospital* OR patient OR patients)



	Embase
	N = 26
	(spiritual*:ti OR relig*:ti OR pastoral*:ti)
	(aged:ti OR ageing:ti OR aging:ti OR elder:ti OR elderly:ti OR ‘old people’:ti OR ‘older people’:ti OR ‘old adult*’:ti OR ‘older adult*’:ti OR dementia:ti OR ‘late adulthood’:ti OR ‘aged care’:ti OR senior*:ti OR geriatric*:ti) NOT (residential:ti OR ‘nursing home*’:ti)
	hospital*:ti OR patient:ti OR patients:ti
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Table 2. Overview of the quality appraisal using Mixed Methods Appraisal Tool (Hong et al. 2018). Probably Y = probably yes = some aspects of the questions are confirmed in the study-others not, Y = yes, C = can’t tell, N = no.






Table 2. Overview of the quality appraisal using Mixed Methods Appraisal Tool (Hong et al. 2018). Probably Y = probably yes = some aspects of the questions are confirmed in the study-others not, Y = yes, C = can’t tell, N = no.





	Qualitative Research
	Was the Recruitment Strategy Appropriate to the Aims of the Research? *
	Are the Qualitative Data Collection Methods Adequate to Address the Research Question?
	Are the Findings Adequately Derived from the Data?
	Is the Interpretation of Results Sufficiently Substantiated by Data?
	Was the Data Analysis Sufficiently Rigorous? *
	Has the Relationship between Researcher and Participants Been Adequately Considered? *
	Is There Coherence between Qualitative Data Sources, Collection, Analysis and Interpretation?



	(Mundle 2015)
	Y
	Y
	Y
	Y
	Y
	Y
	Y



	(Narayanasamy et al. 2004)
	C
	Y
	Y
	Y
	Y
	N
	Y



	(Shih et al. 2009)
	C
	Y
	Y
	Y
	Y
	N
	Y



	(Ross and Austin 2015)
	Y
	Y
	Y
	Y
	Y
	Y
	Y



	Quantitative research
	Is the sampling strategy relevant to address the research question?
	Is the sample representative of the target population?
	Is the risk of nonresponse bias low?
	Is there little missing data? **
	Is the survey clinically sensible? **
	Is there any evidence for the reliability and validity of the survey instrument? **
	Is the statistical analysis appropriate to answer the research question?



	(Hodge et al. 2013)
	Y
	Probably Y
	C
	Probably Y
	Probably Y
	Y
	Y



	(Hodge and Wolosin 2015)
	Y
	Probably Y
	C
	Probably Y
	Probably Y
	Y
	Y



	(Hodge et al. 2016)
	Y
	Probably Y
	C
	Y
	Probably Y
	Y
	Y



	(Sönmez and Nazik 2019)
	Y
	Probably Y
	C
	C
	C
	N
	Y



	(Monod et al. 2012)
	Y
	Probably Y
	Y
	Y
	Y
	Y
	Y



	(Ramezani et al. 2019)
	Y
	Probably Y
	C
	C
	Y
	Y
	Y







* Questions of the Critical Appraisal Skills Program (CASP UK 2013). ** Questions of the Risk of Bias Instrument for Cross-Sectional Surveys of Attitudes and Practices (Agarwal et al. 2011).
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Table 3. Overview of study characteristics of reviewed publications.
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	Author, Year and Location
	Sample and Healthcare Setting
	Aim/Objective
	Design and Measurement of Spiritual Needs
	Conclusions Related to Spiritual Needs
	General Conclusion





	Qualitative research
	
	
	
	
	



	Mundle (2015), Canada
	One female patient, 82 years old, admitted to geriatric physical rehabilitation unit
	To provide an example of recognizing, assessing and addressing spiritual distress related to physical pain
	Single case study; spiritual needs measured by the SDAT **
	Spiritual needs themes: disruptions to life balance, psychosocial identity, and caring connections to others. Spiritual needs formulated in terms of family and relationships
	The use of a narrative space for spiritual needs causes feelings of hope and resilience. Importance of narrative turn in healthcare to assess, understand and meet spiritual needs/concerns/distress



	Narayanasamy et al. (2004), United Kingdom (East Midlands region)
	52 registered nurses, attending post-registration courses, working with older people
	To explore how nurses become aware of spiritual needs and report the nature of spiritual needs, to investigate nurses’ perceptions of their role in addressing spiritual needs and how they construct spiritual care
	Cross-sectional indirect observation; spiritual needs measured by the critical incident questionnaire
	Nature of patients’ spiritual concerns: religious beliefs and practices, absolution, connectedness, comfort and reassurance, healing, and meaning and purpose
	Meeting spiritual needs is related to satisfaction and peace. The core of spiritual care is respect for patients’ spiritual needs and helping strategies and has positive effects on patients, families and nurses



	Shih et al. (2009), northern Taiwan
	35 patients, aged 65 years and above, with terminal cancer with life expectancy of around three months in hospitals
	To explore experiences of dying patients, to identify the major foci of spiritual needs, and to determine spiritual care
	Cross-sectional interviews and participatory observation; spiritual needs measured by questions such as “At this moment in your life, what do you think of or hope for most of the time?”, “What has been the most important aspect of your life?” and “What religious resources do you have and are they helpful or nonhelpful to you in any particular ways?”
	Two spiritual needs: caring for the mortal body (need to maintain physical and spiritual integrity, need for companionship, need for a final resting place for the body) and transcending the worldly being (passing without regret, ascertaining a sustained being in the world, searching for belonging in the future world)
	Spiritual care has to focus on helping people to transcend their fear of the unknown after death and has to discover their spiritual needs for a good death



	Ross and Austin (2015), United Kingdom (South Wales)
	16 end-stage heart failure patients and their caregivers, aged 60 years and above, living at home, and focus group with stakeholders
	To identify the spiritual needs and spiritual support preferences to develop spiritual support guidelines
	Semi-structured interviews at 3-monthly intervals up to 1 year and a focus group; spiritual needs measured by focusing on impact of the illness, meaning, value and purpose, impact of spiritual needs, who could help, and focus on the future
	Spiritual concerns: love/belonging (highest reported need), hope, coping, meaning/purpose, faith/belief and the future
	Spiritual care should be part of palliative care. Spiritual needs can be addressed by having someone to talk to, supporting caregivers, staff showing sensitivity/taking care to foster hope



	Quantitative research
	
	
	
	
	



	Hodge et al. (2013), United States *
	227 patients, aged 65 years and above, majority of Latino Americans, discharged from hospital
	To identify the predictors of satisfaction with addressing patients’ spiritual needs
	Cross-sectional; spiritual needs measured by one single item: “degree to which hospital staff addressed your spiritual needs” on a 5-point Likert-type scale
	Room quality, nursing staff, physicians and discharge process predict patients’ satisfaction with addressing spiritual needs (p < 0.05, p < 0.001)
	The healthcare team (especially physicians and nursing staff) is important in addressing spiritual needs during hospitalization



	Hodge and Wolosin (2015), United States *
	2227 Black or African American patients, aged 65 years and above, discharged from hospital
	To identify the predictors of dissatisfaction with addressing patients’ spiritual needs
	Cross-sectional; spiritual needs measured by one single item: “degree to which hospital staff addressed your spiritual needs” on a 5-point Likert-type scale
	12.1% report some level of dissatisfaction with addressing spiritual needs. Nursing staff, physicians and discharge process predict patients’ dissatisfaction with addressing spiritual needs (p < 0.001)
	The services provided by nurses, physicians, and during the discharge process play an important role in addressing spiritual needs



	Hodge et al. (2016), United States: California, Texas and New England *
	4112 patients aged 65 years and above, majority of European Americans, discharged from hospital
	To investigate the relationship between addressed spiritual needs and satisfaction with service provision
	Cross-sectional; spiritual needs measured by one single item: “degree to which hospital staff addressed your spiritual needs” on a 5-point Likert-type scale
	Addressing spiritual needs is positively associated with overall satisfaction (p < 0.001) and is fully mediated by seven variables: nursing staff, discharge process, visitors, physicians, admission process, room quality, and the administration of tests and treatments (p < 0.001)
	Collaboration in addressing spiritual needs is needed to achieve patient satisfaction. As the mediating variables are part of the work of the overall healthcare team, taking care of spiritual needs is the responsibility of the overall healthcare team



	Sönmez and Nazik (2019), East Turkey
	80 Muslim patients, aged 75 years and above, admitted to hospital
	To determine the spiritual needs and the levels to which spiritual needs were met during hospital stay
	Cross-sectional; amount of spiritual needs measured by the question: “Are these practices spiritual requirements for you?”; intensity of spiritual needs measured on a 5-point Likert-type scale
	Lowest spiritual needs: listening to music or singing, reading inspirational texts and using inspirational materials. Highest spiritual needs: praying, reading the Koran, attending religious services or participating in religious conversations, helping those in need, being together with family
	The highest reported spiritual needs are religious needs. Religion is perceived in this study as a large part of spirituality



	Monod et al. (2012), Switzerland
	203 patients, aged 65 years and above, admitted to post-acute rehabilitation unit
	To investigate the psychometric properties of the SDAT **
	Cross-sectional validation study; spiritual needs measured by the SDAT **
	65% of the patients report some spiritual distress on SDAT total score and 22.2% report at least one severe unmet spiritual need. 28.6% report some distress on all five spiritual needs. All patients report some distress on the need for life balance. The need for life balance account for more than half of the severely unmet spiritual needs (59.6%)
	Spiritual distress is positively associated with depressive symptoms, and negatively associated with spiritual well-being and peacefulness (p < 0.001). Patients with at least one severely unmet spiritual need are more often discharged to a nursing home than those without severely unmet spiritual needs (p = 0.027). The presence of at least one severely unmet need predict the occurrence of a family meeting to define discharge disposition (p = 0.001)



	Ramezani et al. (2019), Iran
	100 patients, aged 60 years and above, with chronic disease, admitted to hospital
	To evaluate the spiritual needs and the association with anxiety and depression
	Cross-sectional; spiritual needs measured by the Spiritual Needs’ Questionnaire
	All patients report at least one spiritual need. The highest spiritual need is ‘requesting help from God’, the lowest spiritual need is ‘talking with others about the life after death’. Depressive symptoms and disease duration are predictors of spiritual needs (p = 0.01)
	Unmet spiritual needs in elderly with chronic diseases are high. Meeting spiritual needs is important for the mental health and disease duration of people







* The three studies by (Hodge et al. 2013, 2016; Hodge and Wolosin 2015) show the same objectives, design and measurement of spiritual needs, conclusions related to spiritual needs and general conclusion. The study is part of one research project, based on a single national dataset and divided into three articles. ** SDAT = Spiritual Distress Assessment Tool (Monod et al. 2010a).
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