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ABSTRACT   

 Spiritual care refers to a purposeful process of helping another find meaning and purpose 

in life through a mutual connection. Providing spiritual care is a professional nursing mandate, 

yet nurses report barriers in education and practice. Veterans want spiritual care to promote 

quality of life, and to cope with military experiences and chronic conditions. Patients report 

receiving less than desired spiritual care and nurses report infrequent provision of spiritual care. 

It is also unclear how congruent patients and nurses are in their perceptions of spiritual care. A 

spiritual care simulation and performance checklist was developed using a review of the 

literature, content validity expert review, and pilot testing. Forty registered nurses (RNs) who 

provide care for veterans engaged in a 10-minute simulation and 10-minute debriefing with a 

standardized patient (SP). To assess congruence in perceived performance of spiritual care, the 

RN, SP, and independent observer (IO) completed the checklist independently before debriefing. 

RN participants completed the Spiritual Care Inventory before and after the simulation to 

determine whether the simulation/debriefing experience affected their perceived ability to 

provide spiritual care. Interrater congruence supports construct validity for three checklist items 

(anxiety, physical suffering, and chaplain). Lack of congruence could be due to different raters, 

need for checklist revision, and nursing education. Findings support simulation and debriefing as 

an effective strategy for improving RN perceived ability to provide spiritual care (p < .001). 

 Keywords: content validity index, education, kappa statistic, nursing, simulation, 

spirituality, spiritual care, standardized patient, veteran.       
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CHAPTER ONE 

INTRODUCTION 

Spiritual care is a professional mandate in nursing, and patients want and benefit from 

spiritual care, but both nurse educators and practicing nurses are unsure how to integrate spiritual 

care in education and practice (Adegbola, 2006; American Nurses Association [ANA], 2010a; 

Burkhart & Schmidt, 2012; Bussing & Koenig, 2010; Gallison, Xu, Jurgens, & Boyle, 2013; 

Lundmark, 2006; Pearce, Coan, Herndon, Koenig, & Abernethy, 2012; Rushton, 2014; Timmins, 

Murphy, Neill, Begley, & Sheaf, 2015; Timmins & Neill, 2013;Williams, Meltzer, Arora, 

Chung, and Curlin, 2011). Spiritual care is facilitating another’s spirituality. In this study, 

spirituality is generally defined in the following way: 

[T]he human quest for a unified experience of life that aligns personhood toward the 

highest values one perceives. As such, it addresses the human impulse toward meaning-

seeking and purposeful existence, toward self-realization and connection with self, 

others, and/or a Higher Power. (Burkhart & Schmidt, 2012, p. 316) 

 

Spiritual care is an intentional caregiving process designed to increase patients’ spiritual 

well-being (Burkhart & Hogan, 2008; Puchalski, 2012). Spiritual care occurs when the nurse is 

able to recognize the verbal and/or non-verbal spiritual cues at the time the patient expresses 

them and makes a conscious choice to provide spiritual care. Spiritual care includes “promoting 

patient connections with self, others, and/or a Higher Power” to promote the patient’s 

exploration of meaning and purpose in life (Burkhart & Schmidt, 2012, p. 316). Spiritual care is 

an essential part of nursing care.  

Spiritual care is important in nursing practice, but there are several problems in 
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actualizing spiritual care in nursing practice. Although professional nursing practice and 

education require spiritual care, patients want and need spiritual care, and spiritual care is 

associated with healthcare quality, nurses are not consistently taught how to provide spiritual 

care (Burkhart & Hogan, 2008; Lundmark, 2006; Timmins et al., 2015). Nurses are also unsure 

how to integrate spiritual care in practice (Burkhart & Schmidt, 2012; Lundmark, 2006; 

Timmins et al., 2015). Research is needed to better understand how spiritual care is perceived 

in practice and how spiritual care can be taught in nursing education programs. This study 

examined spiritual care in nursing practice with registered nurses (RNs) who care for veterans 

with a chronic illness using simulation with a standardized patient (SP) at a United States 

Department of Veterans Affairs (VHA) hospital. This chapter will describe the importance of 

spiritual care research including its history in nursing, professional and educational mandates, 

veteran unique needs, health benefits, link to quality of care measures, barriers in nursing 

education and practice, and patient and nurse perspectives.  

Spiritual Care Has Historical Roots in Nursing 

Spiritual care has historical roots in nursing and continues to be an important dimension 

of nursing care. Florence Nightingale, the founder of modern nursing, saw nursing as spiritual 

and encouraged nurses to include nature in healing by providing optimum environments for 

patients to heal (Baly, 1991; Calabria & Macrae, 1994; O’Brien, 2011; Watson, 2008). Nursing 

also has religious historical roots as nursing grew out of the Catholic religious orders in the 

Middle Ages (O’Brien, 2011). Religious orders saw meeting the physical needs of patients as a 

chance to provide spiritual care (Sultz & Young, 2008). Nightingale described the art of 

nursing as including religious belief in God: “For what is having to do with dead canvas or cold 
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marble compared with having to do with the living body—the temple of God’s spirit; It is one 

of the fine arts; I had almost said, the finest of the fine arts” (as cited in Baly, 1991, p. 68). 

From a historical perspective, the first Latin translations regarding spirituality were “...The 

‘spiritual’ person (pneumatikos, spiritualis) is one whose life is guided by the Spirit of God… 

Thus the Pauline sense of spiritus and spiritualis stands behind this first appearance of the 

word” (Principe, 1983, p. 130). The historical roots of spirituality include Christian spirituality, 

which grew out of the Catholic faith tradition and belief in God. 

Spiritual Care Is a Professional Nursing Mandate 

Professional nursing organizations include spirituality in their professional statements 

describing nursing practice and nursing education.  

Professional Practice Statements Include Spiritual Care 

Today, professional nursing has also recognized the importance of spirituality and 

spiritual care as a professional requirement in nursing practice. The Nursing: Scope and 

Standards of Practice “Standard 1. Assessment” includes a mandate that the nurse be 

competent in performing a complete assessment, which includes the spiritual/transpersonal 

dimensions of health (ANA, 2010a, p. 32); and “Standard 4. Planning” mandates that the nurse 

be able to create a personalized care plan that includes the patient’s “…values, beliefs, [and] 

spiritual and health practices” (ANA, 2010a, p. 36). The Nursing’s Social Policy Statement 

identifies the human as comprising “mind, body, and spirit” (ANA, 2010b, p. 6), and 

acknowledges nursing knowledge must include the ability to address one’s “physical, 

emotional, and spiritual comfort, discomfort, and pain” (ANA, 2010b, p. 13). Provision One in 

the Code of Ethics for Nurses identifies the nurse’s relationship to the patient as one that is 
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respectful of the patient’s religion and spiritual belief systems (American Nurses Association 

[ANA], 2015). Code One in the International Council of Nurses The ICN Code of Ethics For 

Nurses mandates the nurse foster an environment where the spiritual beliefs of the person, 

family, and larger society are valued (International Council of Nurses [ICN], 2012). The 

American Nurses Association (2010a) Nursing: Scope and Standards of Practice mandates that 

the RN provide holistic (body, mind, spirit) patient-centered care. Holistic care includes 

spiritual care, which is acknowledged in nursing’s professional practice statements.  

Nursing Education Requirements Include Spiritual Care  

In order for nurses to practice spiritual care, it must be taught in nursing education. The 

inclusion of spiritual care education is included in four of The Essentials of Baccalaureate 

Education for Professional Nursing Practice (American Association of Colleges of Nursing 

[AACN], 2008). To begin with, “Essential One: Liberal Education for Baccalaureate Generalist 

Nursing Practice” emphasizes the inclusion of the spiritual views of different cultures (AACN, 

2008, p. 10-12). Second, “Essential Seven: Clinical Prevention and Population Health” states 

education must include interprofessional collaborative patient centered care, which includes 

one’s cultural and spiritual realms to promote one’s health and reduce illness and injury 

(AACN, 2008, p. 23-26). Third, “Essential Eight: Professionalism and Professional Values” 

states nursing education must include evidence-based care that encompasses culturally diverse 

spirituality (AACN, 2008, p. 26-29). Fourth, “Essential Nine: Baccalaureate Generalist Nursing 

Practice” stresses the reality of the diverse society and need for nurses to know how to care for 

various spiritual needs (AACN, 2008, p. 29-33). Spiritual care has been identified as an 

essential part of a baccalaureate nursing education. 
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The Quality and Safety Education for Nurses (QSEN), a national initiative funded by 

the Robert Wood Johnson Foundation in response to the Institute of Medicine (IOM) report, To 

Err is Human: Building a Safer Health System (Dolansky & Moore, 2013, para. 1), focuses on 

improving nursing education around quality and safety. QSEN has incorporated addressing 

patient values and beliefs in the patient-centered care competencies as a quality measure 

(Cronenwett et al., 2007; QSEN Institute [QSEN], 2014, para. 1). These standards and 

competencies support the importance of spiritual care in nursing education for professional 

nursing practice. Therefore, spiritual care is not only grounded in nursing’s history, it is 

required in nursing practice and education. 

Patients Want and Need Spiritual Care 

Patients value spirituality, particularly at life changing times, and need spiritual care to 

cope with chronic illness. Research also indicates that spirituality is associated with better 

physical, psychological, and social health, as well as patient satisfaction. 

Patients Value Spirituality 

Americans value spirituality and religiosity as described in recent polls (Pew Research 

Center: Religion & Public Life, 2015). A national telephone poll conducted by the Pew 

Research Center in 2007 and repeated in 2014 indicated that Americans value spirituality, but 

that perception changed over time (N = 35,000) (Lipka, 2015). Findings indicated that there is a 

decline in American’s religiosity, and those with no religious affiliation have become more 

secular, whereas those acknowledging a religion have remained consistent in practices. Older 

more faithful religious generations are being replaced with a greater number of non-religious 

younger generations interested in non-religious spiritual practices (Lipka, 2015). The American 
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population has diverse spiritual and religious beliefs, but value both.   

Research also indicates specific high-risk patient populations such as those with chronic 

illness and at end-of-life value spirituality. Those with chronic illness have associated 

spirituality as a source that helps their “quality of life” (QOL) (Adegbola, 2006, p. 42; Bussing 

& Koenig, 2010, p. 18). Edwards, Pang, Shiu, and Chan (2010) conducted a systematic meta-

study qualitative review of end-of-life and palliative care literature and identified specific 

spiritual care needs such as “finishing business, forgiveness and reconciliation, letting go and 

acceptance, life review and reminiscence, involvement and control [of their care] and a positive 

outlook” (n = 19) (p. 765). In addition, they found relationships as dominant spiritual needs 

and, when severed, resulted in spiritual distress (Edwards et al., 2010). End-of-life presents 

unique spiritual care needs, and spiritual care at end-of-life can enhance quality of life.  

Spirituality is important in bereavement. Balboni et al. (2010), as part of The Coping 

with Cancer Study during (2002-2008), conducted a prospective, multisite study with cancer 

patients and caregivers using baseline patient questions, chart review, two-to-three weeks’ post-

death caregiver questions looking at spiritual care from the medical team, QOL at end-of-life, 

and religious coping (n = 343). Findings indicated that when spiritual requests were satisfied at 

end-of-life by the medical care team (doctors, nurses, and chaplains), a substantial increase in 

the use of hospice care (p = .003) occurred as compared to patients whose spiritual needs were 

not met (Balboni et al., 2010, p. 445). For those patients who had “high religious coping” and 

whose spiritual needs were satisfied, there was an increased use of hospice care (p = .004) and 

less intense care than those not spiritually supported (Balboni et al., 2010, p. 445). Those who 

received “spiritual support” by the medical team (p = .007) or by pastoral care (p = .003) had 
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better QOL scores when close to death (Balboni et al., 2010, p. 445). Spiritual care at end-of-

life is associated with higher use of hospice and improvement in QOL as compared to patients 

whose spiritual needs were not addressed. 

Spirituality is important in coping with cancer. Pearce et al. (2012) conducted a cross-

sectional study at a large medical center surveying hospitalized patients diagnosed with 

terminal cancer on whether the received spiritual care aligned with their needs, and if a lack of 

spiritual care received from their care team, faith community, and from the chaplain was related 

to harmful outcomes (N = 150). Findings showed most of the patients received the spiritual care 

they wanted. However, “42/150” of the patients received less spiritual care than hoped for 

(Pearce et al., 2012, p. 2270). The researchers discovered a positive relationship between when 

spiritual care received was not as high as the patient wanted along with higher “depressive 

symptoms” (p = 0.013), and decreased “meaning and peace” (p = 0.042) (Pearce et al., 2012, p. 

2269). Of the patients surveyed, rates of patient satisfaction scores would rise 35% with the 

inclusion of spiritual care (Pearce et al., 2012, p. 2269). Spiritual care is beneficial to those with 

chronic disease and at end-of-life and has an impact on patient satisfaction scores.  

Veterans have “unique spiritual needs” (Chang et al., 2012, p. 615). Veterans, an 

important subset of the population, also seek out spiritual care to cope with depression and 

post-traumatic stress disorder (PTSD) (Bonner et al., 2013). Many veterans have spiritual needs 

related to their deployment (Wynn, 2015). Almost one in four deaths per day, greater than 

1,800 daily at various healthcare sites, includes a veteran, indicating that this specific 

population potentially has spiritual needs due to both their military experiences and experiences 

at end-of-life (as cited in Chang et al., 2012; as cited in Freeman & Berger, 2009). Chang et al. 
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(2012) conducted a qualitative study of spiritual needs and spiritual care at end-of-life with 

veterans (n = 17) and family members  (n = 9). The authors found veterans’ spiritual needs 

include time to reflect on negative war experiences, connection to the divine/faith traditions, 

and connection to sources of love and support. Although veterans express a desire to have more 

extensive chaplain visits, they acknowledge that other healthcare professionals, which include 

nurses, can address their spiritual needs (Chang et al., 2012). Veteran patients desire and need 

spiritual practices to cope with illness and disease. 

Spirituality Is Associated With Better Health 

Koenig (2012) conducted a systematic review of the religious and spirituality literature 

between the years 1872 and 2010 and found that those with higher religious and spiritual well-

being and practices are physically, psychologically, and socially healthier. Physically, higher 

religious and spiritual practices are associated with “better health behaviors…less alcohol and 

drug use, less cigarette smoking, more physical activity and exercise, better diet, and safer 

sexual practices” (Koenig, 2012, p. 12). Psychologically, religious and spirituality research 

indicated that spiritual practices helped with “coping and imbues negative events with meaning 

and purpose—is related to better mental health [including] (less depression, lower stress, less 

anxiety, greater well-being, and more positive emotions)” (Koenig, 2012, p. 12). Socially, 

religious and spirituality “involvement is associated with greater social support, greater marital 

stability, less crime/delinquency, and greater social capital [as religious and spiritual groups] 

promote social relationships” (Koenig, 2012, p. 12). This research indicates that spirituality is 

associated with better physical, psychological, and social health indicators.  
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Jim et al. (2015) conducted a meta-analysis systematic review (> 101 samples) with 

over 32,000 patients coping with chronic illness and discovered that higher spirituality and 

religiosity is associated with better health indicators. The authors concluded that religiosity and 

spirituality were positively associated with self-reported physical health (Jim et al., 2015). 

Sherman et al. (2015) in a meta-analysis (78 samples) with patients with cancer (n = 14,277), 

found a modest positive relationship between one’s spirituality and religion to social health, 

including the ability to sustain meaningful roles and personal relationships despite having a 

malignancy. This body of research indicates that spirituality is associated with better physical, 

psychological, and social health indicators, which has led to The Joint Commission (TJC) 

standard that mandates assessment and provision of spiritual care for patients, especially at end-

of-life (Clark, Drain, & Malone, 2003).  

The psychoneuroimmunology (PNI) literature suggested that spiritual practices are 

protective against chronic illness. Holt-Lunstad, Steffen, Sandberg, and Jensen (2011) 

examined the link between spiritual well-being (SWB) and risk for cardiovascular disease, 

measuring biomarkers of both married men and women (N = 100) who place a high value on 

religion. The participants wore an ambulatory blood pressure cuff for 24 hours, had fasting 

blood tests, and completed depression and stress measures. Findings revealed that those with a 

high score of SWB exhibited significantly lower 24-h systolic blood pressure (p < .001), hs-C-

reactive protein (p = .04), fasting blood sugar (p = .006), and triglycerides (p = .09) (Holt-

Lunstad et al., 2011, p. 481–482). The findings also discovered a potential association of SWB 

to lower stress (p = .002) and depression (p < .001). This study suggested the physical 

mechanism of action involving the stress response that caused this better health and SWB 
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might protect one’s cardiovascular system. The importance of these health indicators 

demonstrated the effect of one’s SWB as a preventative measure against chronic disease. This 

research suggests an association between SWB and health. 

Spiritual Care Is Associated With Patient Satisfaction and Quality of Care 

Spiritual care is associated with patient satisfaction scores and is a component of 

measuring healthcare quality. These quality measures can affect hospital reimbursement from 

Medicare.  

Spiritual Care and Patient Satisfaction  

Spiritual care concepts are included in patient satisfaction tools. Williams et al. (2011) 

examined data collected between January 2006 and June 2009 (n = 3,141) from medical 

patients’ in-patient surveys and 30-day post-discharge surveys from a large academic center, 

which included patient perceptions of their spiritual needs and whether the healthcare team 

discussed those needs with the patient. Findings revealed patients who did have their spiritual 

needs discussed (n = 1128) had a greater likelihood of rating their satisfaction of care at the 

maximum level in the following four areas: “extremely satisfied with doctors’ care,” “always 

had confidence and trust in doctors,” “coordination & teamwork among doctors and nurses was 

excellent,” and “would rate overall care received at hospital as excellent” even if they did not 

desire their spiritual needs be addressed (Williams et al., 2011, p. 1270). Addressing 

hospitalized patient’s spiritual needs can positively impact patient satisfaction scores. 

Healthcare institutions can also partner with Press Ganey Associates to measure the 

patient’s hospital experience. Press Ganey partners with over 20,000 healthcare organizations 

collecting and analyzing data to improve the patient experience (2015a). Press Ganey offers 
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quality measures that combine the HCAHPS required questions with customized scientifically 

developed patient-centered questions (2015b). These questions include whether the healthcare 

workers discussed their “emotional/spiritual needs” (Hodge & Wolosin, 2014, p. 138; Press 

Ganey, n.d., p. 1). This question is grounded in extensive theoretical and scientific research 

related to emotions, spiritual needs, and patient perception of care (Press Ganey, n.d.). This 

quality measure for patient perception of emotional and spiritual care in healthcare has shown a 

significant correlation between meeting patient’s “emotional/spiritual needs and hospital 

profitability” (r = 0.38, p = 0.002; n = 82) (Press Ganey, n.d., p. 3). Patient satisfaction 

measures that include addressing spiritual needs suggests the importance of spiritual care with 

patient satisfaction.  

Elements of spiritual care are included in patient satisfaction instruments in healthcare. 

Several widely accepted national patient satisfaction and quality of care instruments include 

attributes of spiritual care. One in-patient satisfaction of care quality measure required for all 

hospitals participating in the Inpatient Prospective Payment System (IPPS) is the Hospital 

Consumer Assessment of Healthcare Providers and System (HCAHPS) survey (Centers for 

Medicare & Medicaid Services [CMS], 2015, June). The HCAHPS survey has 32 questions 

with 21 questions specifically addressing patient perspectives of quality of care (CMS, 2015, 

June). Of the four questions specific to nursing communication, two of the survey questions ask 

if nurses were considerate and respectful and whether they listened to the patients’ needs 

(Hospital Consumer Assessment of Healthcare Providers and Systems [HCAHPS], 2015, 

March). Battey (2012) references the “holistic health paradigm” and connection of these 

HCAHPS questions regarding the nurse’s communication with the patient as relevant to 
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“spiritual care” (p. 1014). Although these questions are not specifically addressing a spiritual 

need, the communication attributes of listening and reflection correspond to spiritual care 

interventions (O’Brien, 2011; Wallace et al., 2008; Wright, 2008). The VA in-patient hospital 

system also utilizes the same HCAHPS tool to measure patient experience, only their tool is 

entitled “VA Survey of Healthcare Experiences of Patients (SHEP)” (Centers for Medicare & 

Medicaid Services [CMS], 2016).  

Spiritual Care and Reimbursement 

The HCAHPS scores are an important quality measure for health systems in that they 

promote market share and affect hospital reimbursement for Medicare (Centers for Medicare & 

Medicaid Services [CMS.gov], 2015). Therefore, nursing communication is important to 

patient satisfaction, but also impacts a hospital’s performance ratings and reimbursement (Press 

Ganey, 2013). HCAHPS results are made available to the public to promote healthcare quality 

transparency as a means of hospital comparison (CMS.gov, 2015). HCAHPS scores increase 

accountability to the public, and serve as a motivator and incentive for hospitals to improve 

care. These quality results measure patient experience (CMS, 2015, June) and are included in 

the Medicare reimbursement calculation. As part of the Value-Based Purchasing Program 

(Hospital VBP), Medicare reimbursement to hospitals per fiscal year is based on four elements. 

One of the elements relates to HCAHPS scores with 30% for 2015 and 25% for 2016 as a 

percentage towards the overall reimbursement calculations (CMS, 2015, June). Spiritual care is 

associated with patient satisfaction, and quality of care measures and can affect reimbursement.  
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Barriers in Providing Spiritual Care 

Although nursing professional standards and guidelines require spiritual care, patients 

want spiritual care, and spirituality is associated with better health, there are many barriers in 

providing spiritual care, including barriers related to both education and practice. Hoffert, 

Henshaw, and Mvududu (2007) created a spiritual care education program to improve student 

nurse’s skills in performing a spiritual assessment. This program was developed based on the 

four common barriers in healthcare cited in the literature that impact the breakdown in 

addressing the patient’s spirituality and providing spiritual care (Hoffert et al., 2007). These 

barriers include the following: Nurses’ lack of clarity in their role linked to lack of education; 

lack of awareness and ease with their own spirituality; lack of clarity related to the concepts 

“religion” and “spirituality”; and discomfort with use of current tools to assess patient’s 

spirituality (Hoffert et al., 2007, p. 66). These barriers in nursing education and practice will be 

expanded upon in Chapter Two. 

Barriers in Patients Receiving Spiritual Care 

Research indicates inpatient spiritual needs are not consistently addressed or provided. 

Balboni et al. (2007) conducted a multi-site study with patients diagnosed with terminal cancer 

and their unpaid caregivers, and found that just over 70% of participants revealed very little to 

no spiritual care provided by healthcare professionals, and very little to no spiritual care 

provided by a faith community (N = 230) (Balboni et al., 2007). Williams et al. (2011) 

discovered that “41%” of medical inpatients surveyed (n = 1,135) wanted their religion/ 

spiritual concerns discussed, with “only half” reporting they had that conversation (p. 1265). 
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Pearce et al. (2012) found most patients received the spiritual care they wanted, yet many 

received less than they hoped. Each healthcare organization may address spiritual care 

assessment and care differently. A gap remains in addressing inpatient spiritual needs and 

providing spiritual care during hospitalization.  

Nurses’ Perception of Providing Spiritual Care 

Taylor, Mamier, Ricci-Allegra, and Foith (2017) conducted “four cross-sectional, 

descriptive studies” of nurse’s perceived provision of spiritual care “during the past 72-80 

[hours] of work” (n = 1030) (p. 32). The Nurse Spiritual Care Therapeutics Scale (NSCTS) (see 

Table 1) was completed electronically to determine the frequency of nurses’ perception of 

provision of spiritual care, with secondary data analysis results suggesting infrequent provision 

of spiritual care (Taylor et al., 2017, p. 31). Other startling results from this study include that 

“17-33% (depending on NSCTS items)” of nurses reported not performing a spiritual screen on 

patients (Taylor et al., 2017, p. 30). These findings regarding nurses’ perception of providing 

spiritual care align with the patient’s claim of less than desired provision of spiritual care 

received. 

Summary 

Patients desire and need spiritual care. Veterans have special spiritual care needs 

(Chang et al., 2012; Wynn, 2015). Spiritual care is a measure of quality care (Press Ganey, 

n.d.) and is a professional nurse mandate to provide this care (American Nurses Association 

[ANA], 2010a), yet research suggests that nurse educators and practicing nurses are unclear as 

to their role in teaching and providing spiritual care (Burkhart & Hogan, 2008; Cone & Giske, 

2012; Lundmark, 2006; Timmins et al., 2015; Timmins & Neill, 2013). Patients report 
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receiving less than desired spiritual care (Pearce et al., 2012; Williams et al., 2011), and recent 

research on nurses’ perception of provision of spiritual care suggests nurses provide infrequent 

spiritual care (Taylor et al., 2017). It is also unclear how congruent patients and nurses perceive 

spiritual care. The lack of congruence between the patient’s desired spiritual care and the 

nurse’s infrequent provision of spiritual care supports the need for research to study the 

incongruence. Research is needed to clarify the nurse’s role in providing spiritual care that is 

both supportive to patients and consistent with professional nursing practice. Research is also 

needed to identify education pedagogies in teaching this type of care. Therefore, the aim of this 

study was to develop an evidence-based spiritual care clinical simulation scenario for an in-

patient veteran diagnosed with “risk for spiritual distress” as defined in NANDA-I (Herdman & 

Kamitsuru, 2014, p. 374), and a companion spiritual care performance checklist to study 

perception of spiritual care in nursing practice. This includes evaluating the psychometrics of 

that simulation and performance checklist, and determining whether simulation is an effective 

pedagogy in teaching nurses how to provide spiritual care. This study answered the following 

research questions:  

(1) To what degree can a spiritual care clinical scenario simulation with a standardized 

patient reflect evidence-based spiritual care assessments and interventions for a patient 

at risk for spiritual distress?   

(2.1) To what degree does observed spiritual care (recognition of patient cue and provide 

spiritual intervention) measured by an independent observer, align with both registered 

nurse and standardized patient perceived spiritual assessments and interventions in a 

spiritual care clinical scenario simulation with a standardized patient? 
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(2.2) To what degree does registered nurse perceived spiritual care (recognize cue and 

perform spiritual intervention) align with an independent observer perceived spiritual 

assessments and interventions in a spiritual care clinical scenario simulation with a 

standardized patient? 

(2.3) To what degree does registered nurse perceived spiritual care (recognize cue and 

perform spiritual intervention) align with patient perceived spiritual assessments and 

interventions in a spiritual care clinical scenario simulation with a standardized patient? 

(3.1) Does participating in a spiritual care clinical scenario simulation change registered 

nurse perceived ability to provide spiritual care? 

(3.2) Does participating in a spiritual care clinical scenario simulation change registered 

nurse perceived ability to provide spiritual interventions?  

(3.3) Does participating in a spiritual care clinical scenario simulation change registered 

nurse perceived ability for meaning making?
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CHAPTER TWO 

LITERATURE REVIEW 

This chapter will present a description of spirituality and spiritual care as defined in the 

literature. A description of the philosophical grounding based on the philosophy of Watson’s 

transpersonal caring theory (Watson, 2008, 2010) will be discussed. The Burkhart and Hogan 

(2008) spiritual care in nursing practice (SCiNP) theory, which provides the theoretical 

framework for the study will be presented. This chapter will also present current research related 

to spiritual care in nursing education and practice, as well as the current gaps in the literature. 

Literature Review 

 The following section will provide a discussion of the attributes of spirituality based on a 

review of the literature in nursing, medicine, social work, religion, and business. This literature 

review was conducted using CINAHL, PubMed, PsycINFO, and ERIC databases using search 

terms “concept analysis,” “spirituality,” “nursing,” and “spiritual care,” limited to English within 

years 2002-2013; a PubMed search was performed using three keywords—“spirituality,” 

“spiritual care,” and “pastoral care”—and limited to systematic reviews; and a PsycINFO search 

that included search terms “spirituality,” and “pastoral care,” limited to English. This search also 

included ATLA, CINAHL, and EBSCO databases for literature on spirituality in the workplace, 

religion, and social work. Additional spirituality articles identified in the articles reviewed were 

also included. An updated literature review was also conducted using Scopus, CINAHL, and 

EBSCO databases using the search terms “caring theory” and “Watson,” “concept analysis,” 
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“education,” “nursing,” “simulation,” “spiritual care,” “spiritual-well being,” “standardized 

patient,” and “veteran,” limited to English during the years 2010-2016. In addition to the 

updated literature search described above, the reference list from a dissertation on spirituality 

was also used as a guide (Baele Vincensi, 2011). 

Definition of Spirituality 

The early literature in spirituality defined spirituality, and differentiated spirituality 

from religiosity. The meaning of spirituality is personal and depends on what the individual 

believes is the essence of being human. The concept of spirituality has been discussed since the 

early philosophers, but has re-emerged in the 1990s in the more current literature. Much of the 

1990s literature began with defining the concept. The literature converged on four attributes of 

spirituality. These attributes included: meaning and purpose, connection, transcendence, and 

hope. Each attribute of spirituality will be explained individually.  

In defining spirituality, religion will also be discussed, as it is closely related to 

spirituality. Also important for this study are two other components of spirituality: nature and 

the arts (Burkhart & Hogan, 2008; Burkhart & Schmidt, 2012). 

Attributes of Spirituality 

Meaning and purpose. Meaning and purpose refer to the ability for humans to 

contemplate one’s meaning and purpose in life, which remains a consistent attribute of 

spirituality in the literature (Sessanna, Finnell, & Jezewski, 2007; Stephenson & Berry, 2015; 

Weathers, McCarthy, & Coffey, 2016). Nursing describes the human spirit as what gives life 

and the ability to live in the moment, reflect on what’s past, and plan for the future, as well as 

recognizing that the process may involve struggle (Lane, 1987). Nursing identifies patient’s 
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reflection on meaning and purpose, which may also include the meaning of illness (McBrien, 

2006). In medicine, meaning and purpose in life are central to the definition of spirituality 

(Anandarajah & Hight, 2001; Todres, Catlin, & Thiel, 2005). The social work literature defines 

spirituality as including meaning and purpose (Barker, 2007; Barker & Floersch, 2010; Carroll, 

2001; Hodge & Horvath, 2011). Healthcare professionals such as social workers have also 

identified components of spirituality as including the ability for humans to make meaning out 

of difficulties (Barker & Floersch, 2010). In the business literature, contemplating one’s 

meaning in life involves the pursuit for meaningful work (Ashmos & Duchon, 2000; De Klerk, 

2005; Karakas, 2010; Krishnakumar & Neck, 2002) and a desire for meaning and purpose over 

income (De Klerk, 2005; Konz & Ryan, 1999). Workplaces not integrating spirituality tend to 

experience higher levels of truancy, turnover, and anxiety, whereas spiritual work environments 

have positive outcomes (Thompson, 2000; Krishnakumar & Neck, 2002). Employees tend to 

leave work environments that provide no meaning (Krishnakumar & Neck, 2002; Van Tonder 

& Ramdass, 2009). Research with nurses in the workplace discovered meaning and purpose as 

an important dimension of nursing practice (Burkhart & Hogan, 2008). Humans live out their 

spirituality by seeking meaning and purpose in everyday life events. 

Connection. Connection refers to relating to people or things in a meaningful way. This 

attribute differs from the first attribute in that connection requires at least two things that 

connect. The nursing literature defines this connection as existing between oneself, other 

people, God, or other source of power (Burkhart & Hogan, 2008; Newlin, Knafl, & Melkus, 

2002). The early nursing literature describes how the spirit becomes visible through 

“connecting or belonging” (Lane, 1987, p. 333). Connection remains a consistent attribute of 
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spirituality in the nursing literature (Sessanna et al., 2007; Stephenson & Berry, 2015; Weathers 

et al., 2016). The medical literature repeatedly defined spirituality as being relational 

(Anandarajah & Hight, 2001; Lawrence, 2002; Post, Puchalski, & Larson, 2000; Todres et al., 

2005). Social work has identified connectedness as important to one’s spirituality (Barker & 

Floersch, 2010; Hodge & Horvath, 2011; Hodge & McGrew, 2005). A religion scholar 

describes the connection between religion and spirituality as a companionship and emphasizes 

a relationship existing between “spirit to body” (Schneiders, 2003, p. 181). Workplace 

spirituality has identified greater reliance for support from work connections due to societal 

factors such as downsizing, competitive world markets, and a decrease in personal community 

support (Ashmos & Duchon, 2000; Cash & Gray, 2000; De Klerk, 2005; Van Tonder & 

Ramdass, 2009). Spirituality includes the process of seeking meaningful connections.  

Transcendence. Transcendence is an ability to move beyond where one is using 

energy, a life force, or an infinite power toward the future (Lane, 1987). Nursing has also 

referred to this spiritual energy as a “powerful resource” to help people cope with illness 

(Tanyi, 2002, p. 503). Transcendence remains a consistent attribute in the nursing literature 

(Sessanna et al., 2007; Weathers et al., 2016). Stephenson & Berry (2015) refer to this attribute 

as “self-transcendence,” which is described as a personal process of growing and maturing (p. 

1242). In medicine, spirituality is defined as having the ability to transcend (Anandarajah & 

Hight, 2001; Pembroke, 2008; Vachon, Fillion, & Achille, 2009). Palliative care medicine 

suggests spirituality definitions must include words such as “process” and “conscious” since 

humans can transcend (Vachon et al., 2009, p. 56). The social work literature described 

spirituality with terms such as power or force (Barker & Floersch, 2010; Hodge & McGrew, 
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2005; Seinfeld, 2012). In a workplace that recognizes the strength of spirituality, transcendence 

is seen with positive outcomes such as well-being (De Klerk, 2005; Gockel, 2004; Karakas, 

2010; Marques, 2006, 2007); creativity (Karakas, 2010; Marques, 2006); high performance 

(Burkhart, Solari-Twadell, & Haas, 2008; Gockel, 2004; Marques, 2007); and philanthropy, or 

giving to others (Gockel, 2004; Karakas, 2010). Humans have an inner source of energy that 

can be empowering to transcend.   

Hope. Hope is a belief that something better is possible in the future. The nursing 

literature identifies hope as an attribute of spirituality (Newlin et al., 2002). In a concept 

analysis of spirituality at end-of-life, hope was identified as an attribute (Vachon et al., 2009). 

Lane (1987) describes the spirit’s desire to be free, with its ability to dream about new 

possibilities. Weathers et al. (2016) categorized hope as a consequence of one’s spirituality 

rather than an attribute, and Stephenson and Berry (2015) placed hope in the belief category. 

Both Weathers et al. (2016) and Stephenson and Berry (2015) acknowledge the reality of the 

variability of the attributes of spirituality in the literature. The Medicine literature cites the 

World Health Organization (WHO) as recognizing the significance of hope in one’s recovery 

(Culliford, 2002). Medicine associates spirituality as providing hope, which helps a person 

cope with illness (Post et al., 2000). Hope is also associated with peace (Anandarajah & Hight, 

2001; Culliford, 2002). Inability to locate spiritual sources for hope is an element of the 

definition of spiritual distress in the medical literature (Anandarajah & Hight, 2001). The social 

work literature identified a qualitative study of social workers’ definition of spirituality, which 

included hope (Barker & Floersch, 2010). Hope can provide strength and a sense of calmness 

and well-being despite the unknown future.  
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Spirituality Is Different Than Religion Yet Can Be Connected 

Religion is an organized belief system with unique traditions specific to that tradition. 

The discussions of religion and spirituality as being interconnected continually surfaces in the 

nursing literature (Burkhart & Solari-Twadell, 2001; Pike, 2011; Polzer Casarez & 

Engebretson, 2012; Sessanna et al., 2007). Spirituality could, or could not, include religion 

(Buck, 2006). Nursing acknowledges one’s spiritual beliefs are personal. The individual 

personally defines spirituality and religion, in that some individuals express their spirituality 

through religion, where others express their spirituality outside a religion (Burkhart & Solari-

Twadell, 2001). The belief that spirituality is larger than religion remains in the nursing 

literature (Weathers et al., 2016). In the spirituality concept analysis of Sessanna et al. (2007), 

two of the themes included religion, which was identified as: “religious systems of beliefs and 

values” and “nonreligious systems of beliefs and values” (p. 252). Medicine acknowledges 

every human being is spiritual, but not all humans are religious (Vachon et al., 2009). The 

social work literature agrees that religion and spirituality are different, yet are connected 

(Barker, 2007; Barker & Floersch, 2010; Hodge, 2006; Hodge & Horvath, 2011; Hodge & 

McGrew, 2005; Seinfeld, 2012). The workplace literature explains religion as more about 

devotion related to religious beliefs (Cash & Gray, 2000; Karakas, 2010; Marques, 2007). The 

nursing, medicine, and social work literature acknowledge that spirituality and religion are 

different, yet can be part of one’s spirituality. 

Some workplaces recognize the importance of both spirituality and religion. Several 

religious traditions offer principles that employees carry with them as a human being into the 

workplace. For example, Christians believe they are called by God, Buddhists believe work 
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enriches one’s life, and those from the Islamic faith have a code of work ethics (Krishnakumar 

& Neck, 2002). Some workplaces allow meditation (Cash & Gray, 2000); others have chaplains 

as part of their team (Cash & Gray, 2000; Gockel, 2004); and some organizations allow prayer 

groups and offer retreats (Cash & Gray, 2000; Karakas, 2010). Although religion and 

spirituality are different concepts, religion may impact one’s spirituality. For this research, 

religiosity is defined as activities “associated with human expression of the rites and rituals of a 

particular faith tradition” (Burkhart & Hogan, 2008, p. 928). Knowing that religion may or may 

not be part of one’s spirituality in healthcare is essential. 

Philosophical Grounding and Theoretical Framework 

Spiritual care is facilitating another’s spirituality. The nursing literature guides spiritual 

care in nursing practice using theory (Burkhart & Hogan, 2008). This research will use both 

Watson’s theory of transpersonal caring (2008) as the philosophical grounding and Burkhart 

and Hogan’s (2008) spiritual care in nursing practice (SCiNP) middle-range theory as the 

theoretical framework to guide this study. Watson’s Theory of Human Caring is a grand theory 

originally published in 1979 that provides a philosophical grounding for Watson’s theory of 

Transpersonal caring (Watson, 2008). Watson’s (2008) theory of transpersonal caring and 

Burkhart/Hogan’s (2008) SCiNP are appropriate for this study because they are compatible in 

how they both approach spirituality and spiritual care. Rather than a survey of spiritual 

assessments, they both suggest that spiritual care is the nurse’s caring presence and attentive 

awareness and compassionate response to the patient’s spiritual needs for meaning and 

connection, while also identifying that the patient and nurse are touched by the encounter and 
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search for meaning through the human-to-human encounter (Burkhart & Hogan, 2008; Watson, 

2008).  

Watson’s Theory of Transpersonal Caring 

Watson’s (2008) theory of human caring provides a philosophical underpinning for this 

study in its definition of several foundational concepts, including “Caritas Consciousness,” the 

“caring moment,” moral commitment to care, and caring and uncaring energy.  

Caritas consciousness. Nurses enter into care situations with a level of awareness by 

the nurse described as “Caritas Consciousness,” (Watson, 2008, p. 80). Watson defines 

“Caritas” as cherishing, loving, and a generous spirit (2008, p. 39). Bringing both “love and 

caring” is the invitation to “transpersonal caring,” which opens oneself to facilitate healing for 

oneself, other people, and the world (Watson, 2008, p. 40). Watson claims “love is the highest 

level of consciousness and the greatest source of all healing in the world” (2008, p. 40). 

Developing this level of caring consciousness is an underlying assumption of nursing care and 

should exist prior to entering a care situation, which can facilitate patient and nurse’s 

spirituality (Watson, 2008). The term “Caritas Consciousness” refers to the embodiment of the 

attributes of caring embedded in Watson’s Ten Caritas Processes (Wagner, 2010, pp. 3-7; 

Watson, 2008, pp. 80-81). Some of these processes of “Caritas Consciousness” include 

development of presence, compassion, and sensitivity with an intentionality that helps the nurse 

stay with and care for the deep spiritual needs that exist for humans.  

The caring moment. The theory of transpersonal caring describes the inter-connection 

between the patient and nurse when the nurse is noticing and being fully present to another 

(Wagner, 2010; Watson, 2008). The “caring moment” is when the nurse sees and connects with 
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the inner spirit of another, and both the patient and nurse transcend into deeper realizations 

gaining new perspectives and self-awareness (Wagner, 2010, p. 1; Watson, 2008, p. 82). 

Spiritual care requires a prerequisite of compassionate care (Watson, 2010). 

 The “caring moment” includes the following concepts: A collective past, phenomenal 

field, intersubjective, caring occasion, and transpersonal caring. A “collective past” is the 

individual’s personal life story, experiences, and energetic field (Watson, 2010, p. 114). The 

phenomenal field is “the subjective and intersubjective meanings of both participants” (Watson, 

2008, p. 79). Intersubjective means “the uniting of two or more persons’ subjective realities to 

create a new perspective; that which emerges out of the shared relationship and inner unique 

life world of their subjective perceptions and experiences” (Watson, 2010, p. 288). A “caring 

occasion” is when two people come together, and a chance to care forms (Watson, 2010, p. 

116). According to Watson these caring occasions are intentional (2010).  

 In the “caring moment” both nurse and patient have the ability to mobilize power to 

facilitate innate healing in the moment (Watson, 2010, p. 118). Watson’s transpersonal caring 

theory describes the relationship between the nurse and patient during a “caring moment” in 

terms of a transpersonal sharing of spiritual energy during the “caring moment” within the 

phenomenal field (Watson, 2010, p. 118). The nurse and patient each enter the “caring 

moment” with a “collective past” (Watson, 2010, p. 114). In that “caring moment” each 

spiritual phenomenal field affects each other and merge to become one in the “caring moment,” 

which is the moment of transpersonal caring (Wagner, 2010). This sharing of spiritual energy 

affects both patient and nurse, enlarges each other’s perspectives of the world, and remains 

with one another beyond that moment into the future (Watson, 2010).  
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 Moral commitment. The nurse is aware of the ethical moral commitment to care 

(Watson, n.d.). The nurse’s “Caritas Consciousness” creates space that protects and allows the 

person to make meaning with self or other (Watson, n.d.). The nurse is intentionally focusing 

soul-to-soul on cues to promote holistic health, removing barriers that hinder healing, 

connecting the person to innate healing. The nurse notices verbal and non-verbal cues and acts 

in providing spiritual care. This deeper consciousness requires the nurse to a lifetime of 

personal and professional self-development with an awareness of his or her own humanity and 

woundedness (Watson, n.d.). Although the “Caritas Nurse” will not have a “transpersonal 

caring connection” or “caring moment” with each patient, possessing a “Caritas 

Consciousness” as a moral compass to guide one professionally is “ideal” (Watson, 2008, p. 

82).  

Caring and uncaring energy. Watson (2008) cites Halldorsdottir’s (1991) research of 

caring and uncaring behaviors, which maintain if the nurse does not possess a “Caritas 

Consciousness” the nurse can actually bring harmful energy into the field. This energy has been 

categorized as “Five Basic Modes of Being with Another” (Halldorsdottir, 1991, p. 39). These 

include from the highest to lowest as: “life-giving (biogenic),” “life-sustaining (bioactive),” 

“life-neutral (biopassive),” “life-restraining (biostatic),” and “life-destroying (biocidic),” which 

can be potentially harmful (Halldorsdottir, 1991, p. 38). The highest mode is a “life-giving or 

biogenic mode of being with another [which] is the truly human mode of being and is 

represented by healing love. This mode involves loving benevolence, responsiveness, 

generosity, mercy, and compassion” (Halldorsdottir, 1991, p. 44). The nurse that cultivates and 

possesses a “Caring Literacy” toward “(caring-loving) consciousness” radiates a life-giving 
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energy, “biogenic,” that permeates the environment, allowing her/him a higher chance of 

engaging in and experiencing a “transpersonal caring-healing moment” (Watson, 2008, p. 26). 

A nurse’s caring presence can promote a positive caring encounter with the patient. 

Burkhart/Hogan Spiritual Care in Nursing Practice Theory (SCiNP) 

 The Burkhart/Hogan (2008) theory of Spiritual Care in Nursing Practice (SCiNP) is the 

middle range theory that guided this study. The SCiNP describes an intentional process of 

spiritual care in nursing practice in seven categories that affect both patient and nurse (as 

shown in Figure 1). 

Figure 1. Burkhart and Hogan (2008) spiritual care in nursing practice middle range theory 

 

Note. From L. Burkhart and N. Hogan (2008), Qualitative Health Research, p. 931. Copyright 

2008 by Sage (for permission see Appendix A). 

 

 The SCiNP theory was discovered through a grounded theory study with four focus 

group interviews with registered nurses (RN) (n = 24) who worked across the continuum of 

care and cared for chronically ill patients in a large medical center (Burkhart & Hogan, 2008). 

Data analysis from the original four focus groups indicated that an additional focus group with 

nurse managers was needed to clarify the emerging theory (Burkhart & Hogan, 2008). 

Therefore, an additional focus group was added that included unit nurse managers (n = 9), 

which confirmed the seven categories discovered from the original focus groups (Burkhart & 

Hogan, 2008). For spiritual care to occur the nurse creates an atmosphere of trust, love and 
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caring, and the patient is open to receiving spiritual care (Burkhart & Hogan, 2008). The theory 

includes seven categories. 

Patient cue. The first category in the process is recognizing a patient cue for a spiritual 

need (Burkhart & Hogan, 2008). Cues can be verbal, non-verbal, or situational.  

Decision to engage. The second concept is “decision to engage,” which is when the 

nurse decides whether to engage or not engage in this spiritual encounter (Burkhart & Hogan, 

2008, p. 932). If the nurse does not choose to engage in the spiritual encounter—due to time 

constraints, lack of collegial support, or spiritual depletion—spiritual care does not occur. If the 

nurse decides to engage, the nurse performs spiritual interventions (Burkhart & Hogan, 2008).  

Spiritual intervention. The third concept is “spiritual care intervention,” in which there 

is an intentional, shared spiritual connection between the patient and nurse (Burkhart & Hogan, 

2008, p. 932). Spiritual care interventions include facilitating patient reflection, connection to 

others, and/or connecting to God or other source of higher power (Burkhart & Hogan, 2008).  

Emotional response. The fourth category of the SCiNP theory occurs after the nurse-

patient spiritual encounter when the nurse experiences a positive or negative emotional 

response to the spiritual encounter (Burkhart & Hogan, 2008).  

Search for meaning. The fifth category of the process is when nurses search for 

meaning from the encounter. This reflection is when the nurse searches for meaning through 

reflection with self, others, or through own faith traditions. These strategies for reflection are 

similar to the strategies of providing spiritual care interventions (Burkhart & Hogan, 2008).  

Formation of spiritual memory. The sixth category is forming a long-term memory 

from the encounter and is contingent on whether the nurse found meaning in the spiritual 
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encounter. There are three pathways toward “formation of spiritual memory”: (a) where a 

negative spiritual care encounter holds a memory that is distressing (no meaning found); (b) 

where a positive spiritual care encounter becomes a positive memory (meaning found); and (c) 

an initial negative spiritual encounter becomes a positive memory (meaning found) (Burkhart 

& Hogan, 2008, p. 934).  

Spiritual well-being. The seventh category is “nurse spiritual well-being” (Burkhart & 

Hogan, 2008, p. 935). Spiritual well-being is a personal dimension of self that is affected by life 

experience and the degree to which one finds meaning and purpose in life. These individual 

spiritual encounters and reflective practices affect the nurse’s overall spiritual well-being 

(Burkhart & Hogan, 2008). Poor spiritual well-being can lead to spiritual depletion, which can 

affect the nurses’ decision to engage in spiritual care in the future (Burkhart & Hogan, 2008).  

Spirituality Measurement Tools 

Measuring spirituality is essential in healthcare as numerous patients count on their 

spirituality as a resource that affects their well-being (Gray, 2006). There are multiple spiritual 

care tools in the literature that measure different aspects of spirituality. A concise description of 

spirituality and spiritual care measurement tools found in the nursing spiritual care literature is 

shown below in Table 1. Of these, Reed’s (1987) Spiritual Perspective Scale (SPS) and 

Paloutzian & Ellison’s (1991/2009) Spiritual Well-Being Scale (SWBS) have been used more 

frequently, as they were developed and validated in the 1980s. 
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Table 1. Spirituality and Spiritual Care Tools in the Literature 

 

Tool & Tool 

Author(s) 

Concept 

Measured 

Reliability 

 

Validity 

 

References 

 

Nurse Spiritual 

Care 

Therapeutics 

Scale (NSCTS) 

17-items,  

5-point Likert 

Scale 

(Mamier & 

Taylor, 2015) 

Frequency of 

nurse 

provided 

spiritual 

care 

 

 

 

 

 

 

 

(1) Cronbach’s 

alpha = .93 

 

(2) Cronbach’s 

alpha = .94 

Content 

Validity Index 

0.88  

 

Item-total 

correlations 

0.40 to 0.80 & 

One factor 0.41 

to 0.84, using 

Exploratory 

Factor Analysis 

(EFA) 

(1) Mamier and 

Taylor (2015) 

 

(2) Taylor et al. 

(2017) 

Spiritual Care 

Competence 

Scale (SCCS) 

27-items,  

5-point Likert 

Scale (van 

Leeuwen, 

Tiesinga, 

Middel, Post, 

and Jochemsen, 

2008, 2009). 

Six spiritual-care-related nursing 

competencies 

1. Assessment and 

implementation of spiritual care 

 (Cronbach’s alpha = 0.82) 

2. Professionali[z]ation and 

improving the quality of spiritual 

care  

(Cronbach’s alpha = 0.82) 

3. Personal support and patient 

counseling  

(Cronbach’s alpha = 0.81) 

4. Referral to professionals 

(Cronbach’s alpha = 0.79) 

5. Attitude towards the patient’s 

spirituality  

(Cronbach’s alpha = 0.56) 

6. Communication  

(Cronbach’s alpha = 0.71) 

(van Leeuwen, Tiesinga, Middel, 

Post, and Jochemsen, 2008, 

2009).  

  

 

 

Average inter-

item correlation 

> 0.25 (van 

Leeuwen et al., 

2007 as cited in 

van Leeuwen et 

al., 2008). 

 

Good test-retest 

reliability (van 

Leeuwen et al., 

2009). 

 

van Leeuwen  

and Cusveller 

(2004) —

original tool 

development 

 

van Leeuwen, 

Tiesinga, 

Middel, Post, 

and Jochemsen, 

(2008, 2009)  

 

Linegang 

(2014) 
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Table 1 (cont.)     

Spiritual Care-

Giving Scale 

35-items,  

6-point Likert 

Scale 

(Tiew & 

Creedy, June, 

2012) 

Perspectives 

about spiritual 

care and 

spirituality 

 

 

 

 

(1) Cronbach’s 

alpha = 0.86 

 

 

(2) Cronbach’s 

alpha = 0.869 

 

Review of the 

literature; 

expert review; 

pilot testing; 

final testing 

with nursing 

students 

Test-Retest 

Factor Analysis 

supports 

five factors 

 

(1) Tiew and 

Creedy (June, 

2012) 

 

(2) Tiew, 

Kwee, Creedy, 

and Chan (June, 

2013) 

 

Spiritual Care 

in Practice 

(SCIP) 

12-items,          

5-point Likert 

Scale 

(Burkhart &  

Schmidt, 2012)  

Measures 

frequency of 

recognition of 

patient cue and 

providing 

spiritual care 

Cronbach’s 

alpha = 0.91 

Prior 

psychometric 

testing with 

RNs in 

grounded 

theory study 

(Burkhart & 

Hogan, 2008) 

Burkhart and 

Schmidt (2012) 

Spiritual Care 

Inventory 

(SCI), 17-items, 

5-point Likert 

Scale 

3 subscales: 

Spiritual Care 

Intervention 

(SI) (4-items) 

Meaning 

Making (MM) 

(10-items) 

Faith Rituals 

(FR) (3-items) 

 

(Burkhart, 

Schmidt, & 

Hogan, 2011) 

 

 

Nurse 

perceived 

ability to 

provide 

spiritual care 

(1)  

Cronbach’s 

alpha 

SI = 0.87 

MM = 0.94 

FR = 0.88 

 

(2) 

Cronbach’s  

alpha 

SI = 0.80 

MM = 0.88 

FR = 0.80 

Factor analysis 

supported 

construct 

validity of the 

tool explaining 

57.33% of the 

variance and 

yielding 17 

items 

(1) Burkhart et 

al. (2011) 

 

(2) Burkhart 

and Schmidt 

(2012) 
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Spiritual  

Well-Being  

(SWBS) scale 

Dr. Paloutzian 

& Ellison  

20-items tool,  

6-point Likert 

Scale 

Overall SWBS 

and two sub-

scales 

Existential 

Well-Being 

(EWB) and 

Religious Well-

Being (RWB) 

Perceived 

spiritual quality 

of life from two 

perspectives: 

Overall 

Spiritual Well-

Being with two 

sub-scales 

EWB & RWB 

(2) Cronbach’s 

alpha  

EWB = 0.83 

RWB = 0.95 

 

(3) Cronbach’s 

alpha = 0.89 

 

(4) Cronbach’s 

alpha  

SWB = 0.915 

RWB = 0.951  

EWB = 0.853  

 

 

(1) Test-Retest  

Over 4 studies  

0.96 

0.99 

0.96 

0.98 

EWBS 

0.86 

0.98 

0.98 

0.73 

SWBS 

0.93 

0.99 

0.99 

0.82 

 

(1) Cited in > 

400 sources  

(Paloutzian & 

Ellison, 

1991/2009) 

 

(2) Burkhart 

and Schmidt 

(2012) 

 

(3) Cerra and 

Fitzpatrick 

(2008) 

 

(4) Dunn, 

Handley, and 

Dunkin (2009) 

 

Table 1 (cont.)     

Spiritual Care 

Perspective 

Scale-Revised, 

(SCPS-R)  

10-items,  

5-point Likert 

Scale (Taylor et 

al., 1999 as 

cited in Taylor 

et al., 2008, p. 

1131). 

 

Attitude toward 

spiritual 

caregiving 

Face validity 

spiritual care 

nurse scholars 

Cronbach’s 

alpha = 0.82  

(Taylor et al., 

1999 as cited in 

Taylor et al., 

2008); 

Cronbach’s 

alpha = 0.75 

(Taylor et al., 

2008) 

Valid 

unidimensional 

factor analysis 

(Taylor et al., 

1999 as cited in 

Taylor et al., 

2008) 

(Taylor et al. 

1999 as cited in 

Taylor et al., 

2008) 

 

Taylor et al. 

(2008) 

Spiritual 

Perspective 

Scale (SPS), 

10-items, 

6-point Likert 

Scale 

(Reed,1986, 

1987)  

Perspectives of 

spirituality  

(1) Cronbach’s 

alpha = 0.93; 

0.95 

 

(2) Cronbach’s 

alpha = 0.888 

 

(3) Cronbach’s 

alpha = 0.90 

Modifications 

from Reed 

(1986) analysis 

stated in Reed 

(1987): No 

inter-item 

correlations     

< 0.41; Average 

intercorrelation

s range 0.57-

0.68  

(1) Reed (1987) 

 

(2) Dunn, 

Handley, and 

Dunkin (2009) 

 

(3) Cerra and 

Fitzpatrick 

(2008)  
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Table 1 (cont.) 
    

The Spirituality 

and Spiritual 

Care Rating 

Scale (SSCRS) 

17-items,  

5-point Likert 

Scale 

(McSherry, 

Draper, & 

Kendrick, 

2002)  

 

Nurses’ 

perceptions of 

spirituality and 

spiritual care 

(1) Cronbach’s 

alpha = 0.64 

 

(2) Cronbach’s 

alpha 

Spirituality  

= 0.77 

Subscales: 

Spiritual Care  

= 0.69 

Religiosity  

= 0.71 

Personalized 

Care  

= 0.65 

 

(1) Using 

Principal 

Component 

(PC) Factor 

Analysis  

4-construct 

validity 

1) Spirituality 

2) Spiritual 

Care 

3) Religiosity 

4) 

Personali[z]ed 

Care 

(1) McSherry, 

Draper, and 

Kendrick 

(2002)  

 

(2) Wallace and 

O’Shea 

(Nov/Dec, 

2007) 

 

 

 

Spiritual Care Literature 

Since spirituality and spiritual care are metaphysical concepts, research includes 

philosophical inquiry, qualitative research, quantitative research, evidence-based guidelines, 

and standards of care. In addition to research, the literature review will include expert opinion 

and literature from the Veteran’s Administration (VA), which is dedicated to serving the unique 

healthcare needs of veterans.  

The research related to spiritual care converged on several categories of the SCiNP 

theory, including prerequisites of spiritual care (nurse’s caring presence), patient cue, decision 

to engage or not engage, spiritual care intervention, and both the positive and negative impact 

of spiritual care on the nurse (Burkhart & Hogan, 2008). Therefore, the literature will be 

described using these categories. Several spiritual assessment tools that guide recognition of 

patient cue will be discussed. The following section will also elaborate and provide details from 
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the current literature and research in spiritual care (see attributes in Appendix B and literature 

review in Appendix C). This section will end with gaps in the literature and a description of 

how this study will address some of the gaps. 

Prerequisites to Providing Spiritual Care 

 The literature presents the prerequisites as abilities in living out a caring presence 

(Baldacchino, 2008; Como, 2007; Deal & Grassley, 2012; Hoffert et al., 2007; Monareng, 

2012; Pesut, 2013; Watson, 2008). This refers to the embodiment of caring attributes when 

entering into a spiritual care encounter. These attributes include respect (Deal & Grassley, 

2012; Giske & Cone, 2012; Hoffert et al., 2007; Wallace et al., 2008); honoring patient’s 

beliefs (Barss, 2012; Battey, 2012; Deal & Grassley, 2012; Monareng, 2012); love (Burkhart & 

Hogan, 2008; Como, 2007; Monareng, 2012; Wright, 2008); compassion (Battey, 2012; 

Wright, 2008); and sensitivity (Giske & Cone, 2012; Ramezani, Ahmadi, Mohammadi, & 

Kazemnejad, 2014; Wallace et al., 2008).  

Burkhart and Hogan (2008) conducted a grounded theory study and found that nurses 

needed to demonstrate love and compassion for a spiritual encounter to occur. Taylor, Park, 

and Pfeiffer (2014) in a phenomenological study with Christian nurses (n = 14) who were 

considered highly religious studied how being Christian impacts spiritual care. They found 

establishing a relationship with the patient first as essential, as well as being sensitive and 

respectful of patient’s values and belief system. Nurses also need to be self-aware not to push 

one’s own religion on patients to prevent harm (Taylor et al., 2014). These communication and 

relationship building skills and attributes are essential prerequisites to spiritual care.  
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Recognizing Patient Cues of a Spiritual Need 

Recognizing patient cues is defined as recognition of a spiritual need (Burkhart & 

Hogan, 2008). The literature presents spiritual assessment tools and patient cues (situational, 

cultural, verbal, non-verbal, and environmental) that indicate the need for spiritual care.  

Spiritual assessment using tools. The Nursing’s Social Policy Statement Professional 

Nursing Practice Standard 1 of the nursing process is competency in assessment (ANA, 2010b). 

The following section will include an overview of spiritual assessment including TJC 

requirement, tools in practice and research, and standardized terminology in nursing.  

The Joint Commission requirements for assessment. Cues may be detected during 

formal spiritual assessments. The Joint Commission (TJC) mandates assessment and provision 

of spiritual care for patients (Clark et al., 2003). TJC is a nationally recognized accreditation 

agency that certifies over 20,000 healthcare establishments in the United States (US) (The Joint 

Commission [TJC], 2015). TJC provides a list of suggested questions to assess patient’s 

spirituality (The Joint Commission, Revised Nov. 24, 2008). However, TJC does allow each 

organization freedom in the design, content, and required credentials necessary to perform a 

spiritual assessment (TJC, Revised Nov. 24, 2008). Although TJC has a standard, there is no 

consistent spiritual assessment tool identified in the literature. 

Various types of spiritual inquiry forms. Since the initiation of TJC mandate for 

spiritual assessments, debates began about who should collect the assessment data, and what 

constituted a spiritual screening, spiritual history, and spiritual assessment (Cadge & Bandini, 

2015). Chaplain Larocca-Pilts (2008) describes a spiritual screening as typically completed one 
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time upon admission and includes an inquiry of whether the patient has any spiritual, religious, 

or cultural needs during their hospital stay. A spiritual history is also brief and includes 

inquiries about the patient’s spirituality and coping tools, although the spiritual history can be 

ongoing and change as the course of the patient’s health issues evolve. If there are any concerns 

about the patient’s inability to use their spirituality in coping, an assessment should be 

conducted by a chaplain (Fitchett, 2012; Kalish, 2012; Larocca-Pilts, 2008; Puchalski, 2012). 

The tools in healthcare to inquire about one’s spirituality range from brief to comprehensive, as 

well as initial and ongoing, with the chaplain recommended to conduct the more in-depth 

assessment. 

Spiritual assessment tools in practice. Spiritual assessments ask more detailed 

questions and are more time-consuming to administer than a spiritual screening (Fitchett, 2012; 

Puchalski, 2012). There are multiple spiritual assessment tools in the literature that measure 

different dimensions of spirituality (Cadge & Bandini, 2015; O’Brien, 2011). Cadge and 

Bandini (2015) conducted a literature review on spiritual assessment tools in healthcare and 

discovered that tools were initially developed in the 1960s and 1970s by pastoral care, nursing, 

mental health, and eventually medicine and social work. Stoll (1979) created the first nursing 

guide for spiritual assessment in 1979 (Cadge & Bandini, 2015; O’Brien, 2011). Stoll (1979) 

provided suggested questions to guide inquiry into one’s spirituality in four sections that 

addressed both religion and spirituality (Cadge & Bandini, 2015; O’Brien, 2011). Stoll also 

recommended informing the patient that the purpose of the spiritual history is to identify what 

gives them strength in order to provide excellent care (1979). The 1980s saw the first spiritual 

tool assessments created by physicians, as well as spiritual assessment tools for hospice and 
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palliative care patients (Cadge & Bandini, 2015). The literature consistently described the 

FICA and HOPE narrative spiritual history tools, which were created by physicians to guide the 

recognition of a spiritual need. However, it is unclear how often they are used in practice. The 

development of these tools marks the shift to include holistic care in healthcare (Cadge & 

Bandini, 2015).  

The FICA spiritual history tool. The FICA tool was designed for use with older adults 

and uses the acronym FICA to explore one’s spirituality with open-ended questions rather than 

a checklist (Puchalski, 2012). The FICA acronym: “F—Faith and belief; I—Importance; C—

Community; A—Address in care” (Puchalski, 2001, p. 34). The FICA tool has been tested for 

use in the clinical setting (Borneman, Ferrell, & Puchalski, 2010). In a study with cancer 

patients (n = 76) using the Functional Assessment of Cancer Therapy QOL Tools, “City of 

Hope-QOL Tool,” Cronbach’s alpha of 0.93, analysis verified correlation to aspects of QOL 

spirituality domain (Borneman, 2011, p. 1; Borneman et al., 2010, p. 166). The authors 

concluded the results are suggestive that the FICA tool is reasonable to use to assess spirituality 

(Borneman et al., 2010). The FICA tool is the only spiritual assessment tool on the evidence-

based nursing resource website, Hartford Institute for Geriatric Nursing (Borneman, 2011). 

The HOPE tool. Anandarajay and Hight (2001) used the acronym HOPE: “H—sources 

of hope, strength, comfort, meaning, peace, love and connection; O—the role of organized 

religion for the patient; P—personal spirituality and practices; E—effects on medical care and 

end-of-life decisions” (p. 81). The HOPE tool has not been psychometrically tested 

(Anandarajay & Hight, 2001; Puchalski, 2012). The HOPE tool served as a guide to include 

spirituality in the medical clinical assessment, yet created much controversy over whose role it 
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was to complete the assessment, how to best have these conversations with patients, and 

identifying concerns related to unclear religion and spirituality conceptual definitions (Cadge & 

Bandini, 2015).  

The Client Spiritual Assessment Tool (CSAT). Nurses can recognize cues with ongoing 

assessments inquiring about one’s spirituality (Battey, 2012), or when asking the patient 

questions about fears and anxiety and/or what resources gives them strength and helps with 

coping (Shelly, 2000). A nurse-developed Client Spiritual Assessment Tool (CSAT) is a 

comprehensive assessment form that is intended to be spontaneous, and includes a list of cues 

to observe for as a guide to assessment of “Spiritual Integrity” or “Spiritual Distress” (Hoffert 

et al., 2007, p. 68). The researcher developed the CSAT based on Catterall’s standards for 

developing a tool and a review of the literature (Hoffert et al., 2007). The development of the 

CSAT also included McSherry and Draper’s philosophy based on Stoll’s (1979) description of 

spirituality using horizontal and vertical descriptors, with the vertical axis referring to one’s 

relationship to a higher power and the horizontal axis representing one’s beliefs and connection 

to others (Hoffert et al., 2007). There is no content validity process noted for the development 

of the CSAT, and the author acknowledged that further study was needed (Hoffert et al., 2007).  

The CSAT has five sections that mirror the nursing process. The assessment tool 

includes looking for “signs of meaning, relationship, hope, and joy” with a checklist as either 

present, aligned to the “spiritual integrity” column, or absent, aligned to the “spiritual distress” 

column (Hoffert et al., 2007, p. 68). Some of these items include assessment for family/friends, 

overall self-care, employment, hobby, religious items, handling of situation, and assessment for 

the presence of a smile. Based on those assessments, five questions are provided to help the 
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nurse acknowledge what was noticed in the environment to help guide further exploration with 

the patient. The form states that the patient is the director of the dialogue once trust and 

connection between the patient and (student) nurse has occurred. This section also includes 

eight questions to help the nurse explore more about the patient’s home life, what brings them 

happiness, identification of any goals, coping methods, and whether the patient would like 

prayer. This section has two columns indicating listening for the presence or absence of patient 

expression including “signs of meaning, relationships, hope, and joy” (Hoffert et al., 2007, p. 

68). There is space to choose a diagnosis, set goals, choose possible spiritual care interventions, 

and evaluate the effect of those interventions. This form also notes that one’s spirituality is 

unique and is an ongoing process (Hoffert et al., 2007). This researcher was unable to find any 

further information or use of this assessment tool in the literature. 

There are over 40 spiritual assessment tools today in the U.S. healthcare literature, 

which cause a gap in understanding their actual use and in how the inter-disciplinary team uses 

them, and a lack of conceptual clarity on what constitutes a spiritual assessment (Cadge & 

Bandini, 2015). The gap in the interprofessional exchange of tools assessing spirituality and 

communication among the team limits collaboration (Cadge & Bandini, 2015). Chaplain and 

researcher Fitchett (2012) suggest that no further spiritual care assessment tools be created, but 

rather the focus needs to be on reviewing those that exist and investigating them through 

research to help determine best practice. A review of the literature in nursing also discovered 

no consistent spiritual care tools or education on using them (Timmins et al., 2015; Timmins & 

Neill, 2013). There is an opportunity for interprofessional collaboration, education, and 

research related to assessing spirituality in healthcare. 
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Standardized terminology. The Nursing’s Social Policy Statement Professional Nursing 

Practice Standard 2 of the nursing process is competency in diagnosis (ANA, 2010b). There is 

standardized terminology supported by research to reflect spiritual care. These include 

NANDA-I, Nursing Intervention Classification (NIC), and Nursing Outcomes Classification 

(NOC), all supported by the American Nurses Association (Burkhart & Androwich, 2009; 

NANDA International [NANDA-I], 2017). NANDA-I identifies actual and potential spiritual 

care diagnoses associated with one’s spirituality, and provides standardized nursing diagnoses 

that are evidence-based and can guide the nurse in assessing and initiating care-planning 

(Herdman & Kamitsuru, 2014). Spiritual distress has been defined as a nursing diagnosis 

through NANDA-I of “a state of suffering related to the impaired ability to experience meaning 

in life through connections with self, others, the world, or a superior being” (Herdman & 

Kamitsuru, 2014, p. 372). The nursing diagnosis “risk for spiritual distress” has been defined 

by NANDA-I as “vulnerable to an impaired ability to experience and integrate meaning and 

purpose in life through connectedness within self, literature, nature, and/or a power greater than 

oneself, which may compromise health” (Herdman & Kamitsuru, 2014, p. 374). Patients at 

“risk for spiritual distress” include those experiencing life transitions, chronic disease, 

environmental relocation, and addictions (Herdman & Kamitsuru, 2014, p. 374). NANDA-I 

provides nurses with the structure to guide diagnosis and care planning to promote and enhance 

healthcare (Herdman & Kamitsuru, 2014).  

Recognition of patient cues in the moment. The recognition of patient cues for 

spiritual care may occur in the moments during the initial encounter or throughout the day 

while caring for the patient (Burkhart & Hogan, 2008). Smyth and Allen (2011) in a two-phase, 
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mixed method explanatory descriptive design, using a questionnaire followed by focus groups 

with nurses (n = 16) on a 25-bed acute care medical unit, found spiritual assessment as one of 

four themes. Nurses stated spiritual care assessment occurs during routine care without formal 

assessment once a connection was made between the nurse and patient (Smyth & Allen, 2011). 

Recognition of cues for spiritual care included watching patient relationships, sleep trends, 

physical discomfort, and emotional struggles. The study found spiritual care occurred through 

both verbal and non-verbal cues including communication, observation, and listening (Smyth & 

Allen, 2011). To recognize the patient cue, the nurse must use her/his senses (sight, sound, 

touch, taste, and smell). This recognition includes paying attention, noticing any verbal, non-

verbal, situational, behavioral, physical environmental, and cultural cues for a spiritual need. 

These cues are further described in the following sections.  

Situational verbal and non-verbal cues. Patient cues for spiritual care can be 

situational expressed verbally and non-verbally. Nurses need to be attentively aware of life 

events and emotions expressed as potential cues for recognizing a spiritual care need. These life 

events include when people have illness, life style change, uncertain diagnosis, chronic disease, 

disability, when making decisions, when something threatens their life, and at end-of-life 

(Burkhart & Hogan, 2008; Herdman & Kamitsuru, 2014; McSherry & Ross, 2012; Mitchell, 

Bennett, & Manfrin-Ledet, 2006; O’Brien, 2011; Shelly, 2000). Patients with a sudden illness 

have the potential for spiritual difficulties associated with worry about possibly dying or their 

infirmity (O’Brien, 2008). Post-operative patient spiritual needs can arise from fears associated 

with uncertainty related to the operative findings especially if the surgery was because of 

cancer (O’Brien, 2008). Situational verbal and non-verbal cues can arise at any time. 
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Patient cues can be present as signs of spiritual distress (O’Brien, 2011). Cues for 

spiritual needs can occur through the recognition of spiritual distress (Battey, 2012; Deal & 

Grassley, 2012; Mitchell et al., 2006). These signs include anxiousness, tears, tiredness, fears, 

and insomnia (Herdman & Kamitsuru, 2014). At “risk for spiritual distress” cues can include 

anxiousness, barriers to supportive connections, change with faith tradition rituals/spiritual 

practices, sadness, and stress (Herdman & Kamitsuru, 2014, p. 374). Patient needs for spiritual 

care can be expressed through situational verbal and non-verbal cues. 

Behavioral verbal and non-verbal cues. Cues of a spiritual need may be behavioral 

verbal or non-verbal (Battey, 2012; Burkhart & Hogan, 2008). Deal and Grassley (2012) in a 

qualitative phenomenological study of perceptions of spiritual care with nurses (n = 10) from 

both acute and chronic hemodialysis units found patient cues can include behaviors that include 

expressions of angry emotions related to the loss associated with their disease. Paying attention 

to patient’s non-verbal communication includes awareness of their body language and mood 

(McSherry & Ross, 2012; Shelly, 2000). Taylor et al. (2014) in their phenomenological study 

with Christian nurses (n = 14) discovered the need to establish a connection with the patient 

was necessary before providing spiritual care, as well as ongoing observation (Taylor et al., 

2014). More specifically, statements such as the need to “tread softly…listen and pick up 

cues,” and watching for non-verbal behaviors such as “body language and facial expressions” 

are seen as essential for spiritual care (Taylor et al., 2014, p. 2618). Spiritual care cues may be 

expressed through verbal and non-verbal emotional and physical behavioral cues.  

Physical environmental/meaningful object/social support/family/religious cues. Cues 

for a spiritual need in the physical environment include observing for any personal belongings 
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such as photos, religious items, sacred texts, or prayer books (Como, 2007; Giske & Cone, 

2012; McSherry & Ross, 2012; Monareng, 2012; Shelly, 2000). Physical environmental 

assessment also includes observation of any relationships, witness of external forms of prayer, 

or how the patient spends their time (e.g., watching television) (Shelly, 2000). In 

communication with the patient, it is important to initially be listening for “…spiritual themes 

such as meaning, hope, connection, religious rituals, beliefs, and values” (Puchalski, 2012, p. 

203). Spiritual needs can be observed through cues in the environment such as through people, 

what is said or not said, or through objects that may hold deeper meaning for the patient. 

Observing the patient’s environment for cues promotes spiritual care.  

Environmental cultural/higher power/faith rituals cues. Patient cues for spiritual care 

can be cultural, which for some include religion and spirituality. TJC has developed a road 

map, Advancing Effective Communication, Cultural Competence, and Patient-and-Family 

Centered Care, to assist healthcare workers with the assessment and identification of patient 

and family’s “cultural, religious, or spiritual beliefs and practices that influence care” (The 

Joint Commission [TJC], April 3, 2014, p. 15). This roadmap includes helpful tips focused on 

patient-centered care such as assessing the hospital environment for items that may conflict 

with the patient’s traditions and removing them per patient desires; respecting privacy and 

gender care concern; and assessing for use of integrative health and healing (IHH) and/or one’s 

spiritual practices (TJC, April 3, 2014).  

Veteran culture. Cultures can also include unique groups such as veterans. Hobbs 

(2008), a veteran and Advanced Practice Nurse (APN), described the veteran culture formed 

from the shared lived experience of war, which frequently includes trauma. The veteran culture 
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has its own language, emblems and places they gather (Hobbs, 2008). Hobbs (2008) 

emphasized that cultural competency in nursing must also include the veteran culture, which 

goes beyond just one’s ethnic background. The veteran culture affects nursing practice. In fact, 

the American Association of Colleges of Nursing (AACN) has partnered with the Department 

of Veteran’s Affairs, national nursing professional organizations, and nursing schools in 

creating an initiative called “Joining Forces” to help better serve and care for our veterans 

(American Association of Colleges of Nurses [AACN], 2017b). One initiative included the 

creation of a tool kit with valuable resources entitled “Joining Forces: Enhancing Veterans’ 

Care Tool Kit–General Resources” (American Association of Colleges of Nursing [AACN], 

2017a).   

This education provided by the AACN supports the fact that the veterans have unique 

needs. This tool kit includes a link on the AACN website to resources developed by VALU, 

VA Learning University (Sept, 2011). This includes an online course titled, “Military Culture: 

Awareness Training,” which provides an overview explaining the various wars, military 

branches, customs, and conflicts (American Association of Colleges of Nurses [AACN], 

2017b). In addition, this training emphasizes that war experiences are extreme and can impact 

those involved in different ways (AACN, 2017b). Service in the military affects one’s health 

(Johnson et al., 2013). Nurses need to be aware of the veteran culture, both present and past 

experiences, and connections that can influence one’s spirituality and need for spiritual care.  

Decision to Engage/Not Engage in Spiritual Encounter 

Nurses’ “decision to engage” in spiritual care includes a shared connection (Burkhart & 

Hogan, 2008, p. 932). Nurses’ decision to “not engage in [the] spiritual encounter” includes 
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educational and organizational barriers (Burkhart & Hogan, 2008, p. 932). Barriers to providing 

spiritual care in nursing practice include barriers in nursing education, nursing practice, and 

personal barriers.  

Barriers in nursing education. Although spiritual care is a professional requirement 

and spiritual care should be included in nursing education programs, research suggests that 

practicing nurses do not know how to provide spiritual care. Spiritual care education as 

required by the AACN (2008) is an essential component of an evidence-based practice (EBP), 

high quality baccalaureate nursing education, yet there is a lack of spiritual care education in 

nursing curricula (Burkhart & Hogan, 2008; Kalish, 2012; Lundmark, 2006; Mitchell et al., 

2006; Timmins et al., 2015; van Leeuwen et al., 2008). There is also a lack of spiritual care 

nursing role models in practice for nursing students to learn from (Baldacchino, 2008; Barss, 

2012; Giske & Cone, 2012; Lovanio & Wallace, 2007). The rise in technology in education and 

focus on physical care has also overshadowed holistic care education (Cooper, Chang, 

Sheehan, & Johnson, 2013). The lack of education in spiritual care is a barrier in providing 

spiritual care.  

Spiritual care content in nursing textbooks. Nursing textbooks are one method nurses 

learn how to provide spiritual care. A literature review revealed three nursing textbook analyses 

of spirituality content. McEwen’s (2004) review discovered the foundational nursing textbook 

spirituality content complete, yet only occasional spiritual care content in the majority of other 

nursing textbooks. Pesut’s (2008) review of (n = 10) fundamental nursing textbooks used by 

first year nursing students discovered “fairly well” developed content on religion, spirituality, 

and implementing spiritual care (p. 169). However, Pesut (2008) noted some textbooks may not 
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be as complete in content as others, and, suggests educators provide additional resources. The 

nursing textbook review of Timmins et al. (2015) conducted in the United Kingdom (UK) 

found among the books reviewed (n = 130) only 20 books that included a chapter on 

spirituality, and 43 of the books had no spirituality content (p. 280). In order to carry out the 

mandate to care for patients holistically, the content of spiritual care in fundamental nursing 

textbooks needs to be woven through all patient care scenarios rather than treat it as a separate 

entity in a separate chapter (Timmins et al., 2015). If the textbook does not provide a clear 

teaching strategy, that confusion can translate to the classroom and patient care settings.  

Lack of conceptual clarity in textbooks. Pesut (2008) also identified several conceptual 

definition concerns surrounding spirituality in the fundamental nursing textbooks reviewed. To 

begin with, most of the textbooks separate the concepts of religion and spirituality and do not 

mention humans as being holistic (Pesut, 2008). Timmins et al. (2015) also discovered the lack 

of nursing textbooks distinguishing the difference between religion and spirituality in the UK. 

Other conceptual concerns noted the concept of “suffering” is missing in fundamental nursing 

textbooks and instead is labeled as “spiritual distress” (Pesut, 2008, p. 170). This conceptual 

confusion eliminates the possibility that one may suffer while hospitalized and still have 

spiritual well-being (Pesut, 2008). Lastly, Pesut noted the way in which spirituality is 

conceptualized in the nursing fundamental textbooks assumes one’s intellectual ability is 

needed for meaning and purpose, which marginalizes those without intellectual ability (2008). 

Lack of spirituality conceptual clarity in nursing textbooks can impact spiritual care in nursing 

practice. 
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In addition, despite the nursing literature’s claim for the importance of the nurse’s self-

examination of the concepts of “spirituality and religion” to better understand how their 

viewpoint might affect their encounters with those they care for, there was a gap in nursing 

fundamental textbooks to guide the reader in this process (Pesut, 2008, p. 169). Other problems 

related to spiritual care assessment in nursing education include lack of uniformity and training 

with assessment tools (Timmins et al., 2015). Nurse educators frequently feel unsure how to 

teach spiritual care content, which leads to problems in planning teaching spiritual care 

education due to lack of clarity (Lundmark, 2006; Timmins et al., 2015). Inadequate education 

leaves the nurse feeling ill prepared to provide spiritual care (Lundmark, 2006; Mitchell et al., 

2006; Timmins et al., 2015). Without more explicit assumptions, conceptual definitions, and 

explanation of the dimensions and process associated with one’s spirituality in healthcare in 

nursing textbooks, nurses can have a misperception of spiritual care in nursing practice, which 

impacts patient care.  

Barriers in nursing practice. There are barriers in nursing practice, in addition to 

nursing education. There are barriers in providing spiritual care, and barriers in patients 

receiving spiritual care.  

 Barriers in providing spiritual care. Several research studies have identified barriers 

for nurses in providing spiritual care. Barriers include: time constraints (Burkhart & Hogan, 

2008; Gallison et al., 2013; Monareng, 2013; Rushton, 2014); lack of education (Monareng, 

2013; Rushton, 2014); and unclear definition of spirituality (Rushton, 2014). There is also 

confusion specifically in conducting spiritual assessments and diagnosing spiritual issues. 

Problems with concept clarity can inhibit the nurse from choosing the correct nursing diagnosis 
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(Hoffert et al., 2007). Research also indicates that nurses perceive spirituality as a personal 

matter and have trouble differentiating between preaching and tending to one’s spiritual needs 

(Gallison et al., 2013). Nurses also have difficulty fulfilling a patient’s spiritual requests if the 

patient’s tradition differs from the nurse (Gallison et al., 2013). Nurses often are unsure of their 

role in providing spiritual care (Gallison et al., 2013; Rushton, 2014) and refer patients to 

chaplains instead of being the provider of the spiritual care (Cooper et al., 2013; van Leeuwen 

et al., 2008). The problem with relying on chaplain services to provide spiritual care is that 

some institutions have reduced or even eliminated chaplain services due to financial issues 

(Battey, 2012). Since nurses are with patients around the clock, and a chaplain may not be 

available to provide spiritual care, administration must be supportive of the nurse’s role in 

meeting patient spiritual care needs (Battey, 2012). Nurses are unsure how to provide spiritual 

care and the organization affects the ability to provide spiritual care.  

Personal nurse barriers. The literature has also identified personal barriers in avoiding 

spiritual encounters. Personal barriers can include the nurse’s own exhaustion or compassion 

fatigue (Burkhart & Hogan, 2008; Deal & Grassley, 2012). Compassion fatigue is defined as “a 

state where the compassionate energy that is expended by nurses has surpassed their restorative 

processes, with recovery power being lost” (Coetzee & Klopper, 2010, p. 237). This supports 

the need for nurse’s self-care. 

Spiritual Care Intervention 

 The literature describes forms of spiritual care interventions. These include a nurse’s 

way of being and intentional activities that promote a patient’s spiritual connectedness. These 
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specific interventions will be discussed below, in addition to specific interventions related to 

the veteran population.  

Nurse’s way of being. The caring presence of the nurse brings healing into the 

environment (Watson, 2008; Wagner, 2010). Deal & Grassley’s (2012) phenomenology study 

described earlier with nurses who care for kidney dialysis patients discovered 5 themes (n = 

10). One of the themes was “Drawing Close,” which discovered tight bonds formed between 

the patient and nurse, with a subtheme: “Spiritual care is a way of being” (Deal & Grassley, 

2012, p. 474). To practice holistically, the nurse needs to know how to respond therapeutically 

to the spiritual realm while also being able to attend to the needs of one’s body and mind.  

Nurse as channel, demonstrates caring presence and listening. Nurse as channel 

means actively connecting with the patient to create a caring, healing presence to facilitate 

spiritual well-being. This is the nurse’s intention, but it is unclear whether the patient is 

receiving this information. Monareng (2012) and Como (2007) found caring presence to be a 

main attribute of spiritual care. Lane refers to this as being hospitable (1987). This environment 

created by the nurse includes “…love, hope, and compassionate caring” (Burkhart & Hogan, 

2008, p. 931). Spiritual care interventions can include creating comfortable environments; 

creating a “holy atmosphere” (Deal & Grassley, 2012, p. 474); and quiet environments 

(Baldacchino, 2006). In a qualitative study with emergency room nurses (n = 10), one 

participant described caring presence and listening by creating a comfortable environment for a 

patient who suffered an abdominal aneurysm, who was not cleared for the operation, and who 

was asking if he was going to die, by moving him to a peaceful spot, dimming the lights, and 

sitting with him (McBrien, 2010). The Taylor et al. (2014) phenomenological study with nurses 
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found Christian nurses describing this companionship of providing spiritual care as a response 

to God, and to spread his love using abstract terms such as “connector,” “witness,” 

“instrument,” and “channel” to describe their caring presence (p. 2616).  

This caring presence can include silence (Como, 2007; Giske & Cone, 2012); sitting 

with the patient (Deal & Grassley, 2012; Giske & Cone, 2012; Wright, 2008); touch (Belcher & 

Griffiths, 2005; Giske & Cone, 2012; Nardi & Rooda, 2011); holding hands (Deal & Grassley, 

2012; Giske & Cone, 2012); and eye contact (Deal & Grassley, 2012; Giske & Cone, 2012). 

Spiritual care interventions include therapeutic communication such as listening and reflection 

(Belcher & Griffiths, 2005; Como; 2007; Giske & Cone, 2012; Wallace et al., 2008; Wright, 

2008). Nurse as spiritual companion can include spiritual interventions such as pausing, sitting 

in chair, making eye contact, listening to patient, and/or providing a comforting touch.  

Promoting connections with self/reflection/meaning and purpose. Spiritual care 

promotes meaningful connections to intentionally search for meaning in situation (Burkhart & 

Hogan, 2008). This includes acknowledgement (Wright, 2008), listening to stories (Belcher & 

Griffiths, 2005; Como, 2007; Giske & Cone 2012), and probing/exploring one’s meaning and 

purpose in life (Belcher & Griffiths, 2005; Deal & Grassley, 2012; Monareng, 2012; Puchalski, 

2012; Wallace et al., 2008; Wright, 2008) about one’s fear and concern (Baldacchino, 2006; 

Wallace et al., 2008); and inquiring about one’s coping methods during stressful times or with 

sickness (Puchalski, 2012). Therapeutic communication is necessary in providing spiritual care. 

Watson (2008) discusses this activity as using silence to give the patient time before expressing 

their thoughts. Spiritual care interventions that promote connections with oneself require the 

nurse to give complete attention to the patient’s sharing of what is meaningful to them, while 



51 
 

 

responding therapeutically and without judgment. This spiritual care intervention includes 

demonstrating a caring presence and listening, exploring patient’s concerns, stating a 

supportive statement, and/or what is important to them without interfering with the process. 

Connecting to meaningful experiences. Meaning is derived from life experiences, 

which occur in the past, present or future. Reflecting on past experiences can give meaning. 

Particularly for veterans, veteran spiritual interventions include time to reflect on war 

experiences and connecting to sources of love and support (Chang et al., 2012). This can 

include connecting the veteran to past wartime experience and present civilian experiences 

through the reflective process. Hobbs, a veteran and APN, highlights that the veteran culture 

has a unique communication style all their own, with emblems and places to socialize (2008). 

Initiatives have been taken to thank the veterans for their service. Robert A. McDonald, 

Secretary, Department of Veterans Affairs stated, “Our nation’s Vietnam War commemoration 

is a long-overdue opportunity for all Americans to recognize, and thank our Vietnam Veterans 

and their families for their service during one of America’s longest wars” (Petersen, 2016, para. 

3). There is a structured program entitled We Honor Veterans in collaboration with the National 

Hospice Palliative Care Organization that highlights the importance of thanking a veteran for 

their service, especially at the end-of-life, which also provides a list of best practices when 

holding an event for a veteran (National Hospice and Palliative Care Organization, n.d.). 

Gratitude is a spiritual practice (Como, 2007). It is also important to plan for future meaningful 

experiences (Burkhart & Hogan, 2008; Wallace et al., 2008). This discussion includes listening 

to what the patient hopes for, which may include future plans or trips that are meaningful. 
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Connecting to nature/music/arts. Spiritual care interventions can include connecting to 

nature and the arts (Belcher & Griffiths, 2005; Burkhart & Hogan, 2008; Como, 2007). 

Connecting to nature can include going outdoors or bringing the scenery indoors. One method 

of bringing nature indoors to patient rooms is through the C.A.R.E.R channel that combines 

nature scenes with music that can be viewed 24/7 through mediums such as televisions 

throughout any healthcare setting (Healing Healthcare Systems, 2016). The C.A.R.E.R channel 

is currently used in over 800 healthcare centers and is associated with decreasing stress, 

anxiety, and improving patient satisfaction rates (Healing Healthcare Systems, 2016). The VA 

(Veteran’s Affairs) hospital used for this study site offers the C.A.R.E.R channel. Patients may 

also bring in their own music. Spiritual care can include inquiry into patient’s music 

preferences, and/or connecting them to their music devices such as to headset/earplugs. Music 

and nature have benefits for patients in healthcare settings.  

In a qualitative grounded theory study with cancer patients (N = 52) on music’s role pre- 

and post-cancer diagnosis, participants found music as supporting one’s spirituality and 

beneficial to stress reduction associated with the medical treatment (Ahmadi, 2013). Some 

participants discussed positive spiritual benefits such as promoting peace and reflecting one’s 

religiosity (Ahmadi, 2013). A qualitative, explorative study conducted by Monareng (2013) in 

South Africa with nurses, (n = 4 individual and n = 28 in focus groups) explored how the nurse 

describes and provides spiritual care. A common spiritual care intervention provided by nurses 

was “singing spiritual songs” as a means to provide comfort (Monareng, 2013, p. 4). Music, 

song, and art remain in the literature as spiritual practices (Como, 2007). Research supports 



53 
 

 

music as a coping strategy during illness, and some nurses consider singing to their patients’ 

spiritual care. 

Connecting to the arts. Spiritual care interventions can include connecting one to the 

arts (Belcher & Griffiths, 2005; Burkhart & Hogan, 2008; Como, 2007; Deal & Grassley, 2012; 

Mitchell et al., 2006), and/or reciting mantras, dance, and yoga (Quinn, 2014). Hurdle and 

Quinlan (2014) in a qualitative study with professional artists (n = 12) who performed in a 

hospital’s healing arts program discovered the arts provided “respite” for patients, families, and 

staff (p. 80). The healing arts program also changed the hospital environment to be more 

inspiring and promoted connections (Hurdle & Quinlan, 2014). It was found that the nurse was 

key to facilitating the healing artist’s encounter, or connection, to the patient (Hurdle & 

Quinlan, 2014). Hurdle and Quinlan (2014) align Watson’s transpersonal caring theory to the 

healing arts as impacting both the nurse and patient. The nurse facilitates, makes the connection 

to the healing arts for the patient, yet the nurse also benefits from the healing art’s effect in 

reducing work stressors or emotional pain (Hurdle & Quinlan, 2014). The healing arts in 

healthcare have a positive impact on patients, visitors, and staff. 

Connecting to sources of support. Spiritual care interventions include connections to 

resources that promote hope (Baldacchino, 2006; Burkhart & Hogan, 2008; Deal & Grassley, 

2012; Wallace et al., 2008; Wright, 2008), and provide support (Monareng, 2012; Wallace et 

al., 2008). TJC acknowledges the importance of connecting patients to sources of support as 

they encourage patients at end-of-life to identify a support person who would provide comfort, 

and also to inform staff of the person designated to make decisions for them (The Joint 

Commission [TJC], April 3, 2014). This can include support groups, prayer groups, a spiritual 
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leader, and also referrals for ethical concerns (Quinn, 2014). Dunn, Handley, and Dunkin 

(2009) in a descriptive, correlational study on spiritual perspectives and spiritual well-being 

with RNs (n = 33) from a mother/baby hospital unit found spiritual care interventions included 

phoning support persons such as their families and pastors. Connecting patients to sources of 

support is spiritual care. 

Connecting to pets. Spiritual care interventions can also include connecting patients to 

animals (Smyth & Allen, 2011; Quinn, 2014). Havey, F. R. Vlasses, P. H. Vlasses, Ludwig-

Beymer, and Hackbarth (2014) in a retrospective study with post-op joint replacement patients 

(n = 46, both groups) found Animal-Assisted Therapy (AAT) decreased the use of pain 

medication in patients receiving AAT as compared to patients not receiving AAT (p = 0.007). 

AAT is a volunteer program that brings trained animals approved to serve as a companion to 

promote well-being (Havey et al., 2014). Sources of support are personal and can include 

family, friends, support person, groups, and pets.  

Connecting with higher power/faith rituals. Spiritual care interventions include 

connecting patients to faith traditions (Belcher & Griffiths, 2005; Burkhart & Hogan, 2008; 

Deal & Grassley, 2012; Wallace et al., 2008) and to religious texts (Como, 2007; Deal & 

Grassley, 2012; Monareng, 2012, 2013; O’Brien, 2011; Shelly, 2000), as well as honoring time 

and space for prayer (Belcher & Griffiths, 2005; Como, 2007; Deal & Grassley, 2012; TJC 

April 3, 2014; Mitchell et al., 2006), and use of rosary (Mitchell et al., 2006). Rituals are also 

important including use of special clothing at time of death (TJC, April 3, 2014), and habits of 

praying, meditating, or yoga (Como, 2007; Puchalski, 2012). Experts in spiritual care 

(interdisciplinary team) such as chaplains or pastoral care can facilitate connection to a Higher 
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Power (Baldacchino, 2006, 2010; Deal & Grassley, 2012; TJC, April 3, 2014; Puchalski, 2012). 

TJC suggests consulting with a chaplain for spiritual assessments and inquiry into helpful 

modalities to help with relaxation and dealing with health situations (TJC, April 3, 2014). Dunn 

et al. (2009) discovered spiritual care from nurses on the mother/baby hospital unit included 

reading scripture, praying, baptizing babies, and connecting to a chaplain. Connecting one to 

their Higher Power/faith rituals is individual and may or may not include religion. 

Positive or Negative Immediate Emotional Response  

There are positive and negative consequences related to the phenomenon of providing 

spiritual care. Providing spiritual care is an intimate relationship where both the patient and 

nurse are impacted (Burkhart & Hogan, 2008; Deal & Grassley, 2012). The following sections 

describe both positive and negative consequences to providing spiritual care in nursing practice 

for both patients and nurses.  

Positive consequences of providing spiritual care for nurses. Ramezami et al. (2014) 

found in a concept analysis on spiritual care using over articles (n = 150) and books (n = 7), 

positive consequences of providing spiritual care for nurses included greater spiritual 

consciousness and work satisfaction. Consequences for patients included “healing, greater 

spiritual well-being, psychological adaptation, and patient satisfaction” (Ramezami et al., 2014, 

p. 216). In a grounded theory study with nurses, providing spiritual care was found to be a 

rewarding part of being a nurse (Burkhart & Hogan, 2008). According to Puchalski (2012), 

“Spirituality is what can lead to restoration of health for the patient and restoration of 

professional call for the clinician” (p. 197). There are benefits to providing spiritual care for 

patients and nurses. 
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Negative consequences in providing spiritual care for nurses. Research has shown 

that providing spiritual care can lead to emotional exhaustion. Research has demonstrated 

emotional drain in nurses caring for dialysis patients who are angry and have spiritual distress 

(Deal & Grassley, 2012). Due to the taxing nature of tending to patients’ spiritual distress, 

caring for these individuals can lead to nurse spiritual distress, compassion fatigue, and burnout 

(Deal & Grassley, 2012). With the nature of close human connection in nursing, nurses are at 

risk for compassion fatigue and burnout in any area of nursing (Hooper, Craig, Janvrin, Wetsel, 

& Reimels, 2010; Neville & Cole, 2013). Deal and Grassley’s (2012) research with nephrology 

nurses who identified risk for burn-out emphasized nurse self-care as essential to reduce burn-

out. Some of their recommendations included “critical incident stress debriefing, grief support, 

prayer, personal reflection, and meditation” (Deal & Grassley, 2012, p. 479). Providing 

spiritual care has both positive and negative outcomes for both the patient and nurse. Reflection 

is essential. 

 Nurse spiritual growth and compassion satisfaction. Neville and Cole (2013) 

performed a nonexperimental, descriptive, correlational study with nurses from a community 

hospital (n = 214). Two tools were used: The Professional Quality of Life Scale (ProQOL-R-V) 

has three subscales—Compassion Fatigue (CF) ( = .77); Burnout (BO) ( = .71); and 

compassion satisfaction (CS) ( = .91) (Stamm, 2010)—and the Health-Promoting Lifestyle 

Profile II ( = .94) (unpublished) (Walker & Hill-Polerecky as cited in Neville & Cole, 2013). 

Findings showed a strong correlation between the nurses’ personal growth in spirituality and 

compassion satisfaction (r = 0.53, p < .001), and inversely related to burnout (r = -0.50, p < 

.001) (Neville & Cole, 2013). This research supports the importance of the need for nurses to 
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also facilitate their own spirituality as a way to promote health, strengthen job satisfaction, and 

decrease burnout and compassion fatigue (Neville & Cole, 2013). It is also important for nurses 

to tend to their own spirituality.  

Search for Meaning in Encounter to Promote Spiritual Well-Being 

Reflective practice is a method used to process one’s emotions after providing spiritual 

care to promote nurses’ spiritual well-being (Burkhart & Hogan, 2008). A study with pre-

licensure and graduate students has shown a correlation between emotional intelligence and 

spiritual well-being, supporting reflective practice in nursing education (Beauvais, Stewart, & 

DeNisco, 2014). Beauvais et al. (2014) performed a descriptive correlational design measuring 

the relationship between emotional intelligence and spiritual well-being using a secure website 

for data collection with nursing students (pre-licensure and graduate) (n = 124). The researchers 

found a relationship between Emotional Intelligence (EI) and Spiritual Well-Being (SWB) 

(Beauvais et al., 2014). More specifically, for pre-licensure and graduate nursing students there 

was a significant correlation between “managing emotions” and existential well-being (r  = 

.308, p < .001), and overall SWB (r = .191, p = .034) (Beauvais et al., 2014, p. 169). The 

authors concluded that providing spiritual care in nursing has a progressive impact on the 

nurse, which affects their emotional and spiritual energy levels, suggesting that these spiritual 

encounters affect the nurses’ overall SWB (Beauvais et al., 2014). The authors conclude that 

spiritual care education in nursing should include processing of emotions to teach spiritual care 

and enhance spiritual well-being (Beauvais et al., 2014). The authors also point out that 

reflective practice is often included in spiritual care education programs (Beauvais et al., 2014). 

Improving RN ability to provide spiritual care while attending to their own spiritual well-being 
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through reflective practice, promotes providing patients the spiritual care they need (Burkhart 

& Hogan, 2008).  

Spiritual Care Education 

Another body of spiritual care literature relates to nursing education. These research 

studies develop spiritual care programs and measure the effectiveness of those programs. The 

majority are stand-alone courses that consist of 6–10-week immersions or a semester class. 

Thirteen spiritual care education programs used various methods, which included retreats, face-

to-face courses, online courses, in-service, self-study, simulation, and an experiential study in 

Lourdes, France. These programs were all different time frames ranging anywhere from 45 

minutes, to 90 minutes, two hours, three hours, twelve hours, twenty-seven hours, twenty-nine 

hours, and a six-day mission trip. Recurring content in the programs included the following: 

religion/ spirituality definitions (7); reflection (10); spiritual self-assessment (6); patient 

spiritual assessment (6); use of different types of spiritual assessment forms (4); NANDA-I 

diagnosis (spiritual well-being and spiritual distress) (4); Scripture/Judeo-Christian (3); and 

care-mapping (1). Some of these spiritual care pedagogies were threaded through the course 

and clinical curricula. Of the 13 programs, 11 of the programs were evaluated with 

psychometrically supported instruments and demonstrated significant findings. Other programs 

evaluated student success based on specific course assignments meeting program objectives. 

Some of the educational programs were funded by a grant. The following describes each 

program and method of evaluation for pre-licensure and practicing nurses.  

Pre-licensure Spiritual Care Educational Programs  

Pre-licensure programs reviewed in the study included retreats, courses, course work 
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within another course, simulation, self-study, and mission trips, which will be described.  

Retreat and online pedagogy clinical course. This spiritual care educational program 

consisted of a retreat pedagogy along with an online clinical component. Burkhart and Hogan’s 

(2008) SCiNP theory was used to create the “Spiritual Care Educational and Reflective 

Program” (SCERP) (p. 317). SCERP is a six-week program that was created by both nursing 

and pastoral care faculty and included one full day retreat with experiential, group discussion, 

and reflection using the Ignatian Examen method (Burkhart & Schmidt, 2012, p. 316). A 

private university portal site was created for online weekly reflection of a spiritual care 

encounter with feedback from faculty and fellow classmates. The educational program 

concluded with a half-day retreat (Burkhart & Schmidt, 2012). In a pre-post randomized 

control trial (RCT) measuring the effectiveness of the program with senior nursing students  

(n = 59) run concurrently with the capstone clinical experience found the program statistically 

significantly increased student nurses’ perception of providing spiritual care and use of 

reflective practices using the Spiritual Care Inventory (SCI) (p < .01) and Spiritual Care in 

Practice (SCIP) tools (p < .05) (see Table 1) (Burkhart & Schmidt, 2012). Previous research 

using factor analysis supported the subscales of the tools as described earlier in this chapter 

(Burkhart et al., 2011).  

Spiritual care education program and clinical component. A pilot program, entitled 

“Spirituality in Nursing,” included a half-day class was led by Sr. O’Brien and a chaplain for 

support, plus weekly spiritual care content for ten weeks during clinical (Lovanio & Wallace, 

2007, p. 44). The program incorporated Callister, Bond, Matsumura, and Mangum’s (2004) 

spiritual care model that threads the AACN’s Essentials of Baccalaureate Education for 
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Professional Nursing into education (Lovanio & Wallace, 2007). Each student was assigned a 

specific resident in a long-term care facility with specific spiritual care interventions to use, 

which included connection to self, nature, arts, and higher power through reflection, walking 

outside, music, and faith traditions/praying (Lovanio & Wallace, 2007). This program used a 

video in place of the live course for two of the students. Journaling was used for reflection and 

as a form of evaluation. Students were assigned readings and care planning assignments using 

NANDA-I. A pre-post test design with nursing students (n = 10) revealed a significant increase 

(p = .018) in spiritual care knowledge using the Spirituality and Spiritual Care Rating Scale 

(SSCRS) (see Table 1) (Lovanio & Wallace, 2007).  

Spiritual care education seminar and clinical component. Hoffert et al. (2007) 

developed a 90-minute seminar, “Spirituality in Nursing,” guided by Watson’s caring theory to 

teach student nurses how to overcome the top four barriers to assessing one’s spirituality (p. 

67). These barriers identified the following: role ambiguity; uncertainty of own spiritual 

beliefs; lack of “religion” and “spirituality” concept clarity; and uncomfortable assessing 

spirituality using current methods (Hoffert et al., 2007, p. 66). The intervention was held with 

junior nursing students during the first four-week clinical gerontology rotation (N = 54). This 

intervention included the 90-minute seminar, an initial self-spiritual assessment, and measuring 

perceived comfort and ability in performing a spiritual assessment, with supported 

psychometrics (Hoffert et al., 2007). The student nurses performed a spiritual assessment on a 

patient during the four-week clinical rotation using the Client Spiritual Assessment Tool 

(CSAT) also developed for this study (Hoffert et al., 2007). The pre-post design measuring the 

student nurses’ (n = 38) comfort with conducting a spiritual assessment showed a statistically 
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significant improvement in the student nurses’ “knowledge” and “comfort” (p < .001) (Hoffert 

et al., 2007, p. 70).  

Spiritual care content integrated into junior and senior year curriculum. A 

spiritual care education program integrated into junior and senior year’s curriculum was 

designed after six faculty members attended a weekend, off-site education program at Harvard, 

entitled “Spirituality in Healthcare” (Wallace et al., 2008, p. 4). The revisions to the curriculum 

included spirituality objectives to every course with junior year focused on spiritual concept 

definitions, assessment, evaluation and scholarly reading (Wallace et al., 2008). Senior year 

curriculum focused on a weekly two credit hour theory class, “Professional Nursing: 

Leadership & Management,” and one credit hour clinical (Wallace et al., 2008, p. 4). Spiritual 

content included the nursing process, nurse-patient relationship, and learning how to provide 

spiritual care even when busy (Wallace et al., 2008).  

The program was evaluated using a pre-post test design with junior (N = 33) and senior 

(N = 34) nursing students measuring the effect of the curriculum on “nursing student’s 

knowledge about spirituality and spiritual care” using the Spirituality and Spiritual Care Rating 

Scale, (SSCRS) (Wallace et al., 2008, p. 6) (see Table 1). The pre-post test scores demonstrated 

a statistically significant increase in “spirituality knowledge and attitudes” only for the senior 

students (p = .004) (Wallace et al., 2008, abstract). This study demonstrated the importance of 

faculty preparation to enhance spiritual care education. 

Staggered start control and intervention competency course. Van Leeuwen et al. 

(2008) created a spiritual care course using a quasi-experimental (staggered starts/three time 

points) crossover design (pre-post test) with a sample of (N = 97) nursing students from two 
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Christian schools in the Netherlands (intervention group n = 49; control group n = 48) (p. 

2776). The variables measured were the effect of the course on student nurse perceived 

spiritual care competencies using the Spiritual Care Competence Scale (SCCS), plus an 

additional questionnaire about the participant’s own spirituality, religiosity, life reflection, and 

perspective of holistic nursing care. The intervention group participated in the 6-week spiritual 

care course that included concepts, interviewed a chaplain, communication skills, assessment, 

and reflection, and had clinical while the control group did not participate in this class.  

Both groups took the SCCS pre-intervention. At six weeks both intervention and control 

groups repeated the SCCS and analyzed two vignettes (religion focus and spiritual focus) 

created to determine any difference between the groups competence in assessment of “spiritual 

needs” (van Leeuwen et al., 2008, p. 2776). The intervention group demonstrated a statistically 

significant increase in spiritual care nursing competencies (p < .05) (see Table 1) (van Leeuwen 

et al., 2008, p. 2775). The groups demonstrated no statistically significant difference in the 

spiritual vignette, but there was a statistically significant increase in scores for the religious 

vignette (van Leeuwen et al., 2008, p. 2778). The study was designed with a staggered start for 

the control group, who started the program during the 14th week. This study indicates a spiritual 

care program can improve student’s spiritual care competencies.  

Mission trip. Baldacchino’s (2010) descriptive exploratory study evaluated the effect 

of a six-day Lourdes mission trip with student nurses (n = 7), which included a 10-hour theory 

class, “Spirituality for Health Carers” and a voluntary clinical placement (p. 358). Lourdes is a 

religious site located in France, and is known as the apparition site of the Blessed Mary where 

many tourists visit yearly (Baldacchino, 2010). Thirty-one students participated in the course. 
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The students are given a choice to go to Lourdes where they help care for the ill, or participate 

in a five-hour voluntary clinical placement. The Lourdes mission trip consisted of 33 travelers 

who were ill, family members, an Archbishop, a physician, nurses, the students, author, and 

other assistants. The seven students were given an introductory session by a physician and 

nurse who had previous mission experience at Lourdes (Baldacchino, 2010).  

Qualitative data were collected from journal entries written during the mission trip, a 

reflection assignment submitted at the conclusion of the mission trip, and a focus group 

collected one week after the mission trip (n = 7). Qualitative analysis using content analysis 

revealed four themes: “Team building, holistic care, trustful nurse-client relationship and 

strengthening personal spirituality” (Baldacchino, 2010, p. 358). This faith-based pedagogy 

provides an experiential opportunity to provide spiritual care and includes reflective practice. 

Self-study for both pre-licensure and practicing nurses. Taylor, Mamier, Bahjri, 

Anton, and Petersen (2008) evaluated a six-week self-study course in spiritual care, including 

self-reflection, meaning making, and communication strategies from a workbook titled, “What 

Do I Say? Talking with Patients About Spirituality?” with an optional DVD (p. 1134). The 

participants were RNs employed at a faith-based hospital and a non-faith-based hospital, and 

student nurses from a faith-based university and a non-faith-based university. In a pre-post test 

design measuring the effect of the self-study program on “attitude, ability, spiritual experience, 

and knowledge” participants demonstrated a statistically significant increase (p < 0.0001) in 

“attitude, ability, spiritual experience, and knowledge” measured using multiple tools (N = 201) 

(Taylor et al., 2008, p. 1131; 1135). The measurement tools were the following: Daily 

Experience Scale (DSES) ( = 0.92); Spiritual Care Perspective Scale-Revised, (SCPS-R)  
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( = 0.75) (see Table 1); the Response Empathy Scale (RES) scores (modified for this study 

with interrater reliability using two raters 0.86–0.82, and the Communicating for Spiritual Care 

Test (CSCT) (true/false) (Taylor et al., 2008, p. 1134). Findings indicate that self-study 

programs in spiritual care are effective.  

Spiritual Care Undergraduate Education Without Research Component 

Two educational programs were described in the literature as courses without published 

research support. 

Integration into medical/surgical course and care mapping. Mitchell et al. (2006) 

integrated spiritual care education into a medical-surgical course. Content included conducting 

a self-spiritual assessment, performing spiritual assessments on patients, and developing three 

care maps for end-of-life patients based on NANDA-I. Competent spiritual care knowledge 

was evaluated based on completing three care maps for patients in the clinical setting (Mitchell 

et al., 2006). This program introduced a variety of teaching modalities to teach spiritual care. 

Judeo-Christian content, case study, and patient interview. Baldacchino (2008) 

spiritual care education program for fourth-year diploma nursing students in Malta consisted of 

a two-hour course per week for eleven weeks aligned with clinical, closing with a seven-hour 

session with a chaplain in attendance (n = 65) (Baldacchino, 2008). The program included a 

variety of teaching tools such as case studies, small groups, and self-reflection with Judeo-

Christian content, guided by prior nursing education programs including the “ASSET” model 

created by Narayanasamy (1999). The “ASSET” model is a spiritual care nursing education 

program that includes knowing oneself and the nursing process (Narayanasamy, 1999, p. 276) 

The success of Baldacchino’s (2008) program was based on the student passing a clinical case 
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study presentation and patient interview to assess for spiritual distress and ability to cope. The 

patient interview was conducted using Baldacchino’s (2003) “Use and Helpfulness of Spiritual 

Coping Strategies” (as cited in Baldacchino, 2008, p. 558). Baldacchino (2008) found the group 

too large, labor intensive, and the case studies challenging to grade. This study suggests smaller 

cohorts and/or more faculty participation with implementation of this spiritual care pedagogy. 

Post Licensure Spiritual Care Hospital Education 

Hospital-based two-hour in-service. Two in-services in the literature were given to 

practicing nurses in the hospital setting. Cerra and Fitzpatrick (2008) conducted an exploratory 

pilot pre-post design spiritual care education study with post-licensure nurses with hospital RNs 

from medical/surgical and cardiac departments measuring effect on SWB and spiritual 

perspectives of nurses (N = 41). The two-hour presentation was modeled after Narayanasamy’s 

ASSET (1999) model, which included content related to knowing oneself, spirituality, and 

elements of spiritual care presented in a lecture format with personal examples (Cerra & 

Fitzpatrick, 2008). The authors found a statistically significant increase (p < .0005) in nurses’ 

spiritual perspectives measured using Reed’s Spiritual Perspective Scale (1986, 1987) but not 

in spiritual well-being using the Spiritual Well-Being Scale (SWBS) (see Table 1) (Cerra & 

Fitzpatrick, 2008). Participants who went to a faith-based school had significantly higher 

existential well-being (EWB) pre-post change scores (p < 0.001) (n = 7) (Cerra & Fitzpatrick, 

2008). This two-hour hospital in-service pedagogy supports the ability to effect change in 

practicing nurses’ spiritual perspectives in a short time frame.  

Forty-five-minute hospital-based in-service. Linegang (2014) conducted a quasi-

experimental pilot pre-post design, 45-minute scripture-based spiritual care hospital in-service 
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with pediatric nurses (n = 32). This in-service was given by faculty from a university using Dr. 

Sharon Christman’s “Faith-Hope-Love Model of Spiritual Care for Nurses” in program 

(Christman & Mueller, 2017; Linegang, 2014, p. iii). The Van Leeuwen et al. (2008, 2009) 

Spiritual Care Competence Scale (SCCS) was used to measure effect of educational programs 

on competence with “communication, assessment and implementation of spiritual care, 

personal support, patient counseling, professionalization and improving quality of spiritual 

care, attitudes toward patient’s spirituality, and referral” (see Table 1) (Linegang, 2014, p. 19). 

A significant increase was found for communication (p < 0.01); assessment and 

implementation of spiritual care (p < 0.01); personal support and patient counseling (p < 0.01); 

professionalization and improving quality of spiritual care (p < 0.01) (Linegang, 2014, p. 19-

20). The two variables that showed non-significant pre-post change scores were: attitudes 

toward patient’s spirituality and referral (Linegang, 2014, p. 19). This 45-minute hospital in-

service pedagogy supports the ability to effect change in some spiritual competencies of 

practicing pediatric nurses as measured by the SCCS in a short time frame.  

Simulation 

This section will provide an overview of simulation as an evidence-based pedagogy, a 

discussion of the International Nursing Association for Clinical Simulation and Learning 

(INACSL) best practices, SP guidelines, and the Plus-Delta debriefing to support this research 

study. In addition, two spiritual care research studies using an SP and one simulation 

specifically designed to teach nursing students unique care needs of veterans will be presented. 

Clinical Simulation as an Evidence-Based Pedagogy 

Simulation is an evidence-based pedagogy used in nursing education that creates an 
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interactive, safe environment that reflects real patient scenarios and uses all three domains of 

learning (Meakim et al., 2013). The three domains include “cognitive (knowledge), affective 

(attitude), and psychomotor (skills)” (INACSL Standards Committee, 2016b, p. S26). Cant and 

Cooper (2010) in a systematic review of quantitative simulation education using medium to 

high-fidelity manikins in nursing found simulation to be a “valid teaching/learning” method in 

all studies reviewed when following best practices (N = 12) (p. 3). Hayden, Smiley, Alexander, 

Kardong-Edgren, and Jeffries’ (2014) landmark National Council of State Boards of Nursing 

(NCSBN) research study used a randomized control longitudinal multi-site design to examine 

whether clinical simulation could be a substitute for clinical instruction in pre-licensure nursing 

programs (p. S6). The sample was obtained from ten pre-licensure nursing schools (five 

associate degree (AD) and five baccalaureate degree (BSN) with randomization into one of 

three groups (Hayden et al., 2014, p. S6). The control group had the usual clinical experience, 

and was allotted up to 10% for simulation, the second group had one-quarter of clinical time 

substituted by simulation, and the third group had half of their clinical time substituted by 

simulation (Hayden et al., 2014, p. S3).  

Hayden et al. (2014) in a sample of first year nursing students (n = 666) found there was 

no statistically significant difference in “clinical competency as assessed by clinical preceptors 

and instructors” (p = .688); “comprehensive nursing knowledge assessments” (p = .478); or 

“NCLEXR pass rates” (p = .737) when using simulation for “up to half of traditional clinical 

hours” (p. S3). This study supports simulation as an effective pedagogy. Following the NCSBN 

study, simulation guidelines were written for pre-licensure schools of nursing, including the 

INACSL best practices (Alexander et al., 2015; INACSL Standards Committee, 2016c, p. S3). 
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INACSL Best Practice Standards 

INACSL is a professional simulation nursing organization whose mission is to improve 

nursing practice and patient safety using evidence-based standards for simulation (International 

Nursing Association for Clinical Simulation and Learning [INACSL], 2015b). The first 

INACSL standards were published in 2011 based on a review of the literature, best practices, 

and responses from those with INACSL membership and simulation experts. Today, INACSL 

established a Standards Committee consisting of experts chosen based on criteria (International 

Nursing Association for Clinical Simulation Learning [INACSL], 2015a). The revised INACSL 

Standards of Best Practice: SimulationSM includes eight standards: “Simulation design; 

outcomes and objectives; facilitation; debriefing; participant evaluation; professional integrity; 

simulation-enhanced interprofessional education; and simulation glossary” (INACSL Standards 

Committee, 2016d, p. S48). The INACSL standards provide guidance for the entire clinical 

simulation processc and are supported by the evidence. 

Use of a Standardized Patient 

A standardized patient (SP) is defined as: “a person trained to consistently portray a 

patient or other individual in a scripted scenario for the purposes of instruction, practice, or 

evaluation” (by Robinson-Smith, Bradley, and Meakim, 2009, as cited in Meakim et al., 2013, 

p. S9). Standardized patients are recommended over a manikin when education is focused on 

verbal and non-verbal responses (Sideras et al., 2013). Standardized patients help provide 

assessments of human-to-human communication and social skills (Dhingra & Kerns, 2012). 

Standardized patients also allow students to experience and receive immediate face-to-face 

feedback on the patient’s perception of both their verbal and non-verbal behaviors, which can 
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enhance the student’s way of being in the future (Hargraves, 2012). Research conducted by 

Fink, Linnard-Palmer, Ganley, Catolico, and Phillips (2014) has shown SPs are effective in 

teaching spiritual care in simulation. 

Clinical Simulation Standardized Patient and Debriefing 

Debriefing allows for reflective practice of emotions and feedback after the simulation 

(INACSL Standards Committee [INACSL], 2016a). The 2003/2006 NLN/Laerdal study 

recommends debriefing time should equal amount of simulation time (Jeffries & Rizzola, 

2006). There are seven debriefing methods cited in the INACSL standards of best practice 

(INACSL Standards Committee [INACSL], 2016a). The Plus-Delta (+/ ) method is a 

recommended INACSL debriefing method (INACSL Standards Committee [INACSL], 2016a). 

When used in simulation debriefing, the Plus-Delta allows for reflection of the things that went 

well in the simulation (+) column, and anything that might be changed in the (  column. The 

debriefing should include both positive and helpful feedback and refer back to specific 

occurrences (Onori, Pampaloni, & Multak, 2012). 

Simulation Used in Research 

 The focus of this literature review is to summarize the literature using simulation for 

research purposes. The following section will describe and evaluate the process of simulation 

development and report measurement strategies of spiritual care simulations found in the 

literature.  

End-of-Life Spiritual Care Simulation With Standardized Patient 

Fink et al. (2014) performed a quasi-experimental pilot study on end-of-life spiritual 

care with junior nursing students (control & intervention group) using a SP to measure the 
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effects of three 45-minute simulation scenarios, each reflecting a different religion (Catholic, 

Judaism, Islam) (N = 54). There were several steps in conducting this study: development of 

the simulation, training the SP, developing the Spiritual Care at the End-of-Life Questionnaire, 

data collection during the simulation study, and data analysis. The intervention group consisted 

of first semester students who participated in three 45-minute end-of-life simulations using an 

SP and real-life clergy portraying the role of clergy and visitor (n = 30) (Fink et al., 2014). The 

control group, second semester students did not participate in the three-simulation intervention 

(n = 24) (Fink et al., 2014). The following describes the phases of the study.  

Development of simulation. The three end-of-life scenarios were created together by 

nurse educators and members of the specific faith tradition and reviewed by pastoral experts 

(Fink et al., 2014). Use of content experts to design simulation scenarios follows INACSL 

Standards of Best Practice: SimulationSM Standard IX: Simulation Design (Lioce et al., 2015). 

The 45-minute scenario depicted an elderly woman with terminal cancer with an ethical issue 

involving a disagreement between her son who “held the advance directive” and wanted all 

measures taken to continue medical care, whereas her daughter who had a close bond with the 

mother wanted to let the patient die peacefully (Fink et al., 2014, p. 561). The SPs had 

experience with the process, were given a script and taught how to appear as an end-of-life 

patient. Religious experts, dressed in their religious clothing, helped set up the scenarios with 

authentic religious items pertinent to each faith tradition, and played the clergy role visiting 

with the patient and families (Fink et al., 2014). This supports fidelity with true-to-life 

scenarios which is included in the INACSL Standards of Best Practice: SimulationSM Standard 

IX: Simulation Design (Lioce et al., 2015).  
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Development of questionnaire. Team members created the Spiritual Care at the End-

of-Life Questionnaire for this study to evaluate the participants’ “knowledge and confidence in 

providing spiritual care to religious patients at the end-of-life” (Fink et al., 2014, p. 562). Each 

member of the research team developed items to measure knowledge, ultimately selecting 15 

items that encompassed the learning objectives, with content and face validity measured by 

three faith tradition experts (Fink et al., 2014). The content and face validity was an iterative 

process with three occurrences (no formal content validity index process identified), which 

included hand-written responses followed with a review by a doctorally prepared expert 

researcher (Fink et al., 2014). The article did not identify the process each expert used to 

develop his or her items, or how many of the 15 items selected for the questionnaire were 

created from nursing or the pastoral research team member.  

Experimental study. Each group consisted of six to eight students that rotated through 

each faith tradition section (Fink et al., 2014). The section started with a short lesson on the 

faith tradition from the religious expert, followed with the clergy entering the patient’s room 

for a “religious consultation,” and then a “follow-up family meeting” (Fink et al., 2014, p. 562). 

It is not clear if the faith tradition education was considered part of the 45-minute simulation. 

The family meeting was scripted and described the family dilemma between the patient’s 

children with a plan for the patient. Debriefing occurred with the experts and participants for 

roughly 15-20 minutes about ways to intensify emotional relief for the patient. There was time 

for the participants to ask questions.  

Evaluating use of best practices. Fink et al. (2014) describe three sections to the 

simulation including information sessions at three different stations, time with patient, and a 
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family post-conference stating each scenario lasted 45-minutes. It is not clear how long the 

debriefing was, as the article states “an additional 15 to 20 minutes” (Fink et al., 2014, p. 562). 

INACSL Standards of Best Practice: SimulationSM Standard VI: The Debriefing Process 

recommends the possible need for longer debriefing when the scenario is complex or emotional 

(Decker et al., 2013). It is not clear from the pilot study whether the SP was part of the 

debriefing (Fink et al., 2014).  

Data analysis. The data showed the intervention group had a statistically significant 

higher score than the control group on the pre-post scores on “perception of knowledge and 

skill” (p < .001) with a statistically significant higher score pre-post in “actual knowledge”      

(p = .04) using a newly developed Spiritual Care at the End-of-Life Questionnaire ( = .76, 

.79) (Fink et al., 2014, p. 564). A Visual Analog Scale (VAS) from 0 mm (no confidence) to 

100 mm (very confident) was used to measure self-confidence with providing care for a 

terminal patient (VAS1), and confidence with providing care to someone with a different faith 

tradition (VAS2). There were statistically significant increases for the intervention group in 

both variables in comparison to the control group: VAS1 (p = .001) and VAS2 (p = .005) (Fink 

et al., 2014, p. 564). Satisfaction scores were obtained from the intervention group (n = 12) 

using a 10-item survey taken via Survey Monkey with almost 84% students responding to the 

SP presented a true-to-life experience during the simulation, and results suggested participation 

in the program was helpful (Fink et al., 2014). The spiritual care simulation intervention with 

an SP was an effective methodology. 

Mother/baby spiritual care simulation. Costello, Atinaja-Faller, and Hedberg (2012) 

developed a quasi-experimental pre-post test pilot study, evaluating a 2-hour simulation with 
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nursing students during their mother/baby course measuring perception of competency in the 

provision of spiritual care pre-post simulation using the Spiritual Care Competence Scale 

(SCCS) (N = 52) (see Table 1). There were several steps discussed in conducting this study, 

which is described below.  

Pre-simulation and prebriefing content. One-week prior to the actual simulation day, 

the students received a scenario mapping and the “details” of the scenario (Costello et al., 2012, 

p. 279). The simulation prebriefing included spiritual care education, which included the TJC 

spiritual care behavioral assessment tool sample questions, case studies, discussions of self-

awareness, and cultural care (Costello et al., 2012).  

Simulation scenario. Faculty and students performed the spiritual care scenario 

(Costello et al., 2012). The patient described in the simulation scenario was a young, single 

mom who just gave birth and had no social support. Her 18-month old son recently died after 

falling from an apartment window. The patient currently lived in a homeless shelter and had no 

contact with family for more than a year (Costello et al., 2012).  

Evaluating use of best practices. The Costello et al. (2012) study incorporated several 

INACSL Standards of Best Practice: SimulationSM Standard IX: Simulation Design such as 

participant preparation, prebriefing, and fidelity, although they did not identify each INACSL 

standard specifically (Lioce et al., 2015). These best practices recommended were reflected in 

the Costello et al. (2012) study in that the students received the scenario one week prior, there 

was prebriefing, and fidelity existed as the patient had realistic spiritual needs, TJC spiritual 

assessment reference tool was included, and there was a discussion of the chaplain’s role. It 

was not clear how the simulation scenario was developed or how the students or faculty were 
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trained to play the role of the patient. It was also not clear how the 52 students were grouped 

for simulation and debriefing, and there was no discussion related to length of the scenario or 

debriefing.  

Data analysis. The pre-post test design showed a statistically significant increase in 

SCCS change scores in spiritual care competence from pre-intervention to post-intervention in 

“student’s attitudes toward patient spirituality (p < .001), in obtaining referrals (p < .001), in 

assessment of spiritual needs (p < .001), and in support (p < .001)” (Costello et al., 2012, p. 

280).  

Both spiritual care simulations described support simulation as an effective educational 

and research strategy. 

Veteran Simulation 

Anthony, Carter, Freundl, Nelson, and Wadlington (2012a) as part of a VA Nursing 

Academy created a simulation scenario entitled Care of the Veteran designed to help teach 

veteran-focused care to student nurses (p. e146). The objectives included performance of the 

nursing process, maintaining safety, and proper communication centered on caring for a veteran 

with multiple medical conditions in a hospital setting. The content of the simulation integrated 

unique experiences seen within the veteran culture such as PTSD, different military services, 

service-connected disability, homelessness, and suicide risk (Anthony et al., 2012a, p. e148). 

This simulation provided an educational experience for these conditions and highlighted 

supportive services available to veterans (Anthony et al., 2012a, p. e148). One teaching 

outcome of this simulation was also to “value the service and sacrifice of veterans” (Anthony et 

al., 2012a, p. e146). In addition to the simulation scenario, a Vietnam Veteran companion 
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checklist was created to assess student ability to meet objectives (Anthony et al., 2012b). There 

was no mention of spirituality or spiritual care in this simulation. The veteran culture has 

distinctive needs, and simulation is a pedagogy that can teach veteran centered care. 

Summary 

Nursing care is holistic, therefore having the knowledge and skill to tend to the body, 

mind, and spirit is essential to nursing education and practice. Yet, there are barriers in spiritual 

care nursing education and in the provision of spiritual care in nursing practice. There is a 

variety of effective spiritual care educational pedagogies for both pre-licensure and practicing 

RNs. The pre-licensure programs have a wide range in hours and are more time-consuming 

than those programs offered in the hospitals for practicing RNs. Reflective practice, defining 

the concepts of religion and spirituality, chaplain presence, and both self and patient assessment 

remains a theme in spiritual care educational programs. Of importance is the shorter programs 

offered for both students in the simulation lab and in-services for practicing RNs as effective 

pedagogies for spiritual care education. Simulation using an SP to teach spiritual care holds 

promise as a teaching strategy.  

Gaps in the Literature 

There are significant gaps in spiritual care education and practice, which include: 

evidence-based spiritual assessment tools, spiritual care simulations for veterans, and 

measurement tools for nurse performance of spiritual care in simulation. Each will be addressed 

below. 

Evidence-based spiritual assessment tools. There are multiple spiritual assessment 

tools in healthcare, and spiritual care measurement tools available to measure aspects of 
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spirituality/religion in the literature. Yet, a barrier repeatedly found in the literature is in 

including spiritual assessment in education (Timmins et al., 2015). There was one spiritual care 

assessment tool (CSAT) created by a nurse in the literature that identified cues and 

interventions to guide student nurses with performing a spiritual assessment (Hoffert et al., 

2007). However, the CSAT was not psychometrically tested, and no further published results 

using the CSAT exist in the literature (Hoffert et al., 2007).  

Spiritual care for a veteran simulation. Veterans have unique spiritual needs (Bonner 

et al., 2013; Chang et al., 2012; Wynn, 2015). Simulation is an evidence-based teaching method 

(Meakim et al., 2013). There were no spiritual care simulations for a veteran found in the 

literature.  

Spiritual care for a veteran nurse performance tool. There are categories of spiritual 

care cues and spiritual care interventions found in the literature that are universal, yet specific 

cultures such as veterans have unique spiritual needs. There are no tools available in the 

literature to measure nurse performance of spiritual care for a veteran during simulation.  

Congruence in patient perceived and nurse perceived spiritual care. Literature 

exists presenting nurse perspectives of spiritual care and patient perspective of spiritual care, 

but little research exists to reconcile those perspectives. Also, separate measures for patient and 

nurse perceptions of spiritual care exist in the literature. However, no tool exists in the 

literature for measuring congruence of perception of spiritual care from both the nurse and 

patient perspective using simulation at the point of care. 

There is a need to develop evidence-based spiritual care simulations with a companion 

performance checklist with psychometric evaluation. This provides an opportunity to measure 
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perception congruence between observers on nurse performance of spiritual care in simulation 

to provide insight into construct validity. This research addresses three gaps: (1) develop a 

spiritual care simulation for a veteran with companion performance checklist; (2) measure 

perception of spiritual care from three perspectives; (3) and determine whether participating in 

a clinical spiritual care simulation experience (prebriefing, simulation, and debriefing) 

following INACSL Standards of Best PracticeSM with an SP increases nurse’s perceived ability 

to provide spiritual care. This study could fill these gaps in the literature.  



 

78 

 

CHAPTER THREE 

METHOD 

Introduction 

The purpose of this quantitative study is to develop and psychometrically evaluate an 

evidence-based spiritual care simulation and companion performance checklist. The simulation 

and performance checklist was created to determine the congruence between independent 

observer (IO) observed spiritual care, RN perceived spiritual care, and patient perceived spiritual 

care during a spiritual care clinical scenario simulation with an SP role-playing a veteran at “risk 

for spiritual distress” (Herdman & Kamitsuru, 2014, p. 374). This study also investigated the 

effect of experiencing a spiritual care clinical scenario simulation/debriefing on RN perceived 

ability to provide spiritual care in practice.  

The following sections explain the aims and research questions (RQ) for this study. 

Aim 1: Develop a Spiritual Care Simulation and Companion Performance Checklist 

RQ 1. To what degree can a spiritual care clinical scenario simulation with a 

standardized patient reflect evidence-based spiritual care assessments and interventions for a 

patient at risk for spiritual distress?  

Aim 2: Determine the Congruence in Spiritual Care Provided From the Registered Nurse, 

Standardized Patient and Independent Observer 

RQ 2.1. To what degree does observed spiritual care (recognition of patient cue and 

provide spiritual intervention) measured by an independent observer align with both registered 
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nurse and standardized patient perceived spiritual assessments and interventions in a spiritual 

care clinical scenario simulation with a standardized patient?  

RQ 2.2. To what degree does registered nurse perceived spiritual care (recognize cue 

and perform spiritual intervention) align with an independent observer perceived spiritual 

assessments and interventions in a spiritual care clinical scenario simulation with a 

standardized patient?  

 RQ 2.3. To what degree does registered nurse perceived spiritual care (recognize cue 

and perform spiritual intervention) align with patient perceived spiritual assessments and 

interventions in a spiritual care clinical scenario simulation with a standardized patient? 

Aim 3: Determine Whether Experiencing a Spiritual Care Simulation Affects RN 

Perceived Ability to Provide Spiritual Care 

RQ 3.1. Does participating in a spiritual care clinical scenario simulation change 

registered nurse perceived ability to provide spiritual care? 

RQ 3.2. Does participating in a spiritual care clinical scenario simulation change 

registered nurse perceived ability to provide spiritual interventions?  

RQ 3.3. Does participating in a spiritual care clinical scenario simulation change 

registered nurse perceived ability for meaning making? 

The methods per aim will be discussed separately as they all differ. The 

Burkhart/Hogan (2008) SCiNP theory guided all three phases of the research study: simulation 

development, measure of perceived congruence of providing spiritual care, and the 

effectiveness of simulation as a pedagogy in teaching spiritual care. A substruction of the 

theoretical model, study variables, and operational measures outlined in this chapter are shown 
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below in Figure 2. The following section will also describe human subjects protection and 

study site. 

Figure 2. Substruction: Theoretical model, study variables, and operational measures 

 

Human Subjects/Ethical Considerations 

Institutional Review Board Approval 

To protect the “safety and rights” of the participants, the proposal and amendments 

were submitted and approved by the Institutional Review Board (IRB) at the VA hospital and 

LUHS prior to beginning the study to ensure the protection of human rights (see Appendices D 

through L). IRB addendum approval included a request to pilot-test the spiritual care clinical 

scenario simulation with an RN who works in the community, two Loyola nursing clinical 
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faculty, and six senior nursing students who were completing their capstone Clinical Role 

Transition (CRT) practicum at the VA. This researcher has completed the IRB Collaborative 

Institutional Training Initiative (CITI) research training modules required at both the VA and 

LUHS (Collaborative Institutional Training Initiative, n.d.).  

Participant consent process. Informed consent with RN participants was obtained 

using a two-step process. Initial information was provided to potential RN participants by email 

(see Appendix M) with researcher contact information and with a hard copy study information 

sheet (see Appendix N). In addition, the Chief of Education Services and Designated Learning 

Officer from the VA study site attended face-to-face information sessions at unit staff meetings 

without the unit manager present to avoid coercion. Questions were answered in person during 

those meetings and/or over the phone using a script as further described in the recruitment 

section of this chapter. The subjects were informed that they could choose to participate or not 

participate in the research study and that they may withdraw consent at any time without 

consequence. Participation or non-participation would not affect their work performance 

evaluation and their nurse managers would not be informed of their participation or have access 

to research data. The participants were also asked not to share details of the study with other 

RNs to minimize impacting research results. Participation occurred off work time. 

The second step of the consent process occurred on the scheduled study date. This 

researcher reviewed the study 1:1 with each participant, provided the participant with a hard 

copy of the information sheet, and answered any questions. If the participant chose to 

participate in the study, final verbal consent was obtained at that time on the day of the 

simulation prior to data collection as approved by the IRB. If participants experienced an 
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adverse event of psychological or spiritual distress, the participant would be given contact 

phone numbers for the chaplain, VA Employee Assistance Program (EAP), and the Veterans’ 

Crisis Line as stated in the IRB. No participant required or asked for additional support contact 

phone numbers during this portion of the study. 

Study Site 

Study Site and Union Approval  

The study site was at a VA hospital located in the mid-western region of the United 

States. The VA hospital has almost 500 beds and six community-based outpatient clinics 

offering primary, extended, and specialized care for chronic conditions employing 

approximately 700 RNs. The research was conducted outside of the nurses’ tour of duty (before 

and after scheduled work hours, not using compensation time, or during lunch time). Because 

the RNs are unionized, the union was notified to ensure a collaborative relationship with the 

nurses per VA policy. The VA study site Chief of Education Service and Designated Learning 

Officer initiated the union approval process per VA protocol, which included collaborating 

with union representatives in the Human Resources Department and submitting a letter 

requesting nurse participation in the study. The process included a written notification, 

allowing 14 days for union response. No response was received from the union, which implies 

approval. If there was a response, the union had 30 additional days to negotiate.  

 Study designs and methods differed based on the aim. Therefore, the research method 

will be described per research aim.  
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Aim 1 Methods: Simulation and Performance Checklist Development Procedure 

The purpose of this aim was to create and psychometrically evaluate a simulation that 

included evidence-based patient cues for a veteran needing spiritual care and companion 

checklist that included spiritual care intervention(s) provided by nurses. The development of 

the spiritual care cue and intervention concepts, procedures to develop the simulation scenario 

and Spiritual Care Cue and Intervention Checklist (SCCL) concurrently, overview of 

simulation environment, SP qualifications, prebriefing, and debriefing method will be 

discussed. This will be followed by a description of the psychometric testing, which includes 

content expert and face validity selection, instrumentation, data collection, and data analysis 

description. 

Design for Aim 1  

The design for Research Question 1 was a psychometric development and evaluation of 

the spiritual care simulation script and companion simulation checklist. This included a 

literature review, script development, checklist development and psychometric evaluation.  

 Literature review. The initial process in this design began with a literature review for 

patient spiritual care cue and nursing spiritual intervention concepts as previously described in 

Chapter Two. Table 2 describes the concepts identified in the literature with references. The 

concepts relate to both patient cues and spiritual interventions. The patient cues were used to 

create the simulation script mapped to the spiritual care interventions used to create the 

checklist from the literature (Aschenbrenner, Milgrom, & Settles, 2012).  



84 
 

 

 

Table 2. Content Validity Evaluation of Script Cue(s) and Intervention(s)  

Patient Cues for Needing Spiritual        Spiritual Care Nursing Interventions  

Situational Cues for Anxiety:       Intervention(s) to reduce anxiety:  

 

 

• Pauses (Deal & Grassley, 2012). 

• Makes eye contact (Deal & Grassley, 2012; 

Giske & Cone, 2012). 

• Listens to patient (Belcher & Griffiths, 2005; 

Como, 2007; Wallace et al., 2008; Wallace & 

O’Shea, 2007). 

• Provides a comforting touch (Belcher & 

Griffiths, 2005; Deal & Grassley, 2012). 

• May state supportive statement (Baldacchino, 

2006; Belcher & Griffiths, 2005; Wallace et 

al., 2008). Statement such as: “This must be 

difficult, I’m sorry,” and/or “Is there anything 

I can do for you?”  

• “What helps you get through hard times?” 

(Belcher & Griffiths, 2005; Burkhart & 

Hogan, 2008). 

• Distractor item: The first includes a lack of 

exploration from the nurse regarding fears 

and concerns such as: “I don’t know the test 

results. The doctor will have to discuss your 

test results with you.” Explore fears as 

spiritual care (Baldacchino, 2006; Wallace et 

al., 2008). 

• Distractor item (opposite of supportive 

statement) from nurse: “Don’t worry, you 

will be fine.”  

Verbal cues: Verbalizing having a bad 

morning; MD delayed telling him his 

test results; Asks nurse if he/she 

knows test results; Hopes results are 

not bad. Cues (Belcher & Griffiths, 

2005; Herdman & Kamitsuru, 2014). 

 

Non-verbal cues (Herdman & 

Kamitsuru, 2014) include: 

Tapping hands on tray table anxiously; 

wringing hands; wipes tears out of 

eyes. 
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Table 2 (cont.)  

Behavioral Cues for Physical 

Suffering: 

Verbal cues: Verbalizing he had a 

terrible night and did not sleep. 

Complained the pillow is like a rock 

and was agitated. Requested pillow 

from home. Had sequential 

compression devices (SCDs) on. 

Verbalizing the SCDs bug him and he 

wants them off. States he will get up 

later. Assess cues (Smyth & Allen, 

2011).  

 

Non-verbal cues: Had a blank stare 

and withdrawal. Assess non-verbal 

cues (Herdman & Kamitsuru, 2014; 

Taylor et al., 2014). 

Intervention(s) to Reduce Physical Suffering: 

 

• Attempts to provide comfort measures 

(McBrien, 2010).  

• Stopped the physical assessment or tasks 

(Deal & Grassley, 2012). 

• Makes eye contact (Deal & Grassley, 2012; 

Giske & Cone, 2012). 

• Listens to patient (Belcher & Griffiths, 2005; 

Como, 2007; Wallace et al., 2008; Wallace & 

O’Shea, 2007). 

• Provides a comforting touch (Belcher & 

Griffiths, 2005; Deal & Grassley, 2012). 

• May state supportive statement (Belcher & 

Griffiths, 2005; Wallace et al., 2008) such as: 

“This must be difficult, I’m sorry” (Burkhart 

& Hogan, 2008). 

• Distractor item: Offer to medicate patient 

with IV pain medication (patient had just 

received oral pain medication). This includes 

lack of exploration from the nurse regarding 

his fears and concerns. Exploration of fears 

(Baldacchino, 2006; Wallace et al., 2008).  

• Distractor item was non-therapeutic 

communication: The nurse continued 

assessment, ignores complaints or brushes off 

patient concerns, offers false reassurance 

such as, “You’ll be fine.”   
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Table 2 (cont.) 
 

Situational Cues for Fears:        Intervention(s) to reduce fears: 

 

• Encourages patient to talk about his fears. 

(e.g., asking more about his fears about test 

results, having cancer, father/brother cancer 

experience) (Baldacchino, 2006; Belcher & 

Griffiths, 2005; Burkhart & Hogan, 2008; 

Wallace et al., 2008). 

• Stopped the physical assessment or tasks 

(Deal & Grassley, 2012), makes eye contact 

(Deal & Grassley, 2012; Giske & Cone, 

2012).  

• Listens to patient (Belcher & Griffiths, 2005; 

Como, 2007; Wallace & O’Shea, 2007; 

Wallace et al., 2008). Observe sleep trends 

(Smyth & Allen, 2011). 

• Offers patient music/headset (Ahmadi, 2013; 

Como, 2007; Deal & Grassley, 2012; Healing 

Healthcare Systems, 2016; Wallace & 

O’Shea, 2007).  

• Distractor item: Nurse continues assessment 

and tells patient she/he will request a sleeping 

pill order to help him sleep better at night. 

(Does not or stop the physical assessment as 

cited above). 

• Distractor item non-therapeutic 

communication: Tells patient not to worry 

about the family history of colon cancer.  

Verbal cues: Verbalizing he was tired 

(non-verbal cue was patient yawning), 

he heard noise in the hall at night, and 

was worrying about his test results. He 

verbalized he was afraid the results 

would be bad. He stated his father and 

brother who died of colon cancer were 

so sick, lost weight, were in pain, and 

throwing up. He verbalizes how he’s 

uncomfortable in this place and just 

wants to go home. Listen (Belcher & 

Griffiths, 2005; Herdman & 

Kamitsuru, 2014; Smyth & Allen, 

2011).  

Verbalizing he needs music to fall 

asleep stating poor sleep since 

Vietnam and the waiting is making it 

worse. Sleep cues (Smyth & Allen, 

2011).  

 

Non-verbal cue: Headset for his music 

on night stand. 
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Table 2 (cont.) 

 
Physical Environmental Cues: 

Non-Healing Environment, 

Meaningful Item 

      Intervention(s) to create healing environment 

      and connect to meaningful item: 

 

• Pauses, makes eye contact (Deal & Grassley, 

2012; Giske & Cone, 2012).  

• Listens to patient (Belcher & Griffiths, 2005; 

Como, 2007; Wallace et al., 2008). 

• Provides a comforting touch (Deal & 

Grassley, 2012). 

• Helped him put blanket on bed. States, “It 

must be nice to have your brother’s blanket” 

(Burkhart & Hogan, 2008; Wallace et al., 

2008). 

• Asks about the importance of the blanket 

from home and/or relationship with brother 

(Burkhart & Hogan, 2008; Deal & Grassley, 

2012; Monareng, 2012; Wallace et al., 2008). 

• Distractor item: Does not straighten room. 

May state, “Housekeeping should come by 

later.”  

• Tries to clean room (e.g., straighten room, 

states housekeeping will come to empty the 

garbage). Provides blanket to patient. 

Verbal cues: Verbalizing the room was 

a mess. States he was cold, requests 

blanket that his deceased brother gave 

him. He verbalizes he wishes his 

brother was with him, as he would be 

making him laugh. 

 

Non-verbal cue: Blanket his brother 

gave him on chair. Meaning and 

purpose (Baldacchino, 2006; Burkhart 

& Hogan, 2008; Deal & Grassley, 

2012; Monareng, 2012; Wallace et al., 

2008). 

Veteran Culture 

Environmental Cues: 

      Intervention(s) to promote veteran culture:  

 

• Deliberately asked patient questions about the 

importance of the hat, trip, and/or war 

experiences (Burkhart & Hogan, 2008; Chang 

et al., 2012; Como, 2007; Wallace et al., 

2008). 

• Pauses, makes eye contact (Deal & Grassley, 

2012; Giske & Cone, 2012).  

• Listens to patient (Belcher & Griffiths, 2005; 

Como, 2007; Wallace et al., 2008; Wallace & 

O’Shea, 2007). 

• Provides a comforting touch (Belcher & 

Griffiths, 2005; Deal & Grassley, 2012). 

• Invites conversation about war experiences or 

trip plans (Belcher & Griffiths, 2005; 

Burkhart & Hogan, 2008; Chang et al., 2012 

Como, 2007; Wallace et al., 2008). 

 

• Distractor item: Gives patient hat. 

• Distractor item: States the hat is right there. 

 

Verbal cues: Asks for his Vietnam 

War veteran hat. Verbalizes he went to 

Vietnam at 18 years old and is a 

Marine. States he lost a lot of friends 

there, and that his brother who was in 

the Army was shot, survived. He states 

he loves his motorcycle and has a 

motorcycle trip with his wife and other 

vets planned that he’s looking forward 

to and hopes he can go (Baldacchino, 

2006; Belcher & Griffiths, 2005; 

Newlin et al., 2002).  

 

Non-verbal cue: Picture of motorcycle 

group on nightstand and Vietnam 

(Cone & Giske, 2012).  

 

 

 

Veteran hat. Supportive connection 

and meaning/purpose (Burkhart &  
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Table 2 (cont.) 
 

Verbal and Non-Verbal Cues for 

Social Support/Connections with 

Family/Friends: 

     Intervention(s) to promote social support and  

     connections with family and friends:  

 

• Pauses (Deal & Grassley, 2012). 

• Sits in chair (Cone & Giske, 2012; Deal & 

Grassley, 2012). 

• Makes eye contact (Deal & Grassley, 2012; 

Giske & Cone, 2012). 

• Listens to patient (Belcher & Griffiths, 2005; 

Como, 2007; Wallace et al., 2008; Wallace & 

O’Shea, 2007). 

• Provides a comforting touch (Belcher & 

Griffiths, 2005; Deal & Grassley, 2012). 

• Asks if there is any other family or friend he 

can call; talks about family relationships or 

encourages him to reach out to family/friends, 

dog; encourages patient to call wife or helps 

him call her (Baldacchino, 2006; Burkhart & 

Hogan, 2008; Chang et al., 2012; Deal & 

Grassley, 2012; Wallace et al., 2008).  

• Distractor item: Responds that wife is not 

here yet. She states the wife will probably 

come soon. Lack of exploration of fears and 

concerns (Baldacchino, 2006; Wallace et al., 

2008). 

Asks if his wife is there yet, verbalizes 

that he hopes she did not have car 

trouble. Verbalizes that he is usually 

the driver, it’s just him, his wife and 

dog now at home. Also states desire to 

go home, and asks nurse if she/he 

could call his wife (Baldacchino, 2006; 

Burkhart & Hogan, 2008) 

(If RN asks about any family or friend 

he can call/or notices family picture on 

nightstand) SP would respond: That 

his daughter does not know he is 

hospitalized and that she will be mad 

when she finds out (Chang et al., 2012; 

Cone & Giske, 2012; Deal & Grassley, 

2012; Wallace et al., 2008).   

 

Non-verbal cues: Picture of family on 

nightstand and cell phone. Crosses 

arms when talks about his daughter. 

Supportive connections (Burkhart & 

Hogan, 2008; Cone & Giske, 2012). 

 

Verbal and Non-Verbal Cues for 

Connection with  

Higher Power/Faith Rituals: 

     Intervention(s) to promote connection with 

     Higher Power and Faith Rituals: 

Verbalizes that he is afraid of the test 

results, and hopes that someone is with 

him when he gets the test results. If 

nurse offers the chaplain he responds 

“yes.” He states it’s all in the Bible 

and God’s words speak to him. States 

that his wife probably has told the 

whole church to pray for him, and also 

informed his pastor (Baldacchino, 

2006; Deal & Grassley, 2012; TJC, 

April 3, 2014; Monareng, 2012; 

Wallace et al., 2008).  

 

• Pauses (Deal & Grassley, 2012). 

• Sits in chair (Deal & Grassley, 2012; Giske & 

Cone, 2012).  

• Makes eye contact (Deal & Grassley, 2012; 

Giske & Cone, 2012). 

• Listens to patient (Belcher & Griffiths, 2005; 

Como, 2007; Wallace et al., 2008). 

• Provides a comforting touch (Belcher & 

Griffiths, 2005; Deal & Grassley, 2012). 

• Explicitly acknowledges his fears 

(Baldacchino, 2006; Wallace et al., 2008). 
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Table 2 (cont.) 

 

If the RN offers chaplain visit, SP 

states yes he would like to see the 

chaplain. 

 

 

 

Non-verbal cues: opens hands and 

makes sign of cross when referring to 

God. Bible on nightstand. Higher 

Power cue (Belcher & Griffiths, 2005; 

Burkhart & Hogan, 2008; Cone & 

Giske, 2012; Monareng, 2013). 

 

 

 

 

• Offers to call the chaplain. Calls chaplain, or 

suggests calling home pastor (Baldacchino, 

2006; Burkhart & Hogan, 2008; Como, 2007; 

Deal & Grassley, 2012; TJC, April 3, 2014; 

Wallace & O’Shea, 2007); prays with patient 

(Dunn et al., 2009; Gallison et al., 2013; 

Monareng, 2013; Taylor et al., 2014), and/or 

explores faith rituals (Burkhart & Hogan, 

2008; Deal & Grassley, 2012; Monareng, 

2012; Wallace et al., 2008). 

• Distractor items: Lack of exploration of fears 

and concerns (Baldacchino, 2006; Wallace et 

al., 2008): 

• Indicates that the MD will be there that 

afternoon to discuss his test results.  

• Ignored comment or states, “I’m not 

religious.”  

 

Creating the simulation. This was accomplished following Drexel University’s guide 

for creating the mini-case scenario (Gordon, 2012). The INACSL Standards of Best Practice: 

SimulationSM were also used to develop the prebriefing, simulation, and debriefing (see 

Appendix O). The steps to create the clinical simulation scenario will be described below: 

Objective. Develop a nurse participant objective for the clinical simulation scenario. 

Central story. A central story was created describing the patient and scenario. The 

clinical simulation scenario was adapted from one developed for an undergraduate 

medical/surgical class with her verbal permission (Dr. Lisa Burkhart, personal communication, 

October 1, 2015). The clinical simulation scenario was created to reflect a 64-year-old male, 

African American, Baptist, and Vietnam War veteran with several chronic health conditions 

including colon cancer, chronic obstructive pulmonary disease (COPD), diabetes, and post-

traumatic stress disorder (PTSD). He is two days post-colectomy and is diagnosed with colon 
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cancer. He is waiting for the pathology reports from his surgeon for prognosis and treatment. 

He has a family history of colon cancer (brother and father) that both died from the disease. 

The patient’s nasogastric tube was discontinued that morning and his pain is managed with oral 

medication. He is married and has a daughter and grandchild who live out of town. He is a 

retired Marine who served in the Vietnam War. He is active with Veteran groups. He was 

expecting to see his surgeon that morning to learn of his prognosis and treatment plan, but was 

informed that the surgeon is delayed for eight hours.  

Determining the patient characteristics. The characteristics of the simulated patient in 

the scenario were chosen to reflect the common characteristics of a Vietnam War veteran, 

which are supported in the literature. The Vietnam Era was between 1964 and 1975 (RAND 

Corporation, 2015). Hispanic and African Americans comprise the two highest minority 

veteran ethnic groups in the US today with the average age of a Vietnam War veteran 67 years 

of age (RAND Corporation, 2015). A survey taken in 2007 found almost 80% of African 

Americans acknowledge having a faith tradition as significant, with forty percent claiming the 

Baptist faith tradition (Pew Research Center, 2009). Veterans also have the highest percentage 

of cancer, COPD, diabetes, gastroesophageal reflux disease (GERD), hearing loss, and PTSD 

over non-veterans (RAND Corporation, 2015). Data collected in 2013 showed African 

American men had the greatest rate of acquiring colorectal cancer in the US male population 

(Centers for Disease Control and Prevention [CDC], 2016). During the initial development of 

the spiritual care clinical scenario simulation and SCCL, this researcher met face-to-face with 

an expert nurse educator at the VA to review the clinical scenario and provide feedback to the 

accuracy and fidelity of a war veteran patient. This expert holds a Doctor of Nursing Practice 
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(DNP), had been a VA nurse educator for six years and was an adjunct clinical nurse faculty 

member with baccalaureate student nursing during their medical/surgical rotation. This VA 

nurse expert also confirmed the simulated patient’s medication list for accuracy with a VA 

pharmacist. 

Focused assessment. This includes the clinical information that was given to each RN 

participant prior to entering the simulation as part of prebriefing (Meakim et al., 2013).  

Script. The initial draft of the script included: opening line, patient cues listed in Table 

2 from the literature, and SP responses to possible RN participant’s responses during the 

simulation.  

Creating the Performance Checklist 

The script and the items generated for the SCCL were created concurrently based on the 

central story, incorporating the spiritual care cues and interventions identified in the literature 

as shown in Table 2. The checklist had four columns. The first column listed seven cues and 

the second column listed spiritual care intervention(s) that corresponded to the respective cue 

from the script. The final two columns indicate if the nurse performed or did not perform the 

intervention. The nurse only needed to perform one of the spiritual care intervention(s) within 

the item to count as performed. Both the simulation and SCCL were developed concurrently to 

ensure concepts mapped into both. The final script and checklist after psychometric evaluation 

is discussed in Chapter Four. 

Simulation Environment  

The simulation lab located on the VA campus is a well-lit enclosed room, which 

includes a bed, nightstand, two chairs, and tray table to resemble an in-patient hospital room. 
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Simulation labs are intended to duplicate actual life situations (Dhingra & Kerns, 2012). There 

is a control room adjacent to the simulation lab with a one-way mirror and portable speaker 

system (baby monitor), which allowed for visualization and communication between the 

observer and the RN and simulated patient. The control room was also used as office space for 

an RN in the education department. Accommodations were made for the control room to be 

free of any staff during the study time. There was adequate space with a table and four chairs 

for debriefing in the simulation lab. To ensure consistency in the simulation room set-up for 

each scenario a checklist for the researcher and SP was created (see Appendix P).  

Selection of Debriefing Method  

The Plus-Delta debriefing method was chosen. This included a form with two columns, 

one titled Plus (+) and one titled Delta (Δ) (see Appendix Q). The RN participant and the SP 

had the opportunity to take notes on the form prior to verbal debriefing. The participant and SP 

could also refer to their completed SCCL in the debriefing. This researcher used a script to 

maintain consistency with the debriefing process with all participants (see Appendix R). 

Psychometric Testing of the Simulation and Spiritual Care Cue and Intervention 

Checklist 

Content validity. The next steps include psychometric evaluation of the simulation 

using content experts and Content Validity Index (CVI) (Polit, Beck, & Owen, 2007). Content 

validity measures the degree of the “content domain” (Waltz, Strickland, & Lenz, 2010, p. 

165). Face validity was assessed with practicing nurses, SP training, and pilot testing. Content 

validity was addressed by developing the simulation using the literature, elements of the 

INACSL Standards of Best Practice: SimulationSM (see Appendix O), which are consistent with 
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the revised INACSL Standards of Best PracticeSM  (INACSL Standards Committee [INACSL], 

2016d), and NANDA-I (Herdman & Kamitsuru, 2014).  

Content experts. Content experts had expertise in both spiritual and veteran care (Grant 

& Davis, 1997). The SP’s race in the clinical scenario is African American; therefore, one 

African American RN was included in each round of the expert panel content validity review. 

A doctoral prepared simulation certified expert also evaluated the spiritual care clinical 

scenario simulation and checklist multiple times throughout the development process as 

recommended (Aschenbrenner et al., 2012; Kerns & Dhingra, 2012; Waxman, 2010). There is a 

difference of opinion in the number of experts required. The minimum of three experts was 

accomplished for reviews one and two; five experts were utilized for reviews three and four; 

and four experts for review five (Polit et al., 2007). 

The content experts for round one and two were from within the VA system and were 

formally invited by the Chief of Education Services and Designated Learning Officer per 

protocol. The experts from the VA included a Catholic priest/chaplain who was also a veteran, 

and also selected were practicing nurses with expertise caring for veterans, with spiritual care 

to evaluate the plausibility of veteran culture and spiritual care. The nurse experts from the VA 

held advanced nursing degrees with certification, clinical and education expertise. The majority 

of the expert panel for rounds three through five were from outside the VA system. These 

experts were doctorally prepared RNs who had clinical expertise, research and publications in 

spiritual care. This researcher communicated with the experts by phone and email. An email 

was sent to the experts with an overview of the project accompanied with the instructions and 

the cue and intervention spiritual care clinical scenario simulation (see Appendix S).  
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Face validity evaluators. The face validity evaluators were the three practicing nurses 

who participated in the pilot study. The three nurses provided verbal feedback for the scripted 

scenario and SCCL after the pilot-testing debriefing. All three nurses stated that the script and 

SCCL appeared to adequately represent and measure spiritual care for a veteran (Trochim & 

Donnelly, 2008). 

Aim 1 Data Collection 

 Once the content experts were secured for the initial review, an electronic copy of the 

simulation scenario with instructions, researcher contact information, and return date were sent 

to the content experts. The instructions included conceptual definitions as recommended (Grant 

& Davis, 1997). The content experts were first asked to evaluate whether the simulation 

scenario reflected a person who is at risk for or is in spiritual distress with (yes) or (no) 

response, with additional space for comments. The experts were provided with the definition of 

spirituality and spiritual care, and were given the objective, patient history, clinical scenario, 

orders, medications, and instructions/door sign with up to date patient information that included 

vital signs, new lab values, and current situation. The experts were asked first to evaluate the 

script and determine if there were any risk factors, triggers, or cues that may indicate a need for 

spiritual care, and also rate how well the four nursing intervention(s) (two of which were 

distractors) reflect a spiritual care intervention. The rating of both the cue(s) and intervention(s) 

used a scale 1 = Does not reflect; 2 = Somewhat reflects; 3 = Mostly reflects; and 4 = 

Completely reflects. Chapter Four will describe the credentials, number of content reviewers for 

each round, and results. A round robin was planned until achieved 100% congruence between 

the experts. 
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Aim 1 Data Analysis 

RQ 1. To what degree can a spiritual care clinical scenario simulation with a 

standardized patient reflect evidence-based spiritual care assessments and interventions for a 

patient at risk for spiritual distress?  

The simulation script and companion SCCL was iteratively developed based on the 

literature review of key attributes of spiritual care and the expert review. For each round of 

content validity ratings, a tool indicating each concept, the script operationalizing the concept, 

and a rating scale was provided to the content experts. Assessment of the content validity of the 

spiritual care script with cues and interventions was done using the Content Validity Index 

(CVI), an extensively used method among nursing scientists. The CVI measures agreement 

between raters on relevancy of each item and also includes qualitative feedback (Polit et al., 

2007). An Item-CVI (I-CVI) of 0.78 is the minimum acceptable I-CVI for three or more 

experts (Polit et al., 2007). The Scale-CVI/Average (S-CVI/Ave) is computed by dividing the 

total I-CVI by the number of items. Based on the criteria suggested by Polit et al. (2007), a .78 

I-CVI or greater with 3-4 experts has “good content validity” (p. 459); and the S-CVI-Ave of 

.90 or greater as recommended as having “excellent content validity” (p. 467). This researcher 

calculated the I-CVI score for the scenario script and intervention items. Based on the I-CVI 

score, revisions were made to the script and interventions by this researcher. The revised copy 

with instructions was sent to the next set of content reviewers. This was an iterative process 

that continued until it reached 100% S-CVI-Ave. Chapter Four will present the findings and the 

final tool based on the psychometric testing.  
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Standardized Patient 

 An SP was used for this research study. The SP qualifications supported the validity of 

the performance and the SP training supported the reliability of the performance. 

Standardized patient qualifications and characteristics. The SP in this study is a 

professional actor with ten years of experience as an SP. He also received SP training at the Dr. 

Allan L. and Mary L. Graham Clinical Performance Center, University of Illinois, Chicago 

(UIC/GCPC), an accredited simulation center (2016) (chicago.medicine.uic.edu/grahamcpc/ 

about_the_gcpc). To maintain fidelity to the simulation the SP was selected based on his race 

and approximate age to reflect the patient characteristics in the simulation. His qualifications as 

an SP support his ability to follow the script for the study. The SP was not a veteran, which was 

a criterion of the VA IRB. 

Standardized patient training. The researcher trained the SP using recommended 

guidelines from human simulation experts (Wilson & Rockstraw, 2012). The SP training also 

incorporated SP training material from University of Illinois at Chicago College of Medicine, 

Dr. Allan L. and Mary L. Graham Clinical Performance Center (UIC/GPC), an accredited 

simulation center (Dr. Allan L. and Mary L. Graham Clinical Performance Center (n.d.–a;  

n.d.–b)) with permission (see Appendix T) (received from A. Binns-Calvey, personal 

communication, February 22, 2016). The SP training occurred over three consecutive sessions. 

A welcome letter was sent to the SP with location and training date information. The SP 

training workshop 1 was 2 hours; Workshop 2 was 5.5 hours; and Workshop 3 was 7 hours for 

a total of 14.5 hours of SP training. The SP was provided with a binder that included a draft of 
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the clinical scenario simulation and companion checklist, simulation set-up, Plus-Delta 

debriefing form, pilot study dates, and a map of the VA campus.  

The SP was taught specific spiritual care cues and interventions the nurse could perform 

as recommended (Gordon, 2012). Phrases and words the SP was expected to state exactly were 

provided in written format to the SP as recommended (Okupniak, Cornele, & Feenan, 2012). 

The SP was also given additional patient history information (such as how many children he 

has, type of pet he has, his job history, and his symptoms before admission to the hospital) in 

the event the RN requests it, so the SP can speak freely (Okupniak et al., 2012, p. 53). The SP 

education also included providing the SP with a hard copy of information to review about colon 

cancer symptoms and management written in understandable language for patients from the 

National Institutes of Health (NIH) (National Cancer Institute, 2016) as recommended by the 

UIC/GCPC training guidelines (Dr. Allan L. and Mary L. Graham Clinical Performance 

Center, (n.d.-b) (received from A. Binns-Calvey, personal communication, February 22, 2016). 

Any questions the SP had were answered during the training sessions. 

It was essential that the SP follow the script, which included the exact opening 

statement and mannerisms (Onori et al., 2012). To support the validity of the performance, the 

SP was instructed to follow the spiritual care clinical scenario simulation script. The SP 

training also included teaching the method of the Plus-Delta debriefing with instructions to 

provide both constructive and positive feedback (Hargraves, 2012). The SP was taught that the 

spiritual care clinical scenario simulation is a learning experience and feedback is to be given in 

a positive manner without scolding the participant (Onori et al., 2012). To avoid potential 

disagreement between the RN and SP, the SP was taught to avoid undesirable words during 
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debriefing such as: “shouldn’t, don’t, can’t, wouldn’t, wrong, [and] inappropriate” as 

recommended (Hargraves, 2012, p. 43). The SP had an opportunity to practice the simulation 

script and debriefing in the pilot testing described below.  

Pilot testing. The pilot testing was a practice run-through of the spiritual care clinical 

scenario simulation, checklist completion, and debriefing with eight nurses or nursing students 

to refine the process (Aschenbrenner et al., 2012; Kerns & Dhingra, 2012; Waxman, 2010). 

This experience was voluntary, no names or other identifying information were collected, and 

participation in the feedback panel involved no contact with veterans. The results of the pilot 

testing are described in Chapter Four. 

Aim 2: Methods to Measure Congruence in Perception 

Aim 2 Design 

For research questions 2.1, 2.2, and 2.3, a cross-sectional descriptive design was used to 

determine congruence in perception of spiritual care performance. The following section will 

describe the sample, power analysis, recruitment, variables and instrumentation, data 

collection, and data analysis.   

Sample 

A convenience sample of RNs who worked at a Midwestern VA healthcare system were 

recruited for this study. The health system included in-patient, out-patient, and community 

healthcare for veterans. Inclusion criteria states RN participants must be employed at least 0.5 

full-time equivalent (FTE) as a practicing RN at the VA and provide direct care for veterans 

with chronic conditions. In addition, participants who have a personal relationship with the 

researchers or SP were excluded from the study to avoid any bias (Onori et al., 2012). A priori 
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power analysis was conducted to determine the sample size needed to determine significant 

change using the Spiritual Care Inventory (SCI) survey instrument (Burkhart et al., 2011). 

Estimation of the sample size and power for the current study is based on the SCI total and 

subscale effect sizes from a published randomized control trial (RCT) (Burkhart & Schmidt, 

2012). Burkhart and Schmidt’s (2012) study was the only available reference to date that can be 

used for effect size estimation. 

Power analysis. The sample was based on the G-Power analysis (Faul, Erdfelder, 

Buchner, & Lang, 2009), with an alpha of 0.05 for a two-tail t-test, and a power of 0.80, based 

on previous research measuring change scores of the SCI and its subscales (Burkhart & 

Schmidt, 2012). 

Based on the previous research (Burkhart & Schmidt, 2012), measuring a change SCI 

score with an effect size of 1.35 with an alpha of 0.05 for a paired two-tail t-test at a power of 

0.80, a sample of 7 participants are recommended (see Appendix U). For the SCI spiritual 

interventions (SI) subscale, the effect size was 0.59 with an alpha of 0.05 for a paired two-tail t-

test at a power of 0.80, a sample of 25 participants is recommended (see Appendix U). For the 

SCI meaning making subscale, the effect size was 1.25 with an alpha of 0.05 for a two-tail t-

test at a power of 0.80, a sample of 8 participants are needed (see Appendix V). The total 

recommended sample to effect change based on the SCI spiritual intervention sub-scale is 25 

participants.  

Although the recommended power in estimating sample sizes is 0.80 (Hulley et al., 

2007), the intervention in the Burkhart and Schmidt (2012) study was a six-week intervention, 

while this study is using only a one-time simulation. Therefore, this study was sampled to 
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account for the shorter intervention at 0.95 power. Using G-Power (Faul et al., 2009) with the 

same effect sizes mentioned above with a power of 0.95, the SCI total score recommend 10 

participants, SCI spiritual interventions (SI) subscale recommend 39 participants (see Appendix 

V), and SCI meaning making recommend 11 participants (see Appendix W) (Burkhart & 

Schmidt, 2012). Recruitment continued until the total of 40 sample participants funded by the 

study was reached, which exceeded the highest recommended sample of 39 participants by one 

participant for 0.95 power.  

Recruitment. Recruitment included several steps. This researcher created a study script 

invitation describing the project goals to ensure consistent information was presented to all 

potential participants (see Appendix X). This study script was first sent in a broadcast email to 

all potential VA RN staff members with contact information (see Appendix M). Information 

sessions were held at 14 staff meetings and one shared governance education meeting without 

nurse managers present to avoid coercion, where the study script invitation was read aloud by 

the Chief of Education Services and Designated Learning Officer, Director of Nursing 

Education, and/or this researcher with all questions answered. A copy of the consent and the 

information letter was distributed so that potential participants could review the consent prior to 

choosing to volunteer. The information letter is different than the consent form in that the VA 

has a specific structure for consent forms, and the information letter is formatted with the same 

information in a more easily readable format (see Appendix N). RNs could sign up as a 

participant during the information meetings or contact the researcher at a later time. This 

researcher’s business cards with contact information were also left at each recruitment session 

along with the research study information sheet. 
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Another script was created when a potential participant contacted the researcher to learn 

more about the study. When an RN signed up as a participant or responded to the broadcast 

email, the researcher followed the script to ensure participant eligibility, clear communication 

of logistics, and complete step 1 of the consent process, as described under the Protection of 

Human Rights section (see Appendix X). The phone script included inclusion criteria, details 

about the study, description of simulation, definition of SP, scheduling requirements, honoraria, 

dress attire, reminder options, and study location. The RN participants were also notified that 

nurse managers would not know who volunteered to participate in the study, as participation 

must occur off scheduled work time (before or after tour of duty, not using compensation time, 

or during lunch time per IRB).  

Simulation study times were scheduled for the on-site simulation lab based on 

participant availability (daytime, evening, and two Saturdays) in two-hour time frames to allow 

for adequate time between the simulation and interview data collection times. An email 

reminder was sent to volunteer participants (see Appendix Y). Subjects were notified they 

would receive $100 honoraria funded by a grant through the VA Office of Nursing Services. 

The honoraria amount was consistent with an average reimbursement rate of $50.00 per hour, 

which was approved by the IRB. The participants were also notified that they would be given a 

voucher for the $100 honoraria immediately after completing the study to be redeemed at the 

VA Agent Cashier within 30 days of the study per VA policy (see Appendix Z).  
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Aim 2 Variables  

Demographics. The demographic information was obtained using a VA nursing 

demographic survey that was modified by the researcher to describe the sample (see Chapter 

Four and Appendix AA) with descriptive sample chart (see Appendix BB).  

Patient cue. Recognition of patient cue is conceptually defined as recognition of a 

patient’s spiritual need (Burkhart & Hogan, 2008). This variable is operationalized in the 

simulation script and includes verbal, non-verbal, and situational elements of the script. 

Psychometric support for the script and the SCCL are described in Aim 1. Each patient cue is 

paired with spiritual intervention(s). A more detailed definition of both follows. 

Spiritual care intervention. Spiritual care intervention is conceptually defined as 

“intentional nursing care interventions to promote the patient’s spirituality” (Burkhart et al., 

2011, p. 2467). This is operationalized in the SCCL. Performance of a spiritual intervention is 

measured using a nominal scale of performed/not performed on the SCCL. There are several 

possible behaviors per spiritual intervention listed on the SCCL. Performance on one of the 

behaviors constitutes performance of the spiritual intervention. Psychometric support for the 

SCCL is addressed in Aim 1.  

There are seven concepts of Patient Cues that correspond with 12 Spiritual Care 

Interventions. These concepts include anxiety, physical suffering, fears, music, meaningful 

object, veteran (past), veteran (present), family support, social support, religion, chaplain, and 

Bible. Each concept is listed below with their related patient cues and spiritual interventions. 

Each patient cue and spiritual intervention is defined and operationalized below.  
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Patient cue(s) for anxiety. This is conceptually defined as patient behaviors associated 

with “a feeling of apprehension caused by anticipation of danger” (Herdman & Kamitsuru, 

2014, p. 323). This is operationalized by the following SP verbal cues in the script: He was 

having a bad morning; he made comments the physician was not arriving until later than 

expected to inform him of his test results; and he asks the nurse if she/he knows results, and 

states that waiting is awful. The non-verbal cues include tapping his hands on the tray table 

anxiously and moving his feet. 

Spiritual care intervention(s)—anxiety. This is conceptually defined as nursing 

interventions to decrease “feeling of apprehension caused by anticipation of danger” (Herdman 

& Kamitsuru, 2014, p. 323). This is operationalized in the SCCL behaviors that include the 

nurse demonstrating caring presence and listening related to test results, pauses, sits in chair, 

makes eye contact, listens to patient, provides a comforting touch, or may state a supportive 

statement. 

 Patient cue(s) for physical suffering. This is conceptually defined as patient behaviors 

associated with physical suffering, with suffering defined as “an individual’s experience of 

threat to self and is a meaning given to events such as pain or loss” (Kahn & Steeves, 1986, p. 

623). This is operationalized by the following SP verbal cues in the script: He is complaining of 

no sleep; his pillow was like a rock; he wants own pillow; he is hungry; the clear liquid diet is 

cold; and colon cancer is awful. Non-verbal cues include an unfinished breakfast tray. 

 Spiritual care intervention(s)—physical suffering. This is conceptually defined as the 

nursing interventions to reduce the threat that is causing the physical suffering and promote 

meaning making of the pain or loss related to the suffering (Burkhart & Hogan, 2008). This is 
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operationalized in the SCCL behaviors that include the nurse demonstrating caring presence 

and listening related to physical suffering, stopping the physical assessment or tasks, pauses, 

sits in chair, makes eye contact, listens to patient’s concerns, and/or provides a comforting 

touch. May state supportive statement.   

 Patient cue(s) of fears. This is conceptually defined as patient behaviors associated 

with a “response to perceived threat that is consciously recognized as a danger” (Herdman & 

Kamitsuru, 2014, p. 336). This is operationalized by the following SP verbal cues in the script: 

Stating that he is tired; he heard noises in the hall at night; he is worrying about results; he is 

afraid of the test results; and he discusses his father and brother’s colon cancer experience of 

weight loss, vomiting, and pain that he does not want. The non-verbal cues included the SP 

yawning in the script. 

 Spiritual care intervention(s)—fears. This is conceptually defined as nursing 

interventions to reduce the perceived threat or danger through reflection (Burkhart & Hogan, 

2008). This is operationalized in the SCCL behaviors that include the nurse encouraging the 

patient to talk about his fears (e.g., asking more about his fears about test results, having 

cancer, father/brother cancer experience). 

 Patient cue(s) for music. This is conceptually defined as patient behaviors indicating 

insomnia and use of music as coping mechanism associated with fears (defined above) since 

lived experience in Vietnam War (Ahmadi, 2013). This is operationalized by the following SP 

verbal cues in the script: Stating since Vietnam he has had trouble sleeping and needs music to 

fall asleep. Non-verbal cues include a head-set on nightstand and SP yawning in the script.  
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Spiritual care intervention(s)—music. This is conceptually defined as nursing 

interventions to promote coping strategies and connection to the arts (Ahmadi, 2013; Burkhart 

& Hogan, 2008). For this simulation, that connection occurs through music. This is 

operationalized in the SCCL behaviors that include the nurse demonstrating the importance of 

music. For example, stopped the physical assessment or tasks, makes eye contact, and listens to 

patient, and/or demonstrates recognition for the importance of music to help patient sleep. May 

state, “Sounds like you have difficulty sleeping. Does the music help you sleep in the hospital? 

Would you like to listen to your music now?” and/or explores what type of music he enjoys.  

 Patient cue(s) for meaningful object. This is conceptually defined as patient behaviors 

indicating a search for meaning and connection to others through meaningful objects (Burkhart 

& Hogan, 2008). In this simulation, the meaningful object was the brother’s blanket. This is 

operationalized by the following SP verbal cues in the script: He is cold and asks the nurse for 

the blanket (on the chair) mentioning that his brother wanted him to have the blanket. He states 

that his brother loved the blanket and he wished his brother who died were there because he 

would be making him laugh.  

Spiritual care intervention(s)—meaningful object. This is conceptually defined as 

nursing interventions to promote connection to objects that hold meaning, and promote patient 

reflection related to that object (Burkhart & Hogan, 2008). This is operationalized in the SCCL 

behaviors that include the nurse recognition of the importance of the blanket and/or brother. 

May state supportive statement. For example, “It seems that the blanket from your brother is 

meaningful to you.”  
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 Patient cue(s) for veteran culture (past). This is conceptually defined as patient 

behaviors indicating a veteran status due to past active service in the military (Vietnam War) 

(Veterans Authority [VA], 2017, para. 1). The military is a culture with its own language, 

emblems, and places they gather (Hobbs, 2008). This is operationalized by the following SP 

verbal cues in the script: He asks the nurse for his Vietnam War hat; states that his brother was 

shot in Vietnam; verbalizes it was a bad time, and that he lost a lot of friends during the 

Vietnam War. The environmental cues for past veteran culture include a Vietnam War veteran 

hat and a framed picture of a veteran’s motorcycle group on the bedside table.  

Spiritual care intervention(s)—veteran culture (past). This is conceptually defined as 

nursing interventions that demonstrate respect for military service and meaningful past 

experiences associated with military service (Burkhart & Hogan, 2008). This is operationalized 

in the SCCL behaviors that include the nurse demonstrating a caring presence and listening 

related to past veteran experiences. For example, pauses, sits in chair, makes eye contact, 

listens to patient, and/or provides a comforting touch. May state supportive statement related to 

veteran culture: “It sounds like you lost a lot of friends. That must be hard for you.” May 

explore the importance of the hat, and/or thanks him for his service.  

 Patient cue(s) for veteran culture (present). This is conceptually defined as patient 

behaviors indicating a present connection to veteran groups (Burkhart & Hogan, 2008). 

‘Veteran’ and ‘culture’ are defined above. This is operationalized by the following SP verbal 

cues in the script: He is looking forward to a motorcycle trip to Washington, D.C. over 

Memorial Day with the veteran group and his wife. He verbalizes that he just bought a new 

trike, and states “I hope I can still go.” The environmental cues for present veteran culture 
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include a framed picture of a veteran’s motorcycle group (Rolling ThunderR) on the bedside 

table.  

Spiritual care intervention(s)—veteran culture (present). This is conceptually defined 

as nursing interventions to promote connectedness with current veteran groups (Burkhart & 

Hogan, 2008). This is operationalized in the SCCL behaviors that include the nurse recognition 

of veteran picture on bedside table or deliberately asked patient questions about the importance 

of current veteran supportive connections such as the Rolling ThunderR group and/or his hope 

to participate in the Memorial Day parade/motorcycle ride.  

 Patient cue(s) for family support. This is conceptually defined as patient behaviors 

indicating disconnect from his family support, which consists of immediate family in this 

simulation (O’Brien, 2008). This is operationalized by the following SP verbal cues in the 

script: Verbalizes worry his wife may be lost, mentions his dog, his desire to go home, and that 

his daughter lives out of town. Non-verbal cues include family picture on the bedside table, and 

SP crosses his arms when he talked about his daughter.  

Spiritual care intervention(s)—family support. This is conceptually defined as nursing 

interventions to promote connections to family (Burkhart & Hogan, 2008). This is 

operationalized in the SCCL behaviors that include the nurse demonstrating a caring presence 

and listening related to family supports. For example, pauses, makes eye contact, sits in chair, 

listens to patient, and/or provides a comforting touch. May state supportive statement—for 

example, “It seems like you really miss home. Tell me more about it.”  

Patient cue(s) for social support. This is conceptually defined as patient behaviors of 

indicating a need for social support. Social support is defined as helpful, protective, mutual 
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relationships that enhance one’s sense of comfort (Langford, Bowsher, Maloney, & Lillis, 

1997). This is operationalized by the following SP verbal cues in the script: He has a wife; he is 

concerned that his wife may be lost because she is late, and that he has a daughter who lives out 

of town. The non-verbal cues include a cell phone and family picture on the bedside table.  

Spiritual care intervention(s)—social support. This is conceptually defined as nursing 

interventions to promote connections to extended family and friends (Burkhart & Hogan, 

2008). This is operationalized in the SCCL behaviors that include the nurse recognition of 

family picture on bedside table and/or promotes connection with family. Asks him if he wants 

her to call his wife, another family member, or friend. 

 Patient cue(s) for religion. This is conceptually defined as patient behaviors indicating 

a need to participate in rites and rituals associated with a faith tradition (Burkhart & Hogan, 

2008). This is operationalized by the following SP verbal and non-verbal cues in the script: 

Verbal expression of being afraid of his [pathology] results; states “It’s in God’s hands,” and 

opens hands as the non-verbal cue. He also states he hopes his wife arrives in time to be with 

him to hear the results. The SP states his pastor knows he is in hospital, and that his wife has 

everyone praying.  

Spiritual care intervention(s)—religion. This is conceptually defined as nursing 

interventions to promote connection to God and/or Higher Power, as appropriate (Burkhart & 

Hogan, 2008). This is operationalized in the SCCL behaviors that include the nurse 

demonstrating a caring presence and listening related to religion. For example, pauses, sits in 

chair, makes eye contact, listens to patient, and/or provides a comforting touch. May state 

supportive statement: “It seems like your faith is a source of strength for you.”  
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 Patient cue(s) for chaplain. This is conceptually defined as patient behaviors of a 

religiosity indicating a deeper need for spiritual care and support from the chaplain (Burkhart & 

Hogan, 2008). This is operationalized by the following SP verbal and non-verbal cues in the 

script: Being afraid of his [pathology] results stating, “It’s in God’s hands,” opening his hands 

as the non-verbal cue. He also states he hopes his wife arrives in time to be with him to hear the 

results. The SP states his pastor knows he is in hospital and his wife has everyone praying. If 

the nurse asks the SP if he wants the chaplain he responds, “Yes.”  

Spiritual care intervention(s)—chaplain. This is conceptually defined as nursing 

interventions to contact the chaplain to see patient, per patient request (Burkhart & Hogan, 

2008). This is operationalized in the SCCL behaviors that include the nurse offers to call 

chaplain and makes connection by calling the chaplain if patient requests.   

 Patient cue(s) for Bible. This is conceptually defined as patient behaviors of a 

religiosity defined above with need or request for scripture (Burkhart & Hogan, 2008). This is 

operationalized by the following SP verbal and non-verbal cues in the script: Being afraid of 

his [pathology] results stating, “It’s in God’s hands,” opening his hands as the non-verbal cue. 

He also states he hopes his wife arrives in time to be with him to hear the results. The SP states 

his pastor knows he is in hospital and his wife has everyone praying. The non-verbal cue 

includes a Bible on the bedside table. If the nurse asks if he has a favorite verse of if he wants 

the nurse to read a verse, he states “Yes, Psalm 139.”  

Spiritual care intervention(s)—Bible. This is conceptually defined as nursing 

interventions to promote use of scripture, as indicated or requested (Burkhart & Hogan, 2008). 



110 
 

 

This is operationalized in the SCCL behaviors that include the nurse recognition of/offers the 

Bible on the bedside table and/or nurse may read verse. (see Appendix CC for final SCCL). 

Aim 2 Data Collection 

Data collection took place using the VA hospital simulation (SIM) lab located within 

the hospital’s nursing education department to simplify attendance around RN work schedules. 

The data collection process followed five steps per participant and lasted approximately one 

hour: 

(1) The researcher obtained final RN consent. The participant completed the demographic 

survey and the Spiritual Care Inventory (SCI) pre-test. Prebriefing included verbal 

orientation of the simulation environment followed by the participant reading the 

focused assessment (30 minutes). 

(2) The RN participant completed the simulation. During the simulation, the researcher 

completed the “Spiritual Cue & Intervention Checklist” (SCCL) as the independent 

observer through a one-way mirror (10 minutes). 

(3) Immediately after the simulation, the RN participant and SP in separate rooms 

completed their version of the “Spiritual Care Cue & Intervention Checklist” (SCCL) 

identifying what activities each felt was performed or not performed. Both also 

completed the Plus-Delta worksheet (10 minutes). 

(4) The researcher led a debriefing with the RN participant and SP using the Plus-Delta 

method. The facilitator began the debriefing by thanking the participant and SP for their 

participation. The method included asking the RN participant for a one word to describe 

their emotions, and what went well in the simulation and what could be improved. After 
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the RN participant responded, the SP also stated what went well and what could be 

improved from his perspective as a patient. This perspective was based on the 

congruence with nurse behaviors described during SP training (10 minutes). 

(5) RN completed SCI post-test (5 minutes). 

Aim 2 Data Analysis 

Data analyses for RQs 2.1, 2.2, and 2.3 were performed using raw percent match, and 

kappa statistic using IBM SPSS Version 23 (Armonk, NY), and Stata Version 14 (College 

Station, TX) statistical analysis software, respectively. The research question and data analysis 

plan will be explained for each research question. Then, a description of observed percent 

match, kappa statistic, kappa benchmarks, and the reasons to report both observed agreement 

and kappa will be provided.  

RQ 2.1. To what degree does observed spiritual care (recognition of patient cue and 

provide spiritual intervention) measured by an independent observer align with both registered 

nurse and standardized patient perceived spiritual assessments and interventions in a spiritual 

care clinical scenario simulation with a standardized patient?  

This question was analyzed using raw percent match and Fleiss kappa comparing the 

SCCL scores of the RN participant, SP, and independent observer. The descriptive statistics 

included the valid (n), raw percent agreement, and the Fleiss kappa output, which include the 

kappa value, Standard Error (SE), and p value per item on the SCCL.  

Fleiss kappa statistic is an adjusted agreement statistic for more than two raters (Fleiss, 

1971). There are multiple benchmarks to interpret kappa in the literature (Fleiss, Levin, and 

Paik, 2003; Landis & Koch, 1977). Landis and Koch (1977) benchmarks will be used to 
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interpret these research findings. These benchmarks to interpret strength of agreement above 

chance include the following: “< 0.00 poor; 0.00–0.20 slight; 0.21–0.40 fair; 0.41–0.60 

moderate; 0.61–0.80 substantial; 0.81–1.00 almost perfect” (Landis & Koch, 1977, p. 165). 

RQ 2.2. To what degree does registered nurse perceived spiritual care (recognize cue 

and perform spiritual intervention) align with an independent observer perceived spiritual 

assessments and interventions in a spiritual care clinical scenario simulation with a 

standardized patient?  

This research question was analyzed using raw percent match and Cohen’s kappa 

comparing the SCCL scores of the RN participant and the independent observer. The kappa 

analysis included review of a cross tabulation, kappa value, SE, and p value.  

Cohen’s kappa is mostly used to measure agreement between two judges to check the 

interrater reliability (Howell, 2013). Both the kappa score and percent agreement were needed 

to answer the research questions (Brennan & Hays, 1992; Cicchetti & Feinstein, 1990; 

McHugh, 2012). Percent agreement and kappa are considered consensus measures, which 

assume the raters will have a shared understanding of the “construct under observation, and to 

reach consensus (exact agreement)” (Polit & Beck, 2008, p. 455). A limitation of the percent 

agreement is that it can overestimate matched agreement since it does not consider random 

agreement, whereas the kappa statistic removes random chance (Brennan & Hays, 1992; Kerns 

& Dhingra, 2012; Viera & Garrett, 2005). The kappa statistic reflects differences removing 

random chance. However, the kappa statistic requires that the data be symmetrically distributed 

across cross tabulations. Feinstein and Cicchetti (1990) found that extreme agreement or 

disagreement between the raters causes an imbalance in the cross-tabulation, leading to an 
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unrealistic agreement estimate. If this assumption is not met, the denominator is deflated. In 

those cases, percent match is the more meaningful indicator of agreement (Cicchetti & 

Feinstein, 1990; McHugh, 2012). The benchmark for Cohen’s kappa for this simulation is       

.7–1.0 (Kerns & Dhingra, 2012, p. 82). An example of a cross-tabulation and kappa calculation 

is provided (see Appendix DD). 

RQ 2.3. To what degree does registered nurse perceived spiritual care (recognize cue 

and perform spiritual intervention) align with patient perceived spiritual assessments and 

interventions in a spiritual care clinical scenario simulation with a standardized patient? 

This research question was analyzed using raw percent match and Cohen’s kappa 

comparing the SCCL scores of the RN participant and SP. The kappa analysis included review 

of a cross tabulation, kappa value, SE, and p value.  

Aim 3: RN Perceived Ability to Provide Spiritual Care  

Aim 3 Design 

For research questions 3.1, 3.2, and 3.3, a pre-post design was used to determine 

whether RN perceived ability to provide spiritual care, spiritual interventions, and search for 

meaning in encounter changed due to participating in a spiritual care simulation experience 

(prebriefing, simulation, and debriefing).   

Sample  

The sample is the same as Aim 2. 

Aim 3 Variables  

Demographics. The descriptive demographics are described in Aim 2 (see Appendix 

BB). 
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Perceived ability to provide spiritual care. This is conceptually defined as a 

purposeful process of a nurse recognizing a patient’s need for spiritual care, choosing to engage 

in a spiritual care encounter, and providing spiritual interventions (Burkhart & Hogan, 2008). 

This is operationalized using the Spiritual Care Inventory (SCI) instrument total score items    

1-17 (Burkhart et al., 2011) (as shown in Appendix EE; author permission for the SCI is shown 

in Appendix FF). 

Perceived ability to provide spiritual interventions. This is conceptually defined as 

“intentional nursing care interventions to promote the patient’s spirituality” (Burkhart et al., 

2011, p. 2467) and is operationalized using the SCI Spiritual Interventions (SI) Subscale items  

1–4.  

RN search for meaning in encounter (meaning making). This is conceptually defined 

as “nurse spiritual reflective practices and meaning interpretations of nurse-patient spiritual 

encounters” (Burkhart et al., 2011, p. 2467) and is operationalized using the SCI Meaning 

Making (MM) Subscale items 5–14.  

Aim 3 Instrumentation 

Spiritual Care Inventory (SCI). The SCI is a 17-item instrument listing spiritual care 

activities describing spiritual interventions (4 items), meaning making (10 items), and faith 

rituals (3 items) and measures of perceived ability to engage in those activities (as shown in 

Appendix EE) (Burkhart et al., 2011). Each item is measured on a 5-point Likert scale, where 1 

is strongly disagree and 5 is strongly agree. The tool was initially developed based on the 

Burkhart/Hogan grounded theory study (2008), with the initial draft of the tool including at 

least three items corresponding to each category of the theory using language from the original 
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qualitative data. This grounds the items into the actual nurse experience. Factor analysis 

supported construct validity of the tool explaining 57.33% of the variance and yielding 17 

items with three subscales: spiritual care interventions (Cronbach’s alpha = .82), meaning 

making (Cronbach’s alpha = .92), and faith rituals (Cronbach’s alpha = .86) (Burkhart et al., 

2011, p. 2467-68). The final tool was retested with a new sample, yielding high Cronbach’s 

alpha scores: .87, .94, and .88, respectively (Burkhart et al., 2011, p. 2468).  

Aim 3 Data Collection 

  Each RN participant completed the SCI pre-simulation and completed the post SCI after 

simulation/debriefing as described under Aim 2. 

Aim 3 Data Analysis 

The following describes how each Aim 3 research question was analyzed using IBM 

SPSS software Version 23 (Armonk, NY). 

RQ 3.1. Does participating in a spiritual care clinical scenario simulation change 

registered nurse perceived ability to provide spiritual care?  

This question was answered using dependent paired t-test of the pre-post test change 

scores of the SCI instrument Total Score (Burkhart et al., 2011).  

RQ 3.2. Does participating in a spiritual care clinical scenario simulation change 

registered nurse perceived ability to provide spiritual interventions?  

This question was answered using dependent paired t-test of the pre-post test change 

scores of the Spiritual Interventions (SI) subscale (items 1-4) of the SCI instrument (Burkhart et 

al., 2011). 
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 RQ 3.3. Does participating in a spiritual care clinical scenario simulation change 

registered nurse perceived ability for meaning making?  

 This question was answered using dependent paired t-test of the pre-post test change 

scores of meaning making (MM) subscale (items 5-14) of the SCI instrument (Burkhart et al., 

2011).  
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CHAPTER FOUR 

RESULTS 

This chapter will present the findings in two sections. The first section will present the 

data management process. The second section will present the findings answering the research 

questions for Aims 1, 2 and 3.  

Data Management, Entry and Data Cleaning 

 The content validity findings were received from the experts via email and kept by the 

researcher. Per VA policy, all participant study files were stored in this researcher’s locked VA 

office in a locked file cabinet (hard copies) and in a password protected secure data file computer 

system (electronic copies). A master study participant spreadsheet using Microsoft Excel 

spreadsheet was created by this researcher, which included contact information such as email 

address, phone number and scheduled study date. A hard copy folder was maintained for each 

participant, which included the scripted information sheet with their contact information, consent 

form, data collection tools, and agent cashier voucher filed numerically in a locked file cabinet in 

this researcher’s VA office. After data were collected, the data collection sheets were scanned 

and uploaded into the password protected secured participant folder in the VA computer system 

and tracked using a scan tracking sheet for completeness. The scanner and computer system 

require a government issued access card to use for security purposes. A separate folder to track 

the honoraria vouchers, which included a unique number and distribution date, was stored in this 

researcher’s VA office locked file cabinet. 
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 As data were collected, the demographics, SCCL data for RN, SP, and IO, plus the pre- 

and post-SCI participant data were entered into the Microsoft Excel spreadsheet(s). The data 

were then coded and cleaned. Some surveys included multiple answers. In this case, the data 

were coded “77.” Some items were discarded if SP went off script and were coded “88.” Missing 

values were coded as “99.” The data cleaning process included reviewing all cells for any 

missing data. All data entry was triple checked against the surveys. 

Aim 1 Results 

Research question 1. To what degree can a spiritual care clinical scenario simulation 

with a standardized patient reflect evidence-based spiritual care assessments and interventions 

for a patient at risk for spiritual distress?  

Content Validity Results 

 A total of five rounds of expert review with iterative script and checklist revision were 

needed to reach the CVI benchmark of 100%. A summary of the findings is listed in Table 3. 

First round content validity results. The first two rounds of experts were from the VA. 

The first round included three expert clinical practitioners with knowledge and experience 

specific to the veterans’ population: (1) a Catholic priest/VA chaplain, who was also a veteran; 

(2) an Advanced Oncology Certified Clinical Nurse Specialist (AOCNS), and (3) an in-patient 

mental health nursing manager and geriatric Advanced Practice Nurse (APN). The two RN 

content experts returned their content validity electronically. There were 24/31 items < .78 I-CVI 

given the distractors in the initial tool. Four items could not be scored due to missing data or 

multiple ratings from one rater in different categories. Of the 31 items, a 14.35 I-CVI total/31.00 

with a Scale I-CVI/Ave = .46 (as shown in Appendix GG). Modifications to the script and 
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interventions to the SCCL after review one included: Elimination of the distractor items; 

enhanced verbal cues of suffering in the script; removed non-healing environment construct; 

added further exploration of loss of friends in Vietnam and home life in script; and reduced 

content in the script in the Higher Power section with modifications to the spiritual care 

interventions in the SCCL. 

Second round content validity results. The second round of content experts included 

the first round of experts plus one oncology/hospice Advanced Practice Nurse (APN) from a 

chronic care VA in-patient unit. The literature stated the same experts, a subset, or a new set of 

experts can be utilized (Polit et al., 2007). In light of the spiritual care in nursing practice focus 

of this study, the priest/chaplain’s second content validity was reviewed and comments noted, 

but were not included in the I-CVI score. The I-CVI had 13/19 items < .78 I-CVI, with the Scale 

I-CVI/Ave = .77 (Polit et al., 2007) (as shown in Appendix HH). Modifications to the script and 

interventions to the SCCL tool included: Description of RN entry into the simulation and SP 

initial statement; responses from SP for non-therapeutic responses from RN; removed non-verbal 

of wiping tears out of eyes; added SP response if RN offers to call for medication for insomnia; 

changed location of veteran trip to enhance fidelity and added veteran group picture on 

nightstand; changed script to not include nurse offering Bible, but rather the patient must ask for 

it; added identification of SP favorite Bible passage; removed prayer as item option and included 

prayer under Bible passage item.  

Third and fourth rounds content validity results. The third and fourth round of content 

validity review consisted of a new panel of five content experts. This expert panel included three 

PhD prepared nurse faculty who were selected based on their knowledge and expertise in nursing 
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research related to spiritual care, which also included scholarly writing disseminated in the 

nursing literature (Grant and Kinney, 1992; Grant & Davis, 1997). Two VA nurses (one DNP 

and one APN), who both were also adjunct nursing faculty members at a local university, served 

on this expert panel. Additional instructions were given to the new panel of experts, which 

included the focused assessment and a summary statement and description of the seven 

categories of cues in the script (anxiety, physical suffering, insomnia due to fears, physical 

environmental cues of meaningful items, veteran culture environmental cues, social 

support/family/friends, and faith rituals) to add clarity. Round 1 and 2 asked if the script 

reflected a person who is at risk for or is in spiritual distress. This statement was changed after 

round 2 to: After reading this focused assessment, does this scenario accurately reflect a person 

who is at risk for spiritual distress?  

The CVI for round 3 was 21/21 items and the Scale I-CVI/Ave was .88 (see Appendix II). 

Modifications to the script and interventions for SCCL tool after round three included: Removal 

of the term “holistic” in the participant objectives and instructions; non-verbal patient cue for 

anxiety was changed from wringing hands to moving feet; eliminated RN statements “I’m 

sorry,” and “That must be difficult,” and exploration of coping strategies; removed comfort 

measure items; added SP statement of PTSD related to insomnia; added RN inquiry and SP 

response about his music preferences; emphasis added to script on how much the SP misses his 

brother; expansion on his desire to go on motorcycle trip; and added the daughter lives out of 

town. Modifications after round four included: Replaced the statement, “Why is this happening 

to me? I feel so helpless,” with “Colon cancer is awful!” and added SP response of “yes” if RN 

offers to read the Bible. The Scale I-CVI/Ave for round 4 was 1.0 (see Appendix JJ).  
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Fifth round content validity results. The fifth round was needed to clarify one sentence in 

the script related to “Colon cancer is awful!” vs. “Having colon cancer is awful.” The final round 

included four out of five experts, as one expert was unavailable. The Scale I-CVI/Ave was 100% 

agreement (see Table 3 for summary, Appendix P for final script, and Appendix CC for final 

SCCL). 

Table 3. Spiritual Care Cue Script and Intervention Checklist Development Summary  

 Content 

Validity 

Review 1 

 

 

Content 

Validity 

Review 2 

 

 

Content 

Validity 

Review 3 

 

Content 

Validity 

Review 4 

 

  

 

Final Tool 

 

Review 5 

 

Reviewers 

 

 

3 VA experts 

2 RNs 

1 Chaplain 

3 VA RN 

experts 

 

5 RN experts 

2 VA 

3 Academia 

 

Same 5 RN 

experts as 

round 3  

  

4/5 RNs from 

review 3 & 4 

 

Total items 

 

Creation of 

35 items  

 

Revised items 

from 35 to 22 

items 

Revised 

items from 

22 to 21 

items 

Revised 

items from 

21 to 19 

items 

12-item tool 

 

 

Number of 

Patient Cues 

7  7  

 

7  

 

7  7  

Number of 

Spiritual Care 

Interventions 

28  

 

15  

 

14  

 

12  

 

12  
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Table 3 (cont.) 
     

CVI 

 

4-point scale 

& qualitative 

comments 

 

24/31 items < 

.78 I-CVI  

 

 

Scale            

S-I-CVI/Ave  

= 0.46 

 

Included 

distractors 

 

 

13/19 items < 

.78 I-CVI  

 

 

Scale            

S-I-CVI/Ave  

= 0.77 

 

 

4/21 items < 

.78 I-CVI 

 

 

Scale             

S-I-CVI/Ave  

= 0.88  

 

Each Item       

I-CVI score = 

1.0 

 

Scale           

S-I-CVI/Ave  

= 1.0 

 

Item C-1 

rated by 4 

raters = 1.0 

Each Item       

I-CVI score  

= 1.0 

 

Scale           

S-I-CVI/Ave  

= 1.0 

 

Item C-1  

confirmed by 

4 raters 

 

 

Refer to 

Appendix for 

Detailed 

Summary 

Appendix GG Appendix HH Appendix II Appendix 

JJ 

Appendix P 

(Final Script) 

& Appendix 

CC (Final 

SCCL)  

 

Note. Item-Content Validity Index (I-CVI); Scale Item Content Validity Index/Average (S-I-

CVI/Ave). 

 

Standardized Patient Practice Pilot Testing  

The first pilot practice session took place in the VA simulation room with a spiritual care 

RN expert and with the SP (acting as simulated patient) reading from the hardcopy script, with 

this researcher observing. The checklist and debriefing method was also reviewed with the SP. 

This practice pilot was also discussed over the phone with a certified simulation nurse expert for 

feedback. In addition, one simulation certified PhD prepared RN reviewed the spiritual care 

clinical scenario simulation and checklist for accuracy, flow, and timing. Findings indicated that 

the SP was able to follow the script and presented a realistic performance.   
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Pilot Testing the Simulation 

  The prebriefing, simulation, checklist, and debriefing was pilot-tested with eight 

individuals and the SP for flow and timing, as well as checklist completion. Pilot participants 

included one RN from the community, two RN faculty, three student nurses, and two nurse 

educators at the VA. The pilot included completing the surveys, as well as participating in the 

simulation and debriefing. A script was utilized immediately pre-study (see Appendix KK) and 

immediately post-debriefing to gain feedback from the pilot study participants (see Appendix 

LL). Feedback indicated the need for the Plus-Delta written form, which was included in the 

simulation data collection process, as well as asking participants to provide a one word 

emotional response to the simulation. A second pilot included these changes to evaluate flow and 

timing, which was acceptable. The debriefing script used in the second pilot was also used in the 

research study (See Appendix R). The SP was able to participate in all eight pilot simulations.  

Summary of pilot findings. The one-hour allotted time was adequate for consent, data 

collection and debriefing. All necessary equipment needed for the spiritual care clinical scenario 

simulation was available and in good condition. The feedback from the pilot study participants 

regarding the SCI and SCCL data collection tools were positive. The draft of the SCCL used in 

pilot-testing session one (see Appendix MM) was revised based on the feedback and expert 

review for pilot-testing session two (see Appendix NN). The demographic sheet was revised 

based on participant feedback to include additional information regarding past nursing 

experience, current nursing practice at the VA, and provide more space to write on the 

demographic sheet. The SP was given an opportunity to ask questions or raise any concern about 



124 
 

 

the script after each pilot test of the spiritual care clinical scenario simulation with the 

researchers and the participants. No suggestions were made to improve the spiritual care clinical 

scenario simulation or debriefing method by the participants or the SP. Additional SP training 

regarding script issues noted during the simulation was conducted 1:1 with the SP by the 

researcher. The pilot simulations provided an opportunity to practice the prebriefing, clinical 

scenario simulation, complete the forms, and debrief as recommended (Saewert & Rockstraw, 

2012). 

Aim 2 and 3 Sample and Sample Characteristics 

The final sample of participants was 40 registered nurses. Participant recruitment was 

completed within one month. Overall there was only one participant no show on the scheduled 

study date who when followed up with, opted out of the study. Four nurses were excluded from 

the study because they were in nursing education or management positions and provided no 

direct care to patients.  

The majority of the sample was female (n = 37, 92.5%) with male participation (n = 3, 

7.5%). Two study participants had missing data for gender, yet were counted as female based on 

two researcher(s)’ face-to-face encounter with the participants. There was a bimodal age 

distribution with 35 percent between ages 27–49 and 65 percent between the ages 50–65. The 

average age of the study participants was (M = 52.6 years old, SD = 8.77). The sample was 

predominately Caucasian (n = 21, 52.5%), with Asian (n = 13, 32.5%), Hispanic (n = 5, 12.5%) 

and African American (n = 1, 2.5%). The majority of the sample was Catholic (n = 24, 60%), 

followed by Non-Catholic Christians (n = 13, 32.5%), and those claiming no religious affiliation 

(n = 3, 7.5%). The age and race/ethnicity sample characteristics are representative of the 
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population of staff nurses at the VA study site. VA data shows the mean RN age as 48.62 with 

47% Caucasian, 35% Asian, 12% African American, 4% Hispanic, and 2% American Indian.  

On average, participants worked 25 years as a nurse (SD = 11.25). The majority of 

participants (65%) had previous experience practicing in both inpatient and outpatient units, with 

the highest (57.5%) having general medical/surgical experience. On average, participants worked 

9 years at the VA (SD = 7.49) ranging from 5 months to 33 years. The majority of the 

participants held a bachelor’s degree in nursing (BSN) (n = 18), followed by a master’s degree in 

nursing science (MSN) (n = 10), unspecified bachelor’s degree (n = 4), associate degree (n =3), 

non-nursing master’s degree (n = 3), diploma in nursing (n = 2), and one participant held a non-

nursing doctorate degree. The majority of the participants’ current specialty area at the VA 

included outpatient (n = 13, 32.5%), followed by inpatient (n = 12, 30%), operating room         

(n = 9, 22.5%), and outpatient mental health (n = 6, 15%). The majority of the participants were 

not veterans (85%) (see Appendix BB).  

Aim 2 Results 

There are three research questions that address Aim 2, which determine the interrater 

congruence during a clinical simulation of nurse performance of spiritual care intervention(s) 

between registered nurse (RN), standardized patient (SP), and independent observer (IO), and 

between pairs RN-IO, RN-SP. 

Research question 2.1. To what degree does observed spiritual care (recognition of 

patient cue and provide spiritual intervention) measured by an independent observer align with 

both registered nurse and standardized patient perceived spiritual assessments and interventions 

in a spiritual care clinical scenario simulation with a standardized patient?  
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Data cleaning. Missing data on RN, SP, and/or IO SCCL were distributed across the 

items as follows: physical suffering (2); fears (2); music (1); meaningful object (2); veteran past 

(1); family support (1); social support (3); religion (1); and Bible (6). The Bible item was 

counted as N/A and not included in the analysis when the SP went off script by asking the nurse 

for the Bible rather than waiting for the nurse to notice the cue for the Bible. The missing data 

were eliminated from the analysis, which accounts for the changes in (n). 

Findings. The assumptions for the Fleiss kappa statistic were met, which includes more 

than two raters using a nominal scale (Fleiss, 1971). Raw percent match was hand calculated 

using Microsoft Excel and IBM SPSS Version 23 (Armonk, NY). Fleiss coefficient kappa 

statistic was calculated using IBM SPSS Version 23 (Armonk, NY). A summary of the valid (n), 

raw percent agreement, Fleiss kappa, Standard Error (SE), and p value per spiritual intervention 

item on the SCCL is described in Table 4. The findings for each of the concepts on the 12-item 

SCCL will be discussed in subsections following Table 4.  

Table 4. RN-SP-IO Interrater Congruence Spiritual Care Checklist Summary   

RN-SP-IO Valid  

N 

Raw 

Percent 

Agreement 

 

Kappa (SE) 

 

p-value 

Anxiety 

 

39 100% 

 

No kappa No value 

Physical Suffering 38 

 

97% 

 

     -.009 (.094) .925 

Chaplain  39 82% 

 

.761 (.092) 

   

< .001 

 

Bible    

 

33 

 

76% 

 

.676 (.101) 

 

< .001 

 

Social Support    

 

36 69% 

 

.591 (.096) 

 

< .001 

 

Religion 

 

38 76% 

 

 .41 (.094) 

 

< .001 
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Table 4 (cont.) 

 
    

Music 38 53% .367 (.094)  < .001 

Veteran Culture (Past)  38 53% 

 

.348 (.094) 

 

< .001 

 

Meaningful Object 
 

37 57% .123 (.095) 

 

.197 

Family Support 
 

38 61% .090 (.094) 

 

.334 

Veteran Culture (Present) 
 

39 31% .076 (.092) 

 

.409 

Fears 37 59% .024 (.095) .799 

 

Note. The variation in sample size is due to missing data. 

 
 Anxiety. The raw percent agreement was perfect. There was no variability between the 

three raters’ RN-SP-IO; therefore, kappa could not be calculated as shown in Table 4. The 

interrater raw percent match is within the desired .7–1.0 kappa interrater range (Kerns & 

Dhingra, 2012).  

Physical suffering. The raw percent agreement was 97%. There was little variability 

between the three raters’ RN-SP-IO, as shown in Table 4. Fleiss kappa was (K = -.009, p = .925), 

which is inconsistent with the raw percent agreement; therefore the 97% interrater match is the 

better statistic (Cicchetti & Feinstein, 1990; McHugh, 2012). The interrater raw percent match is 

within the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 

Chaplain. The raw percent agreement was 82%. Overall, the three raters, RN-SP-IO had 

“substantial” agreement between their judgments (K = .761, p < .001), statistically significantly 

different from chance agreement (Landis & Koch, 1977, p. 165), which is within the desired      

.7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 
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Bible. The raw percent agreement was 76%. Overall, the three raters, RN-SP-IO had a 

“substantial” agreement between their judgments (K = .676, p < .001), statistically significantly 

different from chance agreement (Landis & Koch, 1977, p. 165), which is slightly below the 

desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 

Social support. The raw percent agreement was 69%. Overall, the RN-SP-IO had 

“moderate” agreement between their judgments (K = .591, p < .001), statistically significantly 

different from chance agreement (Landis & Koch, 1977, p. 165), which is below the desired      

.7–1.0 kappa interrater range (Kerns & Dhingra, 2012).  

Religion. The raw percent agreement was 76%. Overall, the three raters, RN-SP-IO had 

“moderate” agreement between their judgments (K = .41, p < .001), statistically significantly 

different from chance agreement (Landis & Koch, 1977, p. 165). However, this is below the 

desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012).  

Music. The raw percent agreement was 53%. Overall, the three raters, RN-SP-IO had  

“fair” agreement between their judgments (K = .367, p < .001), statistically significantly different 

from chance agreement (Landis & Koch, 1977, p. 165). However, this is below the desired        

.7–1.0 kappa interrater range (Kerns & Dhingra, 2012).  

Veteran culture (past). The raw percent agreement was 53%. Overall, the three raters, 

RN-SP-IO had “fair” agreement between their judgments (K = .348, p < .001), statistically 

significantly different from chance agreement (Landis & Koch, 1977, p. 165). However, this is 

below the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 

Meaningful object. The raw percent agreement was 57%. However, the kappa was not 

statistically significantly different from chance agreement. Overall, the three raters, RN-SP-IO 
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had “slight” agreement between their judgments (K = .123, p = .197) (Landis & Koch, 1977, p. 

165), which is below the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012).  

Family support. The raw percent agreement was 61%. However, the kappa was not 

statistically significantly different from chance agreement. Overall, the three raters, RN-SP-IO 

had “slight” agreement between their judgments (K = .090, p = .334), (Landis & Koch, 1977, p. 

165), which is below the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012).  

Veteran culture (present). The raw percent agreement was 31% and the kappa was not 

statistically significantly different from chance agreement. Overall, the three raters, RN-SP-IO 

had “slight” agreement between their judgments (K = .076, p = .409), (Landis & Koch, 1977, p. 

165), which is below the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 

Fears. The raw percent agreement was 59%. However, the kappa was not statistically 

significantly different from chance agreement. Overall, there was “slight” agreement among the 

judgments of the three raters, RN-SP-IO (K = .024, p = .799) (Landis & Koch, 1977, p. 165), 

which is below the desired minimum .7–1.0 kappa interrater range (Kerns & Dhingra, 2012).  

 Research question 2.2. To what degree does registered nurse perceived spiritual care 

(recognition cue and perform spiritual intervention) align with an independent observer 

perceived spiritual assessments and interventions in a spiritual care clinical scenario simulation 

with a standardized patient?  

Data cleaning. Missing data on RN and IO’s SCCL were distributed across the items as 

follows: physical suffering (1); fears (2); music (1); meaningful object (2); veteran culture (past) 

(1); family support (1); social support (2); religion (1), and Bible (6). The variation in sample 

size is due to missing data as described above.  



130 
 

 

Findings. The five statistical assumptions for Cohen’s coefficient kappa statistic were 

met (Laerd, 2015a). These assumptions include categorical measurement (performed) or (not 

performed), no overlapping of categories either (performed) or (not performed) implying not 

rating both or in-between, paired observations RN-IO, symmetric cross-tabulations, independent 

ratings, and two pre-determined fixed raters (Laerd, 2015a). The total raw agreement percentage 

was hand calculated using the Microsoft Excel spreadsheet and with IBM SPSS Version 23 

(Armonk, NY). A summary of the valid (n), raw percent agreement, Cohen’s kappa, Standard 

Error (SE), and p value per spiritual intervention item on the SCCL is described in Table 5. The 

findings for each of the concepts on the 12-item SCCL will be discussed following Table 5.  

Table 5. RN-IO Interrater Congruence Spiritual Care Checklist Summary  

RN-IO Congruency 

Item 

Valid N Raw Percent 

Agreement 

Kappa (SE) 

 

p-value 

Anxiety 39 100% - - 

Physical Suffering 

 

38 100% - - 

Fears 

 

37 84% - . 

Chaplain 

 

39 92% 

 

.847 (.084) 

 

< .001 

 

Bible 

 

33 91% 

 

.816 (.101) 

 

< .001 

 

Music 38 79% .559 (.138) < .001 

Religion 38 84% 

 

.533 (.162) 

 

< .001 

 

Social Support 

 

37 76% 

 

.504 (.142) 

 

  .002 

 

Meaningful Object 

 

37 73% 

 

.337 (.157) 

 

  .025 

Veteran Culture (Past) 

 

38 61% 

 

.219 (.152)   .162 
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Table 5 (cont.)     

RN-IO Congruency 

Item 

Valid N Raw Percent 

Agreement 

Kappa (SE) 

 

p-value 

Family Support 

 

38 66% 

 

.151 (.141) 

 

.249 

Veteran Culture (Present) 

 

39 46% .113 (.085) 

 

.238 

Note. The variation in sample size is due to missing data.  

 

Anxiety. The raw percent agreement was perfect. There was no variability between the 

RN-IO pair as shown in Table 6 therefore kappa could not be calculated. The interrater 100% 

raw match meets the desired .7–1.0 interrater kappa range (Kerns & Dhingra, 2012). 

Table 6. RN-IO Interrater Congruence Concept Anxiety 

Anxiety IO  

Performed     

Total 

RN 

Total 

39 

39 

39 

39 

 

Measure of Agreement 

Kappa 

Value 

- 

 

Physical suffering. The raw percent agreement was perfect. There was no variability 

between the RN-IO pair as shown in Table 7 so kappa could not be calculated. The interrater 

100% raw match meets the desired .7–1.0 interrater kappa range (Kerns & Dhingra, 2012).  

Table 7. RN-IO Interrater Congruence Concept Physical Suffering 

Physical Suffering  IO  

Performed     

Total 

RN 

Total 

38 

38 

38 

38 

 

Measure of Agreement Kappa 

Value 

- 
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Fears. The raw percent agreement was 84%. There was no variability between the RN-

IO pair as shown in Table 8 therefore kappa could not be calculated. The interrater 84% raw 

match meets the desired .7–1.0 interrater kappa range (Kerns & Dhingra, 2012).  

Table 8. RN-IO Interrater Congruence Concept Fears 

Fears IO  

Performed     

Total 

RN Not Performed 

              Performed 

Total 

6 

31 

37 

6 

31 

37 

 

Measure of Agreement Kappa 

 

Value 

- 

 
 

 Chaplain. The raw percent agreement was 92%. There was “almost perfect” agreement 

between the RN-IO judgments (K = .847, p < .001), statistically significantly different from 

chance agreement (Landis & Koch, 1977, p. 165), which is within the desired .7–1.0 kappa 

interrater range (Kerns & Dhingra, 2012). 

Bible. The raw percent match was 91%. There was “almost perfect” agreement between 

the RN-IO judgments (K = .816, p < .001), statistically significantly different from chance 

agreement (Landis & Koch, 1977, p. 165), which is within the desired .7–1.0 kappa interrater 

range (Kerns & Dhingra, 2012). 

Music. The raw percent agreement was 79%. There was “moderate” agreement between 

the RN-IO pair judgments (K = .559, p < .001), statistically significantly different from chance 

agreement (Landis & Koch, 1977, p. 165). However, this is below the desired .7–1.0 kappa 

interrater range (Kerns & Dhingra, 2012). 

 Religion. The raw percent agreement was 84%. There was “moderate” agreement 

between the RN-IO judgments (K = .533, p < .001), statistically significantly different from 
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chance agreement (Landis & Koch, 1977, p. 165). However, this is below the desired .7–1.0 

kappa interrater range (Kerns & Dhingra, 2012). 

Social support. The raw percent agreement was 76%. There was “moderate” agreement 

between the RN-IO judgments (K = .504, p = .002), statistically significantly different from 

chance agreement (Landis & Koch, 1977, p. 165). However, this is below the desired .7–1.0 

kappa interrater range (Kerns & Dhingra, 2012). 

Meaningful object. The raw percent agreement was 73%. There was “fair” agreement 

between the RN-IO pair judgments (K = .337, p = .025), statistically significantly different from 

chance agreement (Landis & Koch, 1977, p. 165). However, this is below the desired .7–1.0 

kappa interrater range (Kerns & Dhingra, 2012). 

 Veteran culture (past). The raw percent agreement was 61%. However, the kappa was 

not statistically significantly different from chance agreement. There was “fair” agreement 

between the RN-IO pair judgments (K = .219, p = .162), (Landis & Koch, 1977, p. 165), which is 

below the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 

 Family support. The raw percent agreement was 66%. However, the kappa was not 

statistically significantly different from chance agreement. There was “slight” agreement 

between the RN-IO pair judgments (K = .151, p = .249), (Landis & Koch, 1977, p. 165), which is 

below the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 

Veteran culture (present). The raw percent agreement was 46% and the kappa was not 

statistically significantly different from chance agreement. There was “slight” agreement 

between the RN-IO pair judgments (K = .113, p = .238), (Landis & Koch, 1977, p. 165), which is 

below the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 



134 
 

 

Research question 2.3. To what degree does registered nurse perceived spiritual care 

(recognize cue and perform spiritual intervention) align with patient perceived spiritual 

assessments and interventions in a spiritual care clinical scenario simulation with a standardized 

patient?  

Data cleaning. Missing data on RN and SP’s SCCL were distributed across the items as 

follows: physical suffering (1); fears (2); music (1); meaningful object (2); veteran culture (past) 

(1); family support (1); social support (2); and religion (1), and Bible (6). The variation in sample 

size is due to missing data.  

Findings. The five statistical assumptions for Cohen’s coefficient kappa statistic were 

met (Laerd, 2015a). These assumptions include categorical measurement (performed) or (not 

performed), no overlapping of categories either (performed) or (not performed) implying not 

rating both or in-between, paired observations RN-IO, symmetric cross-tabulations, independent 

ratings, and two pre-determined fixed raters (Laerd, 2015a). The total raw agreement percentage 

was hand calculated using the Microsoft Excel spreadsheet and with IBM SPSS Version 23 

(Armonk, NY). A summary of the valid (n), raw percent agreement, Cohen’s kappa, Standard 

Error (SE), and p value per spiritual intervention item on the SCCL is described in Table 9. The 

findings for each of the concepts on the 12-item SCCL will be discussed in subsections 

following Table 9.  
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Table 9. RN-SP Interrater Congruence Spiritual Care Checklist Summary 

RN-SP Congruency 

Item 

Valid N Raw 

Percent 

Agreement 

Kappa (SE) 

 

p-value 

Anxiety 39 100% - - 

Physical Suffering 

 

38 97% - - 

Chaplain 

 

39 87% 

 

.745 (.105) 

 

< .001 

 

Social Support 

 

37 81% 

 

.628 (.122) 

 

< .001 

 

Bible 

 

33 79% 

 

.585 (.133) 

 

< .001 

 

Religion 

 

38 79% 

 

.269 (.157) 

 

.015 

 

Veteran Culture (Past) 

 

38 66% 

 

.258 (.159) 

 
.106 

Music 

 

38 61% 

 

.252 (.137) 

 
.082 

Veteran Culture (Present) 39 67% 

 

.235 (.163) 

 

.141 

Fears 37 68% .224 (.149)       .11 

 

Meaningful Object 

 

37 68% 

 

.136 (.129) 

 

.233 

Family Support 

 

38 66% 

 

.089 (.084) 

 

.185 

Note. The variation in sample size is due to missing data. 

 

Anxiety. The raw percent agreement was perfect. There was no variability between the 

RN-SP pair, as shown in Table 10 therefore kappa could not be calculated. The interrater 100% 

raw percent match meets the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012).  
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Table 10. RN-SP Interrater Congruence Concept Anxiety 

Anxiety SP  

Performed     

Total 

RN 

Total 

39 

39 

 

 

39 

 Value 

Measure of Agreement 

Kappa 

- 

 

 

Physical suffering. The raw percent agreement was 97%. There was no variability 

between the RN-SP pair, as shown in Table 11 therefore kappa could not be calculated. The 

interrater 97% raw percent match meets the desired .7–1.0 kappa interrater range (Kerns & 

Dhingra, 2012).  

Table 11. RN-SP Interrater Congruence Concept Physical Suffering 

Physical Suffering SP  Total 

Not 

Performed 

Performed 

RN Performed 

Total 

1 

1 

37 

37 

38 

38 

 

 Chaplain. The raw percent agreement was 87%. There was “substantial” agreement 

between the RN-SP pair judgments (K = .745, p < .001), statistically significantly different from 

chance agreement (Landis & Koch, 1977, p. 165), which is within the desired .7–1.0 kappa 

interrater range (Kerns & Dhingra, 2012). 

Social support. The raw percent agreement was 81%. There was “substantial” agreement 

between the RN-SP pair judgments (K = .628, p < .001), statistically significantly different from 

chance agreement (Landis & Koch, 1977, p. 165), which is below the desired .7–1.0 kappa 

interrater range (Kerns & Dhingra, 2012). 
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Bible. The raw percent agreement was 79%. There was “moderate” agreement between 

the RN-SP pair judgments (K = .585, p < .001), statistically significantly different from chance 

agreement (Landis & Koch, 1977, p. 165), which is below the desired .7–1.0 kappa interrater 

range (Kerns & Dhingra, 2012). 

Religion. The raw percent agreement was 79%. There was “fair” agreement between the 

RN-SP pair judgments (K = .269, p < .015), statistically significantly different from chance 

agreement (Landis & Koch, 1977, p. 165), which is below the desired .7–1.0 kappa interrater 

range (Kerns & Dhingra, 2012). 

Veteran culture (past). The raw percent agreement was 66%. However, the kappa was 

not statistically significantly different from chance agreement. There was “fair” agreement 

between the RN-SP pair judgments (K = .258, p = .106), (Landis & Koch, 1977, p. 165), which 

is below the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 

Music. The raw percent agreement was 61%. However, the kappa was not statistically 

significantly different from chance agreement. There was “fair” agreement between the RN-SP 

pair judgments (K = .252, p = .08), (Landis & Koch, 1977, p. 165), which is below the desired    

.7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 

Veteran culture (present). The raw percent agreement was 67%. However, the kappa 

was not statistically significantly different from chance agreement. There was “fair” agreement 

between the RN-SP pair judgments (K = .235, p = .141), (Landis & Koch, 1977, p. 165), which 

is below the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 

 Fears. The raw percent agreement was 68%. However, the kappa was not statistically 

significantly different from chance agreement. There was “fair” agreement between the RN-SP 
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pair judgments (K = .224, p = .11), (Landis & Koch, 1977, p. 165), which is below the desired   

.7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 

 Meaningful object. The raw percent agreement was 68%. However, the kappa was not 

statistically significantly different from chance agreement. There was “slight” agreement 

between the RN-SP pair judgments (K = .136, p = .233), (Landis & Koch, 1977, p. 165), which 

is below the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012). 

 Family support. The raw percent agreement was 66%. However, the kappa was not 

statistically significantly different from chance agreement. There was “slight” agreement 

between the RN-SP judgments (K = .089, p = .185), (Landis & Koch, 1977, p. 165), which is 

below the desired .7–1.0 kappa interrater range (Kerns & Dhingra, 2012).  

Aim 3 Results  

There are three research questions that address Aim 3, which is to determine whether 

experiencing a spiritual care simulation affects RN perceived ability to provide spiritual care.  

Research question 3.1. Does participating in a spiritual care clinical scenario simulation 

change registered nurse perceived ability to provide spiritual care? 

Data cleaning. The missing data included (1) item on the SI subscale, and (1) item on the 

MM subscale. 

Statistical assumptions for dependent t-test. The assumption of normality required to 

perform a dependent paired t-test for the total Spiritual Care Inventory (SCI) pre-post change 

score was met by visual inspection of the classic bell shape curve histogram, shown in Figure 3 

(Field, 2013; Laerd, 2015b).  
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Figure 3. Histogram spiritual care inventory pre-post change scores 

 

Note. Distribution of the change score. 

 

Findings. Findings indicated a statistically significant increase in RN perceived ability to 

provide spiritual care after participating in the simulation experience (prebriefing, simulation, 

and debriefing) (p < .001) (see Table 12). Consistent with previous research, the tool 

demonstrated good internal consistency ( = .940), with a medium effect size (d = 0.70). 
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Table 12. Spiritual Care Inventory and Subscale Paired Differences Tables  

Paired Differences 

 Mean Std. 

Deviation 

Std. 

Error 

Mean 

95% Confidence 

Interval  

of the Difference 

t df Sig.     

(2-

tailed) 

Lower Upper 

Post SCI–Pre SCI 

 

Post SI–Pre SI 

 

Post MM–Pre MM 

 

Post FR–Pre FR 

5.15789 

.82051 

3.84615 

.32500 

 

7.31724 

1.65230 

5.46057 

1.50874 

 

1.18701 

.26458 

.87439 

.23855 

 

2.75278 

.28490 

2.07604 

-.15752 

 

7.56301 

1.35613 

5.61627 

.80752 

4.345 

3.101 

4.399 

1.362 

37 

38 

38 

39 

< .001 

   .004 

< .001 

   .181 

 

Research question 3.2. Does participating in a spiritual care clinical scenario simulation 

change registered nurse perceived ability to provide spiritual interventions?  

Data cleaning. Of the 40 participants, 39 participant scores were valid on the SI subscale 

as one participant checked two responses (both 4 and 5) on the 1-5 Likert scale. Therefore, this 

participant’s data were not included in the overall mean SI change score.  

Statistical assumptions for dependent t-test. The assumption of normality required to 

perform a dependent paired t-test for the total Spiritual Intervention (SI) pre-post change score 

was met by visual inspection of the classic bell curve histogram, shown in Figure 4 (Field, 2013; 

Laerd, 2015b). 
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Figure 4. Histogram spiritual intervention sub-scale pre-post change scores 

 
Note. Distribution of the change score. 

 

Findings. As shown in Table 12, participants demonstrated a statistically significant 

increase (p = .004) in perceived ability to provide spiritual interventions after participating in the 

simulation experience (prebriefing, simulation, and debriefing). Consistent with previous 

research, the subscale demonstrated good internal consistency ( = .899), with a medium effect 

size (d = 50). 

Research Question 3.3. Does participating in a spiritual care clinical scenario simulation 

change registered nurse perceived ability for meaning making? 

Data cleaning: Of the 40 participants, 39 were valid for the meaning making scale.  

Statistical assumptions for the dependent t-test. The assumption of normality required 

to perform a dependent paired t-test for the Meaning Making (MM) pre-post change score was 

met by visual inspection of the classic bell curve histogram, shown in Figure 5 (Field, 2013; 

Laerd, 2015b).  
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Figure 5. Histogram meaning making sub-scale pre-post change scores 

 
Note. Distribution of the change score. 

 

 Findings. As shown in Table 12, participants demonstrated a statistically significant 

increase (p < .001) in perceived ability for meaning making after participating in the simulation 

experience (prebriefing, simulation, and debriefing). Consistent with previous research, the 

subscale demonstrated good internal consistency ( = .935), with a medium effect size (d = 

0.50). 
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CHAPTER FIVE 

DISCUSSION 

 The purpose of this study was to develop a spiritual care clinical scenario simulation and 

companion performance checklist to assess congruence in perceived spiritual care from three 

perspectives RN, SP, and IO. The research study also investigated whether the prebrief, 

simulation, and debriefing intervention affected the RN’s perceived ability to provide spiritual 

care. This chapter will first discuss the strengths and limitations followed by a discussion of key 

findings related to simulation science, spiritual care in nursing practice, and spiritual care 

education. An evaluation of the SCCL with recommended revisions will be presented. A 

discussion of the results with the extant literature, gaps filled, implications for nursing research, 

theory, practice, and education based on the research findings will also be presented.  

Limitations of the Study 

Simulation Equipment 

The simulation lab at the VA uses a baby monitor as the device to hear the dialogue 

between the SP and the RN from the simulation lab to the control room where the IO was 

positioned. There were several occasions when it was difficult to hear the dialogue completely 

between the SP and RN, which was noted on the performance checklist. Purchasing high quality 

audio equipment would minimize this limitation in the future.  

Standardized Patient 

Although the SP was trained for the spiritual care clinical scenario simulation and was an 
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experienced SP, he varied from the script at times, which resulted in a loss of data. For example, 

the SP asked the nurse for the Bible rather than wait for the RN to notice the cue that there was a 

Bible on the nightstand. In those cases, the item for that encounter was not included in the 

results. When discussing these occurrences with the SP, the SP acknowledged times when he just 

wanted to help the participant or he realized what he did after he already asked the RN for the 

Bible. This impulse for the SP to help the participant is consistent with other research (Jarosinski 

& Webster, 2016, p. 539). One theme found in the study was “stepping into the shoes of the 

educator” where the SP is aware of student gaps and wanted the student to succeed even though 

they knew the need to stay within the script (Jarosinski & Webster, 2016, p. 543). Ongoing 

evaluation to keep the script standardized is essential.  

Although the script was standardized, there were occasions when the SP did not state the 

entire script depending on the progression of dialogue with the nurse. In those cases, if the 

dialogue was not mentioned in the simulation there was a chance that both the SP and RN 

marked (not performed) on the checklist, rather than not assessed. There were times when the 

RN participant asked the researcher about items on the SCCL that were not in the simulation 

scenario, indicating that the SP perhaps did not give the cue for a particular item. It was also 

noted during the study that the script included the SP’s concern about being able to attend a trip 

that occurred on Memorial Day due to surgery. Adjustments to the script had to be made to 

adjust for the timing of the SP planned trip, as data collection occurred in June and July. 

Patient Characteristics in Simulation 

 The simulation was designed for spiritual care for a veteran who was of the African 

American race and Baptist faith. These characteristics limit generalizability to other races and 
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faith traditions.   

Spiritual Care Cue and Intervention Checklist 

 Another limitation of the study was the SCCL was a new checklist developed for this 

study so there was no baseline data. Another limitation was several participants checked the box 

in between (performed) and (not performed) columns on the SCCL rather than choose one or the 

other, which resulted in missing data. Some participants were unclear how to complete the 

SCCL. The items on the SCCL listed several possible interventions within the item and some 

participants marked on the SCCL they (performed) some of the interventions identified for that 

particular item but not all the possible interventions within the item. The participant only needed 

to perform one intervention within the item for it to count as performed. These examples related 

to the completion of the SCCL identified the need for more explicit instructions in completion of 

the tool in the future to avoid potential misunderstanding of directions. The IO did provide the 

RN with instructions on completing the SCCL and informed the RN that there was no right or 

wrong answer when filling out the checklist. The literature points out students may feel that they 

failed if their performance was less than optimal and view their action as “right” or “wrong,” 

which could bias the results (Janzen et al., 2016, p. 41). 

Limitation of Kappa Statistic and Percent Agreement 

 Analysis and interpretation of the SCCL results between the interrater observations using 

the kappa statistic was difficult due to the limitations with kappa estimate, and percent agreement 

does not account for rater chance agreement (Brennan & Hays, 1992; McHugh, 2012). Another 

limitation with percent agreement is it limits generalizability, as there is no p-value associated 

with the value. There are different benchmarks for kappa, and a difference of opinion in what 
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kappa level constitutes a good match.  

Wasson, Parsi, McCarthy, Siddall, and Kuczewski (2015) also found limitations with 

kappa using simulation with a SP to evaluate a participant from multiple perspectives using a 

new Clinical Ethics Skills (ACES) tool “due to both high observed and expected agreement 

rates” (p. 109). Wasson et al. (2015) surmised that the low agreement between multi-raters in 

their simulation study with a SP might have been related to a lower performance of the 

participant in the simulation, or in their case, it was easier to identify the participant achieved the 

performance measure such as, “Done” versus “Not Done” or “Done Incorrectly” (Wasson et al., 

2015, p. 111). Other possible reasons for incongruence between raters include items counted as 

(performed) could be interpreted in different ways based on the observer’s experience and 

possible bias, and items that involve “communication and interpersonal skills” might not be as 

straightforward as other step-by-step skills checklists often found in patient care settings 

(Wasson et al., 2015, p. 111). The reasons cited by Wasson et al. (2015) could also apply to the 

possible low interrater congruence on some items in this research study. Complete agreement 

between raters is rare due to variation with human observation especially when finer judgments 

are necessary (McHugh, 2012).  

Testing 

It was appropriately 30 minutes between the completion of the pre-SCI to the completion 

of the post-SCI. There is a risk for threat to internal validity, practice effect, due to the possibility 

of the participant being sensitized to the tool after completing the pre-SCI (Polit & Beck, 2008).  

Sample Limitations 

 Another limitation of the study was the sample demographics. Although the gender and 
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age of the participants was consistent with the population of RNs in the United States, 30% of 

the sample held a master’s degree, which is higher than the RN population at the VA and in the 

United States (ANA, 2014). All of the RN participants in the study worked at the VA, which 

limits generalizability to non-VA patient care environments, which is a threat to external validity 

(Polit & Beck, 2008). Another potential limitation includes the participants’ lack of experience in 

using simulation with a standardized patient. Most of the RN participants stated they had only 

used simulation during cardiopulmonary resuscitation (CPR) training and had no experience with 

a SP. The nurses were also aware that this was a spiritual care study as it was clearly spelled out 

in the invitation, which could have impacted the results. It is possible that nurses who value 

spiritual care volunteered for the study, which could bias results. In addition, the nurses were 

given $100.00 honoraria, which also could have influenced their participation in the study.  

Strengths of the Study 

Theory and Psychometric Testing 

Strengths of this study include the fact that it was grounded in both theory and the 

literature. Dr. Burkhart, co-author of the spiritual care in nursing practice (SCiNP) theory, which 

was the theoretical basis for this study, and who was part of the research grant team, brought 

expertise to this study (Burkhart & Hogan, 2008). There is psychometrics to support the 

simulation and SCCL as described with the psychometric testing of the simulation, methodical 

training, and pilot testing. In addition, the content experts for the spiritual care clinical scenario 

simulation brought varied expertise both from the VA and academia (Grant & Davis, 1997). 

Another strength of this study was gaining baseline data from nurse participants who care 

specifically for veterans with chronic conditions to advance knowledge on spiritual care in 
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nursing practice for veterans. The RN participants were interested in the study as it only took one 

month to recruit the sample. Although this study was considered a low stake formative 

assessment in simulation using a performance measure (Kerns & Dhingra, 2012), it did use 

methods suggested for “summative or high-stakes performance evaluation” such as content 

validity measures of the scenarios, maintained fidelity, and tested reliability of the performance 

measure (Shelestak & Voshall, 2014, p. e257). This study was guided by evidence-based practice 

standards. 

Standardized Patient 

Another strength was that the SP in this study was a professional actor with ten years of 

experience as an SP, and the same SP was used for each encounter. A frequent comment to the 

IO from the RN participants at the conclusion of each spiritual care clinical simulation was “He 

should win an award,” or “He was amazing, so real.” Other comments from some of the RNs 

showed concern for the SP such as, “Is he going to be ok?”  The comments from the RN 

participants demonstrate the real-to-life performance by the SP. Also, observation was conducted 

by the IO at the time of the simulation, and by the RN and SP immediately post simulation, 

which is a benefit for recall (Rockstraw, 2012). Although the SP was role-playing a patient, RN 

participants values the person-to-person feedback (positive and areas for improvement) from the 

SP using the Plus-Delta and SCCL. For example, the SP would often comment on the nurse’s 

caring presence that he felt through the tone of voice and/or eye contact besides specific 

interventions noted on the SCCL, which is feedback the nurse possibly may not receive in day-

to-day work environments.  
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Reliable and Valid Tool 

The SCI tool used to measure perceived ability to provide spiritual care, spiritual care 

interventions, and meaning making pre- and post-simulation and debriefing is a valid and reliable 

tool as discussed in Chapter Three (Burkhart et al., 2011). This tool has not been used previously 

in simulation research so these findings expand the knowledge of nurse perceived ability to 

provide spiritual care using simulation, and also supports the reliability of the SCI tool. 

Simulation 

 The process to create the simulation and SCCL was an iterative process over five content 

expert reviews with both VA and non-VA nursing personnel using the Content Validity Index 

(CVI), qualitative feedback, and Scale Content Validity Index Average (S-CVI/Ave), a common 

method for tool development in nursing (Polit et al., 2007). Having content experts from both the 

VA and academia was very helpful in the refinement process as each expert added a different 

perspective to help further refine the simulation script to reach a 100% Scale I-CVI Ave. 

Creation of the scenario and companion checklist to achieve the degree of high scale content 

validity was a time-consuming process that included defining the concept of spiritual care, 

inclusion of quality items, exceptional experts, and thorough instructions to the reviewers (Polit 

et al., 2007). This process also included ongoing communication with the content experts by 

email and/or phone, and included two in-person encounters requested by two content reviewers 

(one with the first review and one with the third review). Polit et al. (2007) highlighted the value 

of the qualitative comments received from the experts in writing and in person as a possible 

demonstration of content competence and pledge to the assignment. The content experts in this 

study provided both qualitative and quantitative responses, which supports their commitment to 
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this study. A possible benefit to this approach of instrument development was the anonymity of 

each expert, which helped reduce rater bias.  

 This researcher learned the process and effort for both face validity and the CVI method 

necessary to create the spiritual care clinical simulation (see Appendix P) and the companion 

SCCL (see Appendix CC), which exceeded excellent content validity recommendations (Polit et 

al., 2007). The INACSL standards and simulation guidelines followed were essential to the 

creation and refinement of the evidence-based simulation, choosing the debriefing method, and 

guiding the SP training. This process informs nursing education research by describing how to 

create a theoretically grounded, evidence-based clinical spiritual care simulation, and companion 

performance checklist for a war veteran with psychometric support. This method derived patient 

cues and assessment data derived from the literature to guide script development and 

psychometric testing, while the performance checklist operationalized the spiritual interventions. 

Simulation research also provided a unique strategy to study perception of care from different 

individuals around a specific scenario. This research study was conducted with (n = 39) 

simulation and debriefing interventions to measure RN performance of recognition of spiritual 

care cues and interventions from the perspective of the RN-SP-IO, RN-SP, and RN-IO.  

Simulation and Spiritual Care 

Two spiritual care simulation research studies in the literature, one at end-of-life and one 

mother/baby, found evidence that suggests simulation was effective in teaching spiritual care to 

undergraduate nursing students as described in Chapter Two (Costello et al., 2012; Fink et al., 

2014). There are additional simulations addressing end-of-life and palliative care in the literature. 

There were no spiritual care simulations for a veteran at risk for spiritual distress with chronic 
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health conditions and new cancer diagnosis in a medical/surgical setting found in the literature. 

There also were no spiritual care performance measurement tools for a veteran found in the 

literature, nor research that measured perception of nurse-provided spiritual care using 

simulation and a SP portraying a veteran. This newly created spiritual care simulation for a 

veteran at risk for spiritual distress in a medical/surgical setting and companion SCCL adds to 

the body of nursing knowledge. It provides elements of NANDA-I characteristics for a patient at 

risk for spiritual distress in addition to the evidence-based literature (Herdman & Kamitsuru, 

2014). It also provides a method to measure perception of nurse performance of spiritual care 

using a SP, and simulation for education and research purposes for both practicing and student 

nurses. Many nurses in the study stated that they only had simulation experience for CPR 

training. Simulation can enhance education for practicing nurses as well as students. More 

research is needed to further develop the simulation with a companion checklist.  

Spiritual Care in Nursing Practice 

 Three of the research questions (2.1, 2.2, and 2.3) sought to measure interrater 

congruence of RN performance of spiritual care (performed) or (not performed) from different 

perspectives using the SCCL: RN-SP-IO, and RN-IO, and RN-SP using the kappa statistic, 

which corrects for chance agreement (Cohen, 1960). Percent agreement values are common to 

study incongruence in observer ratings, in order to decrease the incongruence (Cicchetti & 

Feinstein, 1990). Both the kappa and percent agreement were reported with only one 

inconsistency between kappa and raw percent noted between the RN-SP-IO on the physical 

suffering item where the raw percent was the better statistic (Cicchetti & Feinstein, 1990). Using 

both the kappa statistic and percentage of agreement provided a strategy to evaluate differences 
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in perception (Cicchetti & Feinstein, 1990). The importance of studying interrater congruence, 

the kappa results, analysis, and SCCL will also be discussed. 

Importance of Measuring Congruence 

It is important to measure congruence of nurse provision of spiritual care from the 

patient, nurse, and external observer perspectives at the point of care because spiritual care is 

associated with health benefits (Adegbola, 2006; Bussing & Koenig, 2010; Jim et al., 2015) and 

satisfaction for both patients (Williams et al., 2011) and nurses (Burkhart & Hogan, 2008). 

Although there is research measuring provision of spiritual care perspectives from patients 

during and after hospitalization (Williams et al., 2011), and nurse perception after providing 

spiritual care (Taylor et al., 2017), there was no literature found measuring perspectives of the 

patient and nurse at the point of care. It is important to evaluate whether the intended spiritual 

care was received. Measuring congruence of performance of spiritual care at the point of care 

using simulation with an SP fills a gap by using statistics to study congruence and incongruence 

of patient-nurse-external observer perception of 12 spiritual interventions to inform both nursing 

education and practice.  

RN-SP-IO congruence. The spiritual care interventions agreement between the three 

raters, RN-SP-IO related to patients’ anxiety, physical suffering, and chaplain referral were near 

perfect, and “substantial” for Bible recognition (Landis & Koch, 1977, p. 165), which 

demonstrate construct validity (Polit & Beck, 2008). The spiritual care interventions for social 

support and religion had moderate and statistically significant greater than chance agreement 

(Landis & Koch, 1977, p. 165), which provides some support for construct validity (Polit & 

Beck, 2008). The spiritual interventions for connection to music and past veteran culture 



153 

 

 

demonstrated fair but statistically significant greater than chance agreement, which suggests 

construct validity.   

Four spiritual interventions demonstrated no significant agreement (fears, meaningful 

object, present veteran culture, and family support). The incongruence in the interrater kappa 

values for spiritual care performance between the RN, IO, and SP raters could exist because of 

the different viewpoints: Nurses who perceived they did or did not do something, the SP who 

rated they experienced or did not experience spiritual care, and the IO who believed they saw or 

did not see spiritual care provided. There is a gap in mutual agreement on these spiritual care 

items. It also could be related to lack of nursing education.  

RN-SP congruence. There was “almost perfect” agreement between the RN-SP on two 

spiritual care interventions related to patient’s anxiety and physical suffering, with “substantial” 

agreement for chaplain referral (Landis & Koch, 1977, p. 165). This high agreement indicates 

that perceived care given by the nurse was received by the patient in these areas to some extent. 

This congruence between the RN-SP supports construct validity on these items (Polit & Beck, 

2008). Although the spiritual care interventions for social support, Bible, and religion were less 

than the desired kappa range, they had statistically significant greater than chance agreement, 

which provides some support for construct validity (Polit & Beck, 2008). This is important, as 

what is given to the patient may not be received. The lack of congruence could also be due to the 

standardized patient receiving something that was not intentionally given. It depends on the type 

of match. Six categories of spiritual care interventions did not demonstrate significant agreement 

or meet the desired kappa agreement range: .7–1.0 (fears, music, meaningful object, veteran 

culture (past) and (present), and family support) (Kerns & Dhingra, 2012). Nursing is holistic 
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(ANA, 2010a) and this discrepancy in perspectives between the RN-SP support the need for 

nursing education to enhance provision of spiritual care to support patient-centered care and 

informs the content of that education. 

RN-IO congruence. There was perfect raw agreement on two items between the RN-IO 

pair (anxiety and physical suffering), which supports construct validity (Polit & Beck, 2008). 

There was 84% raw agreement for fears item. There was statistically significant greater than 

chance agreement between RN participant and RN independent observer on six items (music, 

meaningful object, social support, religion, chaplain, and Bible), which supports construct 

validity (Polit & Beck, 2008). Of these, two spiritual care interventions (chaplain and Bible) had 

kappa values > .8 indicating “almost perfect” agreement, three “moderate” agreement (music, 

social support, and religion), and meaningful object “fair” agreement (Landis & Koch, 1977, p. 

165). This suggests that it is possible to visually determine spiritual care is provided by an RN 

external observer. However, it is important to note that the IO is an expert in spiritual care. This 

congruence may be due to a common understanding of what is spiritual care in nursing practice. 

Three spiritual interventions demonstrated no significant agreement (past and present veteran 

culture, and family support) indicating potential areas of education. The results indicating an 

incongruence in understanding or addressing the veteran culture needs is consistent with the VA 

initiatives developed to enhance nursing knowledge of the veteran culture and their unique 

patient care needs (AACN, 2017b; Hobbs, 2008). 

Script, SCCL Revision, and Nursing Education 

 The incongruences found in this research between the observers’ perceptions in spiritual 

care performance provide an opportunity to improve nursing education, research, and refine the 
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SCCL tool. These incongruent results between raters provide the opportunity to refine the SCCL 

(Polit & Beck, 2008). The next section will evaluate each concept and recommend inclusion, 

revision, or deletion of the item based on the study findings.  

SCCL Item: Anxiety  
 

Raw percent match supported construct validity. Based on complete agreement between 

the three raters, RN-SP-IO, this item will remain as written.  

SCCL Item: Physical Suffering 

 

Construct validity was supported by kappa and percent match values. Based on almost 

perfect agreement between the three raters, RN-SP-IO, this item will remain as written.  

SCCL Item: Fears 

 

The RN-IO pair had high agreement, which could be due to both observers being RNs. 

Based on the weak agreement between the RN-SP pair, this item requires revision. The low 

agreement between the RN-SP also suggests the need for increasing education on addressing 

patient fears through spiritual care interventions. 

SCCL Item: Music 

Because this item did not meet the .7 interrater agreement between the RN-SP pair, 

additional revisions in the music item and/or script content is needed, as well as indicating a need 

for more nursing education regarding use of music as a coping mechanism (Kerns & Dhingra, 

2012).  

SCCL Item: Meaningful Object 

Based on the general disagreement between all raters, RN-SP-IO, the meaningful object 



156 

 

 

spiritual care item requires revision in both the script and SCCL, as well as indicating a need for 

more nursing education regarding connection to meaningful objects as a spiritual intervention. 

SCCL Item: Veteran Culture (Past) 

Based on the general disagreement between the pairs, the veteran culture (past) spiritual 

care item requires revision in both the script and SCCL, as well as indicating a need for more 

nursing education regarding connection to past veteran culture as a spiritual intervention. 

SCCL Item: Veteran Culture (Present) 

 Based on the RN-IO and RN-SP raters’ kappa values, indicating random agreement, the 

veteran culture (present) spiritual care item requires revision in both the script and SCCL, as well 

as indicating a need for more nursing education regarding connection to present veteran culture 

as a spiritual intervention. 

SCCL Item: Family Support 

The family support item requires revision, as all raters were showing no common 

understanding of this spiritual care intervention. Also, this item could be merged with the social 

support item, or better differentiating the two items so that the family item only refers to 

immediate family, and the social support item only refers to support systems other than family.  

SCCL Item: Social Support 

Since the observers were largely in agreement, the family picture environmental cue will 

move to the family support item to make the spiritual care intervention for social support 

checklist item more clearly related to non-family social support. 

SCCL Item: Religion 

Although the raters were in agreement, contacting the pastor or other faith community 
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leader will be added as an intervention to the checklist. 

SCCL Item: Chaplain 

This item will remain as written, as it had good construct validity with both kappa and 

percent match.  

SCCL Item: Bible 

Although there was substantial agreement between all three raters, RN-SP-IO, including 

the interventions of offering sacred text and religious items will be added to the checklist. 

Nursing Education 

The SCI pre-post findings show a statistically significant increase in RN perceived ability 

to provide spiritual care after participating in the ten-minute spiritual care clinical scenario 

simulation and ten-minute debriefing (Burkhart et al., 2011). This included a statistically 

significant increase in spiritual care interventions and meaning making, which was the intention 

of the simulation. These findings support that simulation is an effective teaching strategy, which 

is consistent with the literature (Costello et al., 2012; Fink et al., 2014). There was no other 

simulation study in the literature that used the SCI tool for comparison. This study adds to the 

literature as this spiritual care simulation is designed specifically for a veteran and has a 

companion performance checklist, which fills a gap in the literature. 

Study Findings and the Extant Literature 

Simulation and Spiritual Care 

This study provides empirical evidence to support RN participation in a simulation with 

an SP increased nurse perceived ability to provide spiritual care, spiritual interventions, and 
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meaning making as measured by the SCI (Burkhart et al., 2011). In addition, the SCI had not 

previously been studied using simulation.  

Meaning Making 

The significant findings in the participant’s perception of meaning making on the SCI 

tool (Burkhart et al., 2011) could have been influenced through participation in the prebrief, 

simulation and debriefing method used in this study. The experiential self-reflection using the 

Plus-Delta method, SCCL and debriefing with the SP aligns with the National League for 

Nursing (NLN) and INACSL call to increase debriefing as a pedagogy outside of simulation to 

enhance “meaning-makers” (National League for Nursing [NLN], 2015, p. 6). The critical 

reflection with debriefing is “the process of coming to know why an action was taken reveals the 

knowledge, assumptions, values, beliefs, and feelings behind the action and attaches meaning to 

information” (National League for Nursing [NLN], 2015, p. 3). The debriefing method in this 

study included both expressive writing on the Plus-Delta form and face-to-face reflection. 

Findings of this study support simulation and the Plus-Delta debriefing method as an effective 

educational pedagogy.  

Advancing the SCiNP Theory 

 The SCiNP theoretical framework used in this study described spiritual care as a 

purposeful process of recognizing a patient cue for needed spiritual care, followed by a decision 

to engage or not engage in spiritual care and providing spiritual interventions (Burkhart & 

Hogan, 2008). Spiritual care affects both the nurse and the patient (Burkhart & Hogan, 2008). 

The first question the RN participant in this study was asked in the debriefing was to give a one-

word description of their emotions at that moment (INACSL Standards Committee [INACSL], 
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2016a). Some of the RN responses were: “Concern and empathy”; “Deeply touched and moved”; 

“Emotional”; “Eye opener and humbling”; “Sad”; “Satisfying”; “Touched”; “Unprepared”; and 

“Very good.” These emotional descriptors after a 10-minute spiritual care simulation from the 

nurse participant exemplify the emotional response after a spiritual care encounter and the 

debriefing provided an opportunity for reflection. This study further advanced and supported the 

SCiNP theory (Burkhart & Hogan, 2008).  

Gaps Resolved 

 The spiritual care clinical scenario simulation for a veteran and companion SCCL was 

developed to measure recognition of spiritual care cues and spiritual care interventions. The 

findings from this study contribute to the body of nursing knowledge, as this was a newly 

developed spiritual care clinical scenario simulation for a veteran at “risk for spiritual distress” 

(Herdman & Kamitsuru, 2014, p. 374) with a companion SCCL. This fills an education gap in 

creating an evidence-based simulation and provides a strategy to measure spiritual care using 

simulation. The SCCL is an evidenced-based tool that includes spiritual care cues and spiritual 

care interventions that nurses are mandated to know as part of professional nursing practice 

(ANA, 2010a). Also, the findings from the SCI demonstrate participation in the simulation 

experience (prebriefing, simulation, and debriefing) following INACSL Standards of Best 

PracticeSM and significantly improved RN perceived ability to provide spiritual care, spiritual 

interventions, and meaning making.  
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Implications for Research, Theory, Education, and Practice 

Research 

 Research is needed to further refine the SCCL based on study findings. The refined 

SCCL tool could be used in a new study to explore congruence between raters and/or be used as 

a simulation spiritual care self-assessment teaching tool for both student and practicing nurses. 

Also, future research could measure sustained change in RN spiritual care practices post 

simulation. In addition, initiatives to promote spiritual care in practice can be evaluated and 

compared to patient satisfaction, using the Hospital Consumer Assessment of Healthcare 

Providers and Systems (HCAHPS) (Centers for Medicare & Medicaid Services [CMS], 2015, 

June), and Press Ganey patient satisfaction change scores on hospital units where RN 

participated in the simulation experience could also add to the literature (Press Ganey, 2015a; 

Press Ganey, 2015b).  

 Promoting reflective practice/self care. In light of the RN emotions expressed during 

debriefing and potential for lingering emotions (Janzen et al., 2016), additional research could 

better evaluate that emotional response for further intervention. The findings from this study, and 

the reality of the emotional impact for both the RN from providing spiritual care, and risk for 

compassion fatigue, suggests a need to promote self-care. This is consistent with Janzen et al. 

(2016), Watson’s transpersonal caring theory (2008), and Burkhart/Hogan (2008) SCiNP theory. 

All recommend nurse reflective practice to promote nurse self-care. Although SWB is the 

desired spiritual care outcome for both patient (Puchalski, 2012) and nurse (Burkhart & Hogan, 

2008), spiritual well-being was not measured in this study. Future studies could include spiritual 

care educational programs for nurses, using this spiritual care scenario simulation and 
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companion SCCL, measuring the effect of the program on spiritual wellbeing in addition to 

perceived ability to provide spiritual care.  

Theory  

 This study sought to determine whether this spiritual encounter is recognizable and 

measurable by an IO, which was verified through the completed SCCLs for each simulation 

experience. The philosophy for this study was Watson’s transpersonal caring theory (2008) with 

Dr. Burkhart and Dr. Hogan’s SCiNP (2008) as the theoretical framework. Although the RN and 

SP both verbalized positive spiritual care interventions and connection based on the SCCL in the 

debriefing, future theoretical research from this study could include the RN, SP, and IO also 

writing out any “caring moment” experienced during the simulation as part of the post simulation 

data collection (Watson, 2010, p. 118). Comparing the RN, SP, and IO similarities/dissimilarities 

in the chosen “caring moment” could help determine whether the “caring moment” is 

recognizable and measurable by different viewpoints to further develop the Watson 

Transpersonal Caring Theory (Watson, 2008; Watson, 2010, p. 118).  

Education 

 The SCCL items for anxiety, physical suffering, and offer to call chaplain had high 

interrater congruence. Items on the SCCL that had lower congruence between observers included 

interventions addressing insomnia and fear, meaningful objects, present veterans’ experiences, 

and family support. This suggests a need to develop and incorporate spiritual care education, as 

well as education related to veteran needs. This education could include listening skills, the 

importance of music and/or meaningful items as spiritual care. Although connection to Higher 

Power/Faith Ritual items were highly congruent and some nurses read from the Bible and 
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prayed, other participants verbalized discomfort especially if their faith tradition was different 

from the SP. These findings also highlight the need for increased nursing education and practice 

providing spiritual care for veterans, which could be done in the simulation environment. In 

addition, further incorporation of Watson’s (2008) caring theory and Burkhart and Hogan’s 

(2008) SCiNP into nursing education to promote reflective practice and self-care could reduce 

nurse compassion fatigue, but this also requires additional research. 

Practice 

 Approximately “23 million veterans live in the United States and Puerto Rico” and only 

“8 million veterans are enrolled in the Veterans Health Administration (VHA)” (Anthony et al., 

2012, p. e145). This leaves millions of veterans receiving healthcare in non-VHA centers 

(Anthony et al., 2012, p. e145; Johnson et al., 2013). Therefore, it is essential that both student 

nurses and practicing nurses know how to tend to the unique spiritual needs of the veterans.  

Watson Caring Theory and VA Affiliations 

 Watson has developed the Watson Caring Science Institute (WSCI) for which three VHA 

hospitals have an affiliation (Watson Caring Science Institute [WCSI], 2015). These three VHA 

hospitals affiliated with WSCI include James A. Haley Veterans’ Administration Medical Center 

(VHAMC) in Florida, Washington D.C. VHAMC, and the Atlanta VHAMC. Affiliation with 

WSCI indicates a commitment to integrate caring science into nursing policy and care for 

patients, families, staff and surrounding communities. WSCI affiliates must also provide 

evidence of investing in leadership to transform the environment to holistic health and healing 

through participation in programs such as the “Caritas Coaches” (WCSI, 2015, p. 1). The 

“Caritas Coach Education Program” (CCEP) is a reflective six-month program offered through 
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WCSI that is accredited through the American Nurses Credentialing Center (AACN) (Watson 

Caring Science Institute [WCSI], 2016, para. 2, 3). Affiliation with WCSI also requires a 

commitment to research that impacts safe, quality, patient care and patient perception of care 

provided (WCSI, 2015). More VHA hospitals could join Watson’s Caring Science Institute 

(WSCI) and collaborate with other VHA hospitals currently affiliated with WSCI (Watson 

Caring Science Institute [WCSI], 2015). This simulation could be used to foster these initiatives. 

Conclusion 

 These findings support CVI using content experts as a valid means to develop a spiritual 

care clinical scenario and companion performance checklist. The SP provided the opportunity to 

create a realistic patient care clinical situation for the encounter. This study provides data on how 

spiritual care is perceived in practice from multiple viewpoints using both the kappa statistic and 

percent agreement value. Interrater congruence using kappa statistic and percent match supported 

construct validity for three items on the SCCL (anxiety, physical suffering, chaplain). Further 

refinement is needed for the remaining items, simulation, and SCCL. Lack of interrater 

congruence could be due to a need for nursing education. Perceptions of spiritual care levels of 

congruence are different based on type of spiritual care and by rater. There was a statistically 

significant increase in RN perceived ability to provide spiritual care after experiencing the 

simulation experience (prebriefing, simulation, and debriefing) (p < .001). Nurse theorists 

Burkhart and Hogan (2008) and Watson (2008) imply that spiritual care is not an assessment 

survey, rather an awareness and assessment in the moment the need arises. The spiritual care 

clinical scenario simulation and companion SCCL was designed with that in mind.  
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 This study supports that spiritual care can be observed and measured using simulation 

science. Although this simulation was designed for the unique needs of a veteran, spiritual care 

should be weaved into all simulation scenarios as nursing practice is holistic and there are 

benefits associated with spiritual care. It was evident through observing the scenario and 

participating in the debriefing that the RN was touched and impacted from the simulation 

experience. It was important for the observers to take the time to pause, sit, and process the 

simulation spiritual care experience, using both the written and face-to-face verbal connection to 

promote feedback, reflection, and meaning making. It is important for nurses to possess spiritual 

care companioning skills to promote meaning and purpose, connection, transcendence, hope, and 

ultimately SWB for self and others. Florence Nightingale, the founder of modern nursing saw 

nursing as spiritual and encouraged nurses to include nature in healing by providing optimum 

environments for the patients to heal, which includes soldiers (Calabria & Macrae, 1994). The 

same standard to nurses to provide optimum healing environments that include a caring presence, 

pausing, listening, compassionate, loving, and honorable care of the human spirit of our patients 

and nation’s heroes, our soldiers and veterans remains today. 
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APPENDIX B 

SPIRITUAL CARE ATTRIBUTES/PERSPECTIVES/THEORY 



 

 

Literature Source Purpose Approach Findings/Discussion Spiritual Care 

Battey (2012, 

December)  

Nurse spiritual care 

expert exploration 

of present standing 

of perspectives of 

nurse managers and 

regarding spiritual 

care and barriers; 

review of hospital 

accreditation, 

guidelines, and 

patient satisfaction 

surveys.  

No identification of 

approach to literature 

review.  

 

Provides an overview of 

these areas: 

Problem  

Status of medical 

education and nursing 

education  

Hospital standards 

Holistic health  

Perspectives of hospital 

administration, managers, 

nursing students, and 

chaplains. 

Barriers: 

Organization, lack of 

guidelines, and role.  

 

Stresses ethical concerns 

related to spiritual care; 

Spiritual care programs may 

not be for all nurses; need to 

assess maturity and 

willingness for programs. 

 

Proposes use of Humanizing 

Nursing Communication 

Theory (Duldt et al., 1984, 

Duldt & Giffin, 1985, & 

Duldt 1991, 2002 as cited in 

Battey, 2012); author’s 

spiritual care program, 

textbook and theory: Theory 

of Spiritual Care in Nursing 

Practice. She briefly 

describes the theory 

acronym “BVMGR”: 

“Beliefs”; “Values”; 

“Meanings”; “Goals”; 

“Relationships” (p. 1017-

1018). 

Explains the goals of 

spiritual care as          

5 R’s: 

1.Recognize spiritual 

distress and how 

patient defines 

spirituality.  

2. Respond with 

human compassion.  

3. Record adhering to 

legal, ethical, and 

organization.   

4. Report to those 

applicable.             

5. Refer to pastoral 

support (Duldt, 1991; 

Battey, 2008; as cited 

in Battey, 2012). 

1
6
8
 



 

 

Literature Source Purpose Approach Findings/Discussion Spiritual Care 

Como (2007)  

 

 

 

 

Literature review of 

empirical and 

spiritual care 

literature. 

Exploratory ROL 

1986-2006 

(n = 12). 

 

Categories: 

Patients   

Nurses 

Categories: 

Definitions of spirituality; 

spiritual health; spiritual 

practice; 

Nurses; Patients. 

 

Defines spiritual practices 

and nursing spiritual care as 

facilitating one’s spiritual 

practices (both existential 

and religious) seen as health 

promoting behaviors that 

can contribute to beneficial 

health outcomes. 

In article Table 4 lists 

40 spiritual practices 

that nurses can 

support (a few will be 

listed below):  

• Listening/silence 

• Life review 

• Religious symbols & 

sacred text 

• Prayer 

• Music/Song 

• Art 

• Caring 

• Complementary  

• Trust 

• Love 

• Presence 

• Gratitude 
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Literature Source Purpose Approach Findings/Discussion Spiritual Care 

Kalish (2012)  Review spirituality 

and spiritual care 

evidence-based 

literature. 

Exploratory ROL of 

research studies during 

(June 2010–December 

2011)  

(n = 50). 

Two themes: 

1. Spiritual care outcomes 

including QOL; Barriers.       

2. Development and Testing 

of Tools: FICA, SSCR, and 

SCGS). 

Findings: Lack of clarity on 

concept of spirituality and 

team role providing spiritual 

care; no studies during this 

time period included 

interprofessional spiritual 

care provision; own 

spirituality impacts 

provision of spiritual care; 

Barriers include lack of 

education and team roles. 

Suggests need for defining 

interdisciplinary team roles; 

spiritual care education for 

interdisciplinary team. Also 

spiritual assessments should 

be conducted by experts, 

and “generalists” screen and 

obtain history. 

 

 

1
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Literature Source Purpose Approach Findings/Discussion Spiritual Care 

Monareng (2012)  

 

 

Aim: spiritual care 

operational 

definition and how 

spiritual care is 

provided. 

 

(South Africa)  

 

 

 

Exploratory ROL 

(overview of literature 

using various sources) 

and qualitative study. 

 

Grounded theory  

Symbolic interactionism 

(SI) 

Individual (n = 4) 

Focus groups (n = 4) 

Walker & Avant concept 

analysis method. 

 

Audiotape and 

transcription of focus 

group interviews; constant 

comparison; coding. 

 

Nurses from an academic 

hospital in South Africa 

(variety of patient care 

units). 

 

Provides chart of definitions 

of spiritual care from both 

the existential and religious 

perspectives. 

 

Antecedents: 

Spiritual discomfort; 

Nurse’s self-awareness  

Sensitivity; Trust; and 

Spiritual competence.  

Attributes: see spiritual care 

column.  

Consequences: 

Spiritual integrity; sense of 

well-being; spiritual health. 

 

Qualitative study findings: 

Barriers: Deficit of 

knowledge; not top priority; 

no protocol to provide 

direction. 

Main variable from 

ROL: 

“Caring presence” 

includes (hope, 

compassion, empathy, 

concern, respect). 

Defining attributes: 

• Caring presence 

• Meaning/purpose 

• Spiritual 

conversation 

• Transcendence 

• Harmony with 

connections 

 

For interview: 

Spiritual care in 

nursing includes: 

• nurse 

• Religious texts 

    and symbols 

• Interaction for 

meaning with 

    concern and  

    love 

 

1
7
1
 



 

 

Literature Source Purpose Approach Findings/Discussion Spiritual Care 

Ramezani, Ahmadi,  

Mohammadi, & 

Kazemnejad (2014, 

June)  

 

 

 

Concept analysis  Years 1950-2012 in 

English and Persian 

151 articles and 7 books 

 

Walker & Avant concept 

analysis method. 

Antecedents: 

Aware of the transcendent 

Self-aware 

Affiliated with faith 

tradition 

Sensitive 

Intentional 

 

Consequences: 

Nurse: Awareness of 

spiritual & job satisfaction 

Patient: 

Healing; SWB; Adapts 

psychologically; Patient 

satisfaction. 

Healing presence 

Nurse (therapeutic) 

Intuition 

Patient focused 

(meaning) 

Explores 

Environment 

(nurtures) 

Therapeutic 

 

 

Rushton (2014)  Identify barriers to 

spiritual care. 

Exploratory ROL 

(n = 136) 

Main barriers: 

Definition 

Lack guidelines 

Lack education 

Lack training 

Lack time. 

 

Recommend: 

Define spirituality and 

nurse’s role for clarity, and 

training and education. 

Holistic care is essential to 

meet the patient needs. 

NA 

1
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Literature Source Purpose Approach Findings/Discussion Spiritual Care 

Wright (2008)  Article is an author 

developed review 

of spiritual care 

model: 

Trinity Model 

seven spiritual care 

practices nurses can 

use with suffering.  

 

Nurse expert from 

Calgary shares 

private practice and 

research regarding 

suffering. 

NA Author summarizes 

previous research she 

conducted and shares 

verbatim conversations. 

7 Spiritual Care 

Practices: 

1. Sit with patient; be 

present; stay focused; 

communicate 

therapeutically. 

2. Allow sharing of 

story and its impact on 

life and relationships. 

3. Active listening. 

Shared example of 

involving family in 

interpretation of staff 

plan. 

4. Compassion, Love, 

and Connection. 

5. Acknowledge both 

the person and the 

suffering. 

6. Exploration of the 

meaning/purpose. 

7. Offer hope. 

 

1
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APPENDIX C 

LITERATURE REVIEW OF SPIRITUAL CARE



 

 

  

Author/Source Study Question 

& Purpose 

Design/Sample/ 

Instrument/Analysis 

Findings/ 

Spiritual Care 

Baldacchino 

(2006) 

Determine 

spiritual care 

competencies:  

A) Two closed-

end questions 

inquiring about 

patient spiritual 

distress 

situations and 

outcome 

evaluation. 

Plus 5 open-

ended questions: 

nursing care 

related to 

spiritual 

distress/what 

enhances and/or 

is a barrier to 

providing 

spiritual 

care/learning/and 

comments. 

B) Qualitative 

study–detailed 

interview. 

Descriptive, exploratory 

two-part study; 

Nurses from Malta 

caring for myocardial 

infarction patients.  

 

Part A: (n = 77) 

Part B:  

Stratified random  

(n = 14) 

 

Content validity of 

questions through expert 

RN, chaplain, and 

ethicist. 

 

Interviews required 

translation. 

 

Four main competencies: 

1) Nurse as professional and person. 

2) Delivery of care using nursing process.                    

3) Nurse communication with patient, team, and 

larger educational/clinical organizations. 

4) Ethical protection  

Barriers: 

Time, heavy workload, lack privacy, perceive it is 

chaplain’s role; different faith tradition from 

patient; lack spiritual tools; lack education; lack 

reflection. 

 

Spiritual Care: 

• Empathy 

• Quiet environment 

• Religious coping 

• Instill hope 

• Meaning & purpose 

• Family connection 

• Refer to chaplain 

• Inter-collaboration  

 

1
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Author/Source Study Question 

& Purpose 

Design/Sample/ 

Instrument/Analysis 

Findings/ 

Spiritual Care 

Belcher & 

Griffiths (2005, 

September)  

Determine: 

Nurses’ 

Personal and 

professional 

spirituality; 

Spiritual 

practices; Ability 

to incorporate 

own spirituality 

to patient care 

including any 

discomfort. 

Descriptive, qualitative 

survey with 15 open-

ended questions with 

hospice nurses (n = 

204). 

 

Content analysis of 

survey questions. 

Own spirituality expressed through own faith 

rituals, prayer, meditation, journaling, and music; 

> 50% had relationship with Higher Power. 

1) Reasons might not provide spiritual care: 

If patient doesn’t believe in God; Patient not 

communicative; Short length of stay; different 

religion of patient or organization; family issues; 

beliefs differ from patient  

Barriers: Lack knowledge; No tool; 

Embarrassment; Hesitant; Reliance on 

Chaplain/Social Worker; Patient/Family 

relationships; Time; Workload. 

1) How did RN learn spiritual care? 

Hospice work; pastoral care team; own religion 

and education; 3) Further spiritual care.  

4) Collaborate with team   

Spiritual Care: 

•    Verbal and non-verbal communication. 

• Be positive; Express hope; Respect; Empathy. 

• Support; Prayer (silent and verbal if requested   

or if appropriate); Humor; Art; Storytelling; 

Therapeutic touch; Healing touch; Ask patient; 

Listen to stories; Empathy; Trust; Assess habits  

    Check non-verbal cues such as symbols   

(religious items). 

• Also includes support and encouragement to 

colleagues. 

1
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Author/Source Study Question 

& Purpose 

Design/Sample/ 

Instrument/Analysis 

Findings/ 

Spiritual Care 

Deal & 

Grassley 

(2012, 

November 

December)  

Explore 

nephrology 

nurses caring for 

hemodialysis 

patients in 

acute/chronic 

units. 

Qualitative interviews 

(half hour to one hour) 

inquiring about a 

spiritual care memory, 

patient’s spiritual 

distress; own spirituality 

and spiritual growth 

(n = 10) saturation. 

 

Recorded and 

transcribed using 

Colaizzi’s (1978) 

phenomenological 

method; participants 

were sent transcription 

to add anything if 

desired. 

Five themes: 

Patient/nurse get close; nurses rely on own 

spiritual resources; sense patient’s spiritual 

distress; lack of resources; deep connection and 

emotional element and cost associated with 

spiritual care. 

 

Barriers: 

Time, lack of space, emotional, afraid to overstep 

boundaries. 

 

Spiritual Care: 

• Intimate 

• Listen 

• Touch 

• Sit 

• Look in eyes 

• Kindness 

• Respect 

• Connect to religious support/chaplains 

• Religious text 

• Prayer 

• Create “holy” environment (p. 476) 
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Author/Source Study Question 

& Purpose 

Design/Sample/ 

Instrument/Analysis 

Findings/ 

Spiritual Care 

Dunn, 

Handley, & 

Dunkin (2009, 

March)  

Explore 

spirituality, 

SWB and 

spiritual care.  

Descriptive, 

correlational  

RNs working on 

maternal/infant unit     

(n = 33). 

 

Spiritual Perspective 

Scale 

 

Spiritual Well-Being 

Scale 

 

Two Qualitative 

questions: 

How often assess 

spiritual needs and what 

interventions provide. 

Analysis: Descriptive 

and correlational stats. 

 

Qualitative using 

Colaizzi’s method 

(themes/ 

descriptions). 

Sig. correlation SPS and SWBS and subscales 

RWB & EWB. 

 

Qualitative: 

1. Assessment: Most stated on admission and first 

time with patient; 4 rare. 

2. Spiritual care (see spiritual care column). 

 

Highly religious sample; No correlation to 

religious attendance possibly due to working long 

shifts on weekends. 

 

Spiritual Care: 

•   Prayer for patient and self 

•   Refer to chaplain or own clergy 

•   Bible 

•   Rituals 

•   Assist baptisms 

•   Listen 

•   Talk 

•   Answer questions 

•   Touch 

•   Hugs 

•   Positive words 

•   Respect beliefs and culture 

•   Connect family 

 

 

 

 

1
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Author/Source Study Question 

& Purpose 

Design/Sample/ 

Instrument/Analysis 

Findings/ 

Spiritual Care 

Gallison, Xu, 

Jurgens, & 

Boyle (2013, 

June) 

 

Identify barriers 

in provision of 

spiritual care to 

hospital in-

patients. 

Exploratory, descriptive 

with nurses working on 

medical units of major 

medical center 

(n = 120);  

Online survey 

Conceptual framework:  

Synergy model 

Spiritual Care Practice 

Tool (SCP)—Likert 1-5; 

2 part: 

I—measures % nurses 

providing spiritual 

support 

II—% barriers 

(Vance, 2001) 

I—( = .87)  

II—( = .64) 

Plus two open-ended 

questions: First: Identify 

barriers; Second: 

Identify a meaningful 

spiritual care 

intervention provided. 

Analysis: Descriptive 

statistics for SCP data; 

Content analysis with 

qualitative questions. 

SCP findings: 

I—Approximate nurse provision of spiritual care at 

best level was 1/3 nurses; 96% (n = 114) know 

spiritual care part of role; almost 50% have rare 

participation in own spiritual practices. 

II—Barriers reported: 

Time (68%) 

Privacy/beyond scope (50%) 

1/3 unsure if was preaching; 

Different beliefs than nurse (21%). 

 

Open-ended question to identify barriers: 

• Time (39%) 

• System (30%) 

• Patient resisting (17%) 

• Lacking education (17%) 

 

Open-ended questions: 

Meaningful spiritual care provided: 

• Make referrals (44.3%) 

• Pray with patients/families (34%) 

• Be present to patients/families (17%) 

• Use hospital resources (13%) 

1
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Author/Source Study Question 

& Purpose 

Design/Sample/ 

Instrument/Analysis 

Findings/ 

Spiritual Care 

McBrien 

(2010, July)  

Explore ER 

nurses spiritual 

care practice. 

Descriptive, exploratory. 

 

RNs work in Emergency 

Room in Ireland           

(n = 10). 

 

Semi-structured 

interviews 

and reflective journal 

kept by researcher 

(pilot tested first with 5 

RNs). 

 

Template analysis 

 

 

3 themes: Connectedness, 

Belief/Faith and Hope, and 

13 sub-themes of spiritual care described in 

spiritual care column. 

 

Barriers: 

• Time 

• Lack of privacy 

• Lack of education 

 

Spiritual Care: 

• Sit 

• Listen 

• Prayer 

• Comfort measures 

• Presence 

• Honesty 

• Empathy 

• Connection 

• Religion/Chaplain 

• Spend time 

• Help 

• Reassure 

• Touch 
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Author/Source Study Question 

& Purpose 

Design/Sample/ 

Instrument/Analysis 

Findings/ 

Spiritual Care 

Monareng  

(2013)  

Explore and 

describe how 

nurses’ provide 

spiritual care.  

 

Unstructured 

individual: 

“What do you 

understand by 

spiritual nursing 

care and how do 

you provide such 

care for your 

patients?” 

(Monareng, 

2013, p. 3). 

 

Individual 

interviews 

guided focus 

group six 

questions. 

 

Qualitative, explorative, 

descriptive study with 

RNs working at a public 

hospital in South Africa 

(N = 28). 

Individual (n = 4), 

Focus group (n = 24), 

observation, and field 

notes. 

 

Audiotaped 

Transcribed verbatim; 

Coding 

Constant comparison 

Symbolic interactionism 

(SI). 

Derived four themes: 

1. “Meaning of spiritual nursing care” (p. 4). 

2. “Nurse relationships in the health care context” 

(p. 5). This included the nurse and patient’s 

relationship. Some participants referred to patient 

made in image of God and the importance of 

treating the patient as a human not a room number 

or by disease. 

3. “Provision of spiritual nursing care” (p. 5). As 

listed in spiritual care column. Also discovered 

spiritual care was provided on nurses’ own 

initiative, not required as nurse. 

4. “Challenges in the provision of spiritual nursing 

care” (p. 6). 

Barriers: 

State inadequate education, different beliefs from 

patient and nurses; different cultures; need for 

mutual consent from patient; limited time. 

Spiritual Care: 

• Respect person as a holistic human being.  

• Good attitude 

• Compassion/Courteous 

• Promote transcendence 

• Reciting scripture 

• Symbols for prayer 

• Refer to chaplain or patient’s own spiritual 

leader 

• Most common were: Prayer & 

singing spiritual songs 

 

1
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Author/Source Study Question 

& Purpose 

Design/Sample/ 

Instrument/Analysis 

Findings/ 

Spiritual Care 

Nardi & Rooda 

(2011, July-

August)  

Explore senior 

nursing students’ 

awareness of and 

application of 

spiritual care 

interventions. 

 

 

 

Included 

NANDA-I, NIC, 

and NOC. 

Exploratory mixed 

method with senior 

nursing students     

(n = 86) from two 

different programs (one 

private/one public). 

 

The Spirituality Scale 

was developed for study 

using ROL. 

With construct validity 

by experts from Parish 

Nurse program (# not 

identified) (alpha r = 

.949). 

Scale has 3 parts: 

Demographics; open-

ended question (How 

spiritually connected are 

you?; 45 questions 30 

related to beliefs/values 

and 15 to interventions. 

(76-161 possible points) 

T-test, regression 

analysis; Factor analysis 

revealed 5 themes to 

create spiritual care 

practice theory. 

No significant difference between groups             

(p = .507). 

Combined mean 128.76 

On The Spirituality Scale. 

98% students in private school report learning 

spiritual care whereas 39% of students in public 

school). 

 

5 Factors: 

1. Value and support others 2. Use of nursing 

process 3. Use of self (need 

relationship/prayers/own energy impact)  

4. Interventions 5.Outcomes. 

 

Qualitative questions 3 themes: 1. Metaphysical  

2. Aware of metaphysical   

3. Emotional experience and rewards of providing 

spiritual care. 

 

Developed a practice theory: Nurse aware of 

patients’ needs leads to nurse’s interventions and 

mutual agreement with patient outcomes 

Included in the practice theory developed: 

Prayer 

Meditation 

Presence 

Assessment 

Support 

Facilitation 1
8
2
 



 

 

Author/Source Study Question 

& Purpose 

Design/Sample/ 

Instrument/Analysis 

Findings/ 

Spiritual Care 

Smyth & Allen 

(2011)  

Explore and 

describe nurse’s 

definition of 

spirituality and 

provide spiritual 

care. 

2-phase mixed methods 

explanatory descriptive 

8-item questionnaire 

(content verification by 

palliative 

intercollaborative team).  

Phase 2: Three 

unstructured focus 

group with nurses from 

a medical acute care unit 

(terminally ill patients) 

in rural area in 

Australia. 

 

Questionnaire and focus 

group sequential 

analysis and 

triangulation; Themes 

from transcribed data 

and coding. No mention 

of audiotape. Notes 

from researcher. 

Four themes: 

Understand spirituality; 

Assessing spirituality; Barriers to providing 

spiritual care; and education. 

 

Lack clarity in defining spirituality; no formal 

assessment tool; do assess and provide spiritual 

care. 

Patients are placed on an acute care unit. 

 

Barriers: Time, organization, staffing/colleagues 

different opinions, high acuity, if patient non-

communicative. 

 

Spiritual Care: 

• Be with them 

• Have pets visit 

• Connect minister 

• Hold hands 

• Assess cues 

• Listen, observe how interacts, sleep habits, 

pain, emotions 
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Author/Source Study Question 

& Purpose 

Design/Sample/ 

Instrument/Analysis 

Findings/ 

Spiritual Care 

Wallace & 

O’Shea (2007, 

Nov-Dec)  

 

 

 

 

Perceptions of 

older nursing 

home residents 

at end-of-life on 

spirituality and 

spiritual care. 

Quantitative descriptive 

survey with residents 

from two faith-based 

nursing homes 

(n = 26). 

 

Spirituality & Spiritual 

Care Rating Scale 

(SSCR) with (4-

subscales) 

For this study:  

1. Spirituality ( = .77) 

2. Spiritual Care               

( = .69) 

3. Religiosity ( = .71) 

4. Personalized care     

( = .65) 

 

SSCR (0-68) 

Mean 51.36  

Indicates moderate view of spirituality (less on 

religiosity). 

 

 

Participants suggest the following to support their 

spiritual health: 

• Connect to religious support 

• Kindness 

• Spend time listening  

• Presence 

• Respect 

• Support friendships and needs related to 

forgiveness 

• Play music 

• Time in nature 

 

1
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APPENDIX G 
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APPENDIX H 
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APPENDIX I 
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APPENDIX J  
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APPENDIX K 

LOYOLA UNIVERSITY CHICAGO, IRB APPROVAL LETTER



203 

 

 

 



204 

 

  



205 

 

 



 

206 

 

 

APPENDIX L 

LOYOLA UNIVERSITY CHICAGO, IRB AMENDMENT APPROVAL LETTER
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APPENDIX M 

EMAIL INVITATION TO VA REGISTERED NURSES  

TO PARTICIPATE IN STUDY
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APPENDIX N 

STUDY INFORMATION SHEET
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APPENDIX O 

INACSL STANDARDS OF BEST PRACTICE: SIMULATIONSM 
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International Nursing Association for Clinical Simulation and Learning (INACSL) standards of 

best practice: SimulationSM 

 

INACSL Standards of 

Best Practice: Simulation 

Standard description and inclusion 

 

 

Standard I: Terminology 

 

 

 

 

 

• Standardized terminology is necessary to facilitate clear 

communication and understanding (Meakim et al., 2013).  

 

• The terminology used in the simulation was defined. These 

terms include: Clinical scenario (participant preparation, 

prebriefing, patient information, and objectives), and 

standardized patient (SP). 

Standard II: Professional 

Integrity of Participant(s) 

• The standard emphasizes essential to be professional and 

respectful of all participants. Confidentiality of all 

information pertaining to the simulation must be maintained 

to reduce bias and not impact learning objectives or research 

results (Gloe et al., 2013). 

 

• The professional integrity of participants was maintained by 

instructing all participants to maintain all simulation content 

before and after the simulation confidential with rationale to 

maintain integrity of the study. Constructive feedback was 

given honestly with respect shown towards all participants. 

Standard III: Participant 

Objectives 

 

 

 

 

 

 

 

 

• The standard emphasizes the need for clearly written 

objectives for participants to be available before the 

simulation. The objectives need to include all domains of 

learning, be appropriate to skill level, align with patient care, 

be evidence-based, holistic, reasonable to time allotted, and 

pilot tested (Lioce et al., 2013). 

 

• The participant objectives for this spiritual care clinical 

scenario simulation included all domains of learning, were 

appropriate for practicing RNs, and reasonable for the allotted 

time frame. The “Spiritual Care Cue & Intervention 

Checklist” was developed based on the evidence, is holistic, 

and was pilot tested. 

 

Standard IV: Facilitation • This standard states facilitation must include orientation to 

pre, during, and after simulation training for the participants 

(Franklin et al., 2013). Cues for the scenario can come from 

the patient and environment (Franklin et al., 2013). 

 
• Facilitation of the simulation and debriefing included the 

facilitator providing the SP with training to the role, script, 

education, and practice sessions.  
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• Facilitation of the prebriefing/simulation/debriefing included 

the facilitator providing all RN participants with an 

orientation to the simulation environment and providing an 

overview of all phases of the 

prebriefing/simulation/debriefing with questions answered. 

 
• The clinical simulation scenario included both patient and 

environmental cues. 

Standard V: Facilitator • This standard reiterates the above standards that the facilitator 

present clear objectives and outcomes, maintain safety, 

fidelity, and appropriate content for the learner that is 

evidence-based. Facilitator reflects professionalism, 

encourages self-evaluation, reflection, and peer review in the 

debriefing process, and collects evaluation of simulation from 

participants (Boese et al., 2013).  

 
• The facilitator presented clear objectives and outcomes of the 

simulation during the consenting process. Safety was 

maintained through orientation to environment and all 

equipment was in working order. Fidelity was maintained by 

portrayal of real-life based on the evidence in the literature. 

Content was based on a review of the literature, as described 

in Chapter Two. The facilitator followed a script in the 

consenting process and debriefing process using the Plus-

Delta method. Evaluation of the simulation was done during 

the pilot-testing phase. At the conclusion of the debriefing the 

facilitator asked the RN participant if they had any further 

comments. 

Standard VI: The 

Debriefing Process 

• This standard requires debriefing be done by a competent 

facilitator in a trusting environment by a person who has 

observed the simulation. The standard requires adequate time 

be given for debriefing based on the objectives and content of 

scenario and offers some flexibility. The standard also 

recommends stating expectations for debriefing include a 

critical self-reflection. Debriefing should include positives 

and any gaps related to objectives (Decker et al., 2013). 

 
• The facilitator completed on-line simulation training modules 

at University of Washington (see Appendix OO), has two 

years of simulation experience as a graduate assistant and 

adjunct clinical faculty member, and critical incident 

debriefing training. 

 
• The debriefing process was pilot tested and deemed sufficient 

time. The SP received training on the debriefing process and 

the RN was oriented to the debriefing process with any 

questions answered. 
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Standard VII: Participant 

Assessment and 

Evaluation 

 

 

 

 

 

• This standard identifies assessment and evaluation types 

(formative, summative, or high-stakes evaluations) to 

measure objectives or outcomes desired. Formative 

evaluation promotes personal and professional growth to 

move toward meeting objectives. Summative evaluation 

focuses on the measuring of outcomes or achieving 

objectives. High-Stakes evaluation is used in high 

consequence situations (Sando et al., 2013). 

 
• This spiritual care clinical scenario simulation is part of a 

research study and not an educational activity. Participant 

assessment and evaluation was accomplished with a degree of 

formative assessment occurring during the debriefing as the 

RN participant and SP evaluated the care provided.   

Standard VIII: Simulation-

Enhanced 

Interprofessional 

Education (Sim-IPE) 

• This standard is for interprofessional simulation (Decker et 

al., 2015), which is not applicable for this study. 

 

 

Standard IX: Simulation 

Design 

• This standard has identified elements to be considered when 

designing a simulation to achieve objectives. These include 

assessment of need, objectives, formatting, clinical scenario, 

fidelity, facilitator, briefing, debriefing, evaluation, prepping 

participant, and testing design (Lioce et al., 2015). 

 
• The clinical scenario simulation design included a literature 

review and synthesis to determine the evidence-based patient 

cues and interventions to be included in the simulation as well 

as using the experts to ensure that the simulation is accurate.  

 

Note. The standards listed above are from The International Nursing Association for Clinical 

Simulation and Learning (INACSL) Standards of Best Practice: SimulationSM cited in the 

Clinical Simulation in Nursing journal. A citation for each INACSL standard described is listed 

within Appendix O. RN = Registered Nurse; SP = Standardized Patient. 



 

217 
 

 

APPENDIX P 

PREBRIEFING/FOCUSED ASSESSMENT/SIMULATION SET-UP/ 

CLINICAL SCENARIO SIMULATION SCRIPT
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APPENDIX Q 

PLUS-DELTA DEBRIEFING FORM 
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APPENDIX R 

ADDITIONAL DEBRIEFING FORM USED IN SECOND PILOT SESSION STUDY 

SESSION AND RESEARCH STUDY DEBRIEFING SCRIPT
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APPENDIX S 

EMAIL INTRODUCTION TO REVIEW THREE AND FOUR CONTENT EXPERTS
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APPENDIX T 

UNIVERSITY OF ILLINOIS AT CHICAGO, DR. ALLAN L. AND MARY L. GRAHAM 

CLINICAL PERFORMANCE CENTER USE OF MATERIALS PERMISSION LETTER
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APPENDIX U 

G-POWER ANALYSIS FOR SAMPLE SIZE AT 0.80 POWER
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APPENDIX V 

 

G-POWER ANALYSIS FOR SAMPLE SIZE AT 0.80 AND 0.95 POWER
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APPENDIX W 

G-POWER ANALYSIS FOR SAMPLE SIZE AT 0.95 POWER
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APPENDIX X 

 

INCLUSION CRITERIA SCRIPT
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APPENDIX Y 

EMAIL REMINDER TO VOLUNTEER RN PARTICIPANTS
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APPENDIX Z 

VA AGENT CASHIER VOUCHER FOR HONORARIA
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APPENDIX AA 

PARTICIPANT DEMOGRAPHIC COLLECTION SHEET
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APPENDIX BB 

DESCRIPTIVE SAMPLE CHART
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Study Sample    (N = 40)  

Mean age of respondent  52.55 

Gender of respondent 

 

Female                                    37 (92.5%) 

Male                                          3 (7.5%) 

Ethnicity 

 

African American                     1 (2.5%) 

Asian                                       13 (32.5%)        

Caucasian                                21 (52.5%)      

Hispanic                                    5 (12.5%) 

Religion 

 

Catholic                                   24 (60%) 

Non-Catholic Christian           13 (32.5%) 

None                                          3 (7.5%)                                                                                            

Highest Level Education 

 

Associate or Diploma degree    5 (12.5%)   

Bachelor’s degree                    22 (55%)               

Master’s degree                       13 (32.5%) 

Current Specialty Area at VA Out-Patient                              19 (47.5%) 

In-Patient/Operating Room     21 (52.5%)                     

 

Veteran: 

Yes 

No 

Missing 

 

 

5   (12.5%) 

34 (85%) 

1   (2.5%) 



 

254 
 

APPENDIX CC 

FINAL SPIRITUAL CARE CUE AND INTERVENTION CHECKLIST
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APPENDIX DD 

CALCULATION KAPPA
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Example of Cross-Tabulation for Kappa Calculation 

 IO   

 Not Performed Performed Total 

RN Not Performed 

              Performed 

Total 

11 

 4 

15 

4 

19 

          23  

15 

23  

38 IO/RN 

Demonstration of the formula to hand calculate kappa for concept music using Hallgren’s (2012) 

example will be calculated below: 

K = P (a) - P (e) 

             1 - P (e) 

 

P(a) 11 + 19   = .79 PObserved 

            38 

 

IO 23/38  = .61    RN 23/38  = .61 

 

a = actual; e = expected; K = kappa 

 

“The probability of obtaining agreement about the [performance of demonstration of importance 

of music] if ratings were assigned randomly between [raters] would be [.61 x .61 = 0.37], and the 

probability of obtaining chance agreement about the absence of [not performing demonstration 

of importance of music] would be [(1–.61) x (1–.61) or (39) x (39) = 0.15]. The total probability 

of any chance agreement [(performed/not performed)] would then be [0.37 + 0.15 = 0.52 Pchance ] 

and K = [(.79–0.52)/(1–0.52) or (0.27/0.48) = .56]” (Hallgren, 2012, p. 27). 
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APPENDIX EE 

SPIRITUAL CARE INVENTORY INSTRUMENT 
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APPENDIX FF 

SPIRITUAL CARE INVENTORY INSTRUMENT AUTHOR PERMISSION LETTER
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APPENDIX GG 

CONTENT VALIDITY REVIEW ONE SUMMARY
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Items 

(Script and comments described in 

detail above) 

Three content experts responses  

Item–content validity index (I-CVI) Scores 

*Incomplete rating (not counted in overall rating I-CVI) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

B-1. Evaluating Script for Patient’s 

Situational Verbal and Non-Verbal 

Cues for Anxiety 

3/3 = I-CVI = 1.00 

   3 raters 

 

B-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention  

(related to situational verbal and non-verbal cues for anxiety) 

B-2a. “I don’t know the test results. 

The doctor will have to discuss your 

test results with you.” 

0/3 = I-CVI = 0 

2 raters 1 rater   

B-2b. Pauses, makes eye contact, 

listens to patient, provides a 

comforting touch. “This must be 

difficult, I’m sorry.” 

3/3 = I-CVI = 1.00 

  1 rater 

 

2 raters 

B-2c. “Don’t worry, you will be 

fine.”   

0/3 = I-CVI = 0 

3 raters    

B-2d. “Is there anything I can do for 

you?” and/or “What helps you get 

through hard times?” 

1/3 = I-CVI = 0.33 

 2 raters  1 rater 

 1 

Does not 

reflect 

 
 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 
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C-1. Evaluating Script for Patient’s 

Behavioral Cues for Physical 

Suffering 

1/2 = I-CVI  

Requires at least 3 experts 

*(missing one overall rater and no 

rating for B & D) 

Missing data/I-CVI not scored 

 1 rater 1 rater 

 

*1 rater     

(A & 

C) 

 

C-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to behavioral cues for physical suffering) 

C-2a. Attempts to provide comfort 

measures (e.g., fluffs pillow, gives 

own pillow, takes off SCDs and 

offers to help patient out of bed). 

                 2/3 = I-CVI = .67 

 

1 rater 

  

1 rater 

 

1 rater 

C-2b. Offers to medicate pain with 

IV Hydromorphone 

0/0 = I-CVI = 0 

2 raters 1 rater   

C-2c. Stopped the physical 

assessment or tasks, makes eye 

contact, listens to patient. May state, 

“I’m sorry. This must be a difficult 

time.” 

2/3 = I-CVI = .67 

 1 rater 1 rater 1 rater 

C-2d. Continues assessment, ignores 

complaints or brushes off patient 

concern, offers false reassurance 

such as, “You’ll be fine.” 

0/3 = I-CVI = 0 

 

3 raters    

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

D-1. Evaluating Script for Patient’s 

Situational Verbal and Non-Verbal 

Cues for Insomnia and Fear 

3/3 = I-CVI = 1.00 

 

 

 

   3 raters 



265 

 

 

D-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to situational verbal and non-verbal cues for insomnia and fear) 

D-2a. Encourages patient to talk 

about his concern (e.g., asking more 

about his fears about test results, 

having cancer, father/brother, war 

experiences)                              

3/3 = I-CVI = 1.00 

  1 rater 2 raters 

D-2b. Continues assessment. Tells 

patient she/he will request a sleeping 

pill order to help him sleep better at 

night. 

0/3 = I-CVI = 0 

1 rater 2 raters   

D-2c. Stopped the physical 

assessment or tasks, makes eye 

contact, listens to patient. Explores 

sleep habits. Offers patient his 

headset (music). 

2/3 = I-CVI = .67 

 1 rater  2 raters 

D-2d. Tells patient not to worry 

about the family history of colon 

cancer.  

0/3 = I-CVI = 0 

3 raters    

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

E-1. Evaluating Script for Patient’s 

Physical Environmental Cues                                      

(Non-Healing Environment, 

Meaningful Item) 

 

*Missing overall rating from one 

rater, unable to score I-CVI 

1/2 = I-CVI  

 

1 rater *1 rater  

A & B 

*1 rater 

C 

1 rater 

*1 rater D 

E-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to physical environmental cues) 
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E-2a. Pauses, makes eye contact, 

listens to patient, provides a 

comforting touch. Helped him put 

blanket on bed. States, “It must be 

nice to have your brother’s blanket.” 

2/3 = I-CVI = .67 

 1 rater  2 raters 

E-2b. Asks about the importance of 

the blanket from home and/or 

relationship with brother. 

3/3 = I-CVI = 1.00 

  2 raters 1 rater 

E-2c. Does not straighten room. 

May state, “Housekeeping should 

come by later.” 

0/3 = I-CVI = 0 

3 raters    

E-2d. Attempts to clean room (e.g., 

straighten up room, states 

housekeeping will come by to empty 

the garbage can). Provides blanket 

to patient. 

0/3 = I-CVI = 0 

1 rater  2 raters   

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

F-1. Evaluating Script for Patient’s 

Veteran Culture Environmental 

Cues 

 

*Missing overall rating from one 

rater, unable to score 

2/2 = I-CVI  

 

 *1 rater A 1 rater 

*1 rater 

B 

1 rater 

*1 rater     

C, D, E 

F-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to veteran culture environmental cues) 

F-2a. Gives patient the hat. 

 

1/3 = I-CVI = .33 

1 rater 1 rater 1 rater 
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F-2b. Deliberately asked patient 

questions about the importance of 

the hat, trip, and/or war experiences. 

 

3/3 = I-CVI = 1.00 

  2 raters 1 rater 

F-2c. Pause, makes eye contact, 

listens to patient, provides a 

comforting touch. Invites 

conversation about the war 

experiences or trip plans. 

 

3/3 = I-CVI = 1.00 

  1 rater 2 raters 

F-2d. States the hat is right there. 

 

0/3 = I-CVI = 0 

3 raters    

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

G-1. Evaluating Script for Patient’s 

Verbal and Non-Verbal Cues for 

Social Support/Connections with 

Family/Friends 

2/2 = I-CVI  

Unable to score I-CVI 

 

 *1 rater A 

 

1 rater 1 rater 

 

*1 rater 

B, C, D 

G-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to verbal and non-verbal cues for social support/connections with family/friends) 

G-2a. Responds that wife is not here 

yet. She states the wife will 

probably come soon. 

0/0 = I-CVI = 0 

2 raters 1 rater   

G-2b. Pauses, makes eye contact, 

listens to patient, provides a 

comforting touch. Asks if there is 

any other family or friend he can 

call. 

2/3 = I-CVI = .67 

 1 rater  2 raters 

G-2c. Talks about family 

relationships or encourages him to 

reach out to family/friends, dog. 

 1 rater 1 rater 1 rater 
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2/3 = I-CVI = .67 

G-2d. Encourages patient to call 

wife or helps him call her. 

1/3 = I-CVI = .33 

 

 2 raters 1 rater  

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

H-1. Evaluating Script for Patient’s 

Verbal and Non-Verbal Cues for 

Connection with Higher 

Power/Faith Rituals 

2/3 = I-CVI = .67 

 1 rater  2 raters 

H-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to verbal and non-verbal cues for connections with higher power/faith rituals) 

H-2a. Indicates that the MD will be 

there that afternoon to discuss his 

test results. 

1/3 = I-CVI = .33 

1 rater 1 rater 1 rater  

H-2b. Pauses, makes eye contact, 

listens to patient, provides a 

comforting touch. Explicitly 

acknowledges his fears. 

2/3 = I-CVI = .67 

 1 rater  2 raters 

H-2c. Offers to call the chaplain. 

Calls chaplain, or suggests calling 

home pastor, prays with patient, 

and/or explores the use of faith 

rituals. 

2/3 = I-CVI = .67 

 

 1 rater  2 raters 

H-2d. Ignored comment or states 

“I’m not religious.” 

0/3 = I-CVI = 0 

 

3 raters    
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APPENDIX HH 

CONTENT VALIDITY REVIEW TWO SUMMARY
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Items 

(Script and comments described in 

detail above) 

Three content experts responses  

Item–content validity index (I-CVI) Scores 

*Incomplete rating not counted in overall rating (I-CVI) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

B-1. Evaluating Script for Patient’s 

Situational Verbal and Non-Verbal 

Cues for Anxiety 

3/3 = I-CVI = 1.00 

  (1 rater) (2 raters) 

B-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to situational verbal and non-verbal cues for anxiety) 

 

B-2a. Demonstrates caring presence 

and listening. For example, pauses, 

makes eye contact, listens to patient, 

and/or provides a comforting touch. 

May state supportive statement: “This 

must be difficult, I’m sorry.” 

3/3 = I-CVI = 1.00 

  (1 rater) 

            * (1 

(1 rater) 

rater) 

B-2b. Explores coping strategies. For 

example, may state: “How have you 

coped in the past when you are faced 

with hard times?” 

3/3 = I-CVI = 1.00 

  (1 rater) 

            * (1 

(1 rater) 

rater) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

C-1. Evaluating Script for Patient’s 

Behavioral Cues for Physical 

Suffering 

2/3 = I-CVI = .67 

 

(1 rater)  (1 rater) (1 rater) 

C-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

C-2a. Demonstrates caring presence 

and listening. For example, stopped 

the physical assessment or tasks, 

pauses, makes eye contact, listens to 

patient’s concern, and/or provides a 

 (1 rater) (1 rater) (1 rater) 
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comforting touch. May state 

supportive statement “I realize you 

are hungry. That must be difficult.” 

 

2/3 = I-CVI = .67 

C-2b. Attempts to provide comfort 

measures (e.g., fluffs pillow, gives 

own pillow, offers to get him more 

clear liquids, offers to help him up to 

chair). 

2/3 = I-CVI = .67 

(1 rater)  (1 rater) (1 rater) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

D-1. Evaluating Script for Patient’s 

Situational Verbal and Non-Verbal 

Cues for Insomnia and Fear 

2/3 = I-CVI = .67 

 (1 rater)  (2 raters) 

D-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

(related to situational verbal and non-verbal cues for insomnia and fear) 

 

D-2a. Encourages patient to talk 

about his fears (e.g., asking more 

about his fears about test results, 

having cancer, father/brother, war 

experiences)       

3/3 = I-CVI = 1.00 

 

  (1 rater) 

               (1 

(1 rater) 

rater) 

D-2b. Demonstrates importance of 

music: For example, stopped the 

physical assessment or tasks, makes 

eye contact, listens to patient, and/or 

demonstrates recognition for the 

importance of music to help patient 

sleep. May state, “Sounds like you 

have difficulty sleeping. Does the 

music help you sleep in the hospital? 

Would you like to listen to your 

music now?” 

1/2 = I-CVI = 0.50 

(one rater, missing data) 

Unable to score I-CVI 

 

 (1 rater)  (1 rater) 
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 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

E-1. Evaluating Script for Patient’s 

Physical Environmental Cues 

(Meaningful item) 

2/3 = I-CVI = .67 

 

 (1 rater)  (2 raters) 

E-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to meaningful items) 

 

E-2a. Recognition of the importance 

of the blanket and/or brother. May 

state supportive statement. For 

example, “It seems that the blanket 

from your brother is meaningful to 

you.” 

2/3 = I-CVI = .67 

 

 (1 rater) (1 rater) (1 rater) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

F-1. Evaluating Script for Patient’s 

Veteran Culture Environmental Cues 

2/3 = I-CVI = .67 

 (1 rater)  (2 raters) 

F-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to veteran culture environmental cues) 

F-2a. Demonstrates caring presence 

and listening. For example, pauses, 

makes eye contact, listens to patient, 

and/or provides a comforting touch. 

May state supportive statement: “It 

sounds like you lost a lot of friends. 

That must be hard for you.” 

 

3/3 = I-CVI = 1.00 

  (2 raters) (1 rater) 
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F-2b. Deliberately asked patient 

questions about the importance of the 

hat, trip, trip concern, and/or war 

experiences. 

 

2/3 = I-CVI = .67 

 (1 rater) (1 rater) (1 rater) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

G-1. Evaluating Script for Patient’s 

Verbal and Non-Verbal Cues for 

Social Support/Connections with 

Family/Friends 

2/3 = I-CVI = .67 

 (1 rater)  (2 raters) 

G-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to verbal and non-verbal cues for social support/connections with family/friends) 

G-2a. Demonstrates caring presence 

and listening. For example, pauses, 

makes eye contact, listens to patient, 

and/or provides a comforting touch. 

May state supportive statement. For 

example, “It seems like you really 

miss home. Tell me more about it?” 

2/2 = I-CVI = 1.00 

*(for rater in-between 2 & 3, counted 

as missing data/unable to score I-

CVI) 

 

  

 

                *(1 

(1 rater) 

 

rater) 

(1 rater) 

G-2b. Promotes connection with 

family. Asks him if he wants her to 

call his wife or another family 

member. 

2/3 = I-CVI = .67 

 (1 rater) (1 rater) (1 rater) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 
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H-1. Evaluating Script for Patient’s 

Verbal and Non-Verbal Cues for 

Connection with Higher Power/Faith 

Rituals 

2/3 = I-CVI = .67 

 

 (1 rater)  (2 raters) 

H-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to verbal and non-verbal cues for connections with higher power/faith rituals) 

H-2a. Demonstrates caring presence 

and listening. For example, pauses, 

makes eye contact, listens to patient, 

and/or provides a comforting touch. 

May state supportive statement: “It 

seems like your faith is a source of 

strength to you.” 

3/3 = I-CVI = 1.00 

  

 

                 

(1 rater) 

 

(2 raters) 

H-2b. Offers to call the chaplain. 

Calls chaplain if patient requests. 

2/3 = I-CVI = .67 

 

 

 (1 rater)  (2 raters) 

H-2c. Recognition of/offers the Bible 

on bedside table. May read verse. 

2/3 = I-CVI = .67 

 (1 rater)  (2 raters) 

H-2d. Prays with patient.               

 

2/2 = I-CVI = 1.00 

(*for rating in-between 2 & 3, not 

counted in overall rating) 

  

 

 

*(1 rater) (2 raters) 
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APPENDIX II 

CONTENT VALIDITY REVIEW THREE SUMMARY
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Items 

(Script and comments described in 

detail above) 

Five content experts responses  

Item–content validity index (I-CVI) Scores 

*Incomplete rating not counted in overall rating (I-

CVI) 
 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

B-1. Evaluating Script for Patient’s 

Situational Verbal and Non-Verbal 

Cues for Anxiety 

5/5 = I-CVI = 1.00 

  (2 raters) (3 raters) 

B-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to situational verbal and non-verbal cues for anxiety) 

 

B-2a. Demonstrates caring presence 

and listening related to test results. 

For example, pauses, sits in chair, 

makes eye contact, listens to patient, 

and/or provides a comforting touch. 

May state supportive statement: 

“This must be difficult, I’m sorry.” 

3/5 = I-CVI = .60 

(1 rater) (1 rater) 

 

                   

 

 

(3 raters) 

B-2b. Explores coping strategies. 

For example, may state: “What 

helps you get through hard times?” 

3/5 = I-CVI = .60 

(2 raters)  (1 rater) (2 raters) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

C-1. Evaluating Script for Patient’s 

Behavioral Cues for Physical 

Suffering 

 

 4/5 = I-CVI = .80 

 (1 rater) (1 rater) (3 raters) 

C-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to behavioral cues for physical suffering) 
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C-2a. Demonstrates caring presence 

and listening. For example, stopped 

the physical assessment or tasks, 

pauses, sits in chair, makes eye 

contact, listens to patient’s concern, 

and/or provides a comforting touch. 

May state supportive statement: “I 

realize you are hungry. That must be 

difficult.” 

3/ 5 = I-CVI = .60 

(2 raters)  

                   

(1 rater) 

 

(2 raters) 

C-2b. Attempts to provide comfort 

measures (e.g., fluffs pillow, gives 

own pillow, offers to get him more 

clear liquids, offers to help him up 

to chair). 

3/5 = I-CVI = .60 

 (2 raters) (1 rater) (2 raters) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

D-1. Evaluating Script for Patient’s 

Situational Verbal and Non-Verbal 

Cues for Insomnia and Fear 

 5/ 5 = I-CVI = 1.00 

  (2 raters) (3 raters) 

D-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

          (related to situational verbal and non-verbal cues for insomnia and fear) 

D-2a. Encourages patient to talk 

about his fears (e.g., asking more 

about his fears about test results, 

having cancer, father/brother, cancer 

experience).       

5/5  = I-CVI = 1.00 

  

                   

(2 raters) (3 raters) 

D-2b. Demonstrates importance of 

music: For example, stopped the 

physical assessment or tasks, makes 

eye contact, and listens to patient, 

and/or demonstrates recognition for 

the importance of music to help 

patient sleep. May state, “Sounds 

like you have difficulty sleeping. 

Does the music help you sleep in the 

hospital? Would you like to listen to 

your music now?” 

4/5 = I-CVI = 0.80 

 (1 rater) (1 rater) (3 raters) 
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 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

E-1. Evaluating Script for Patient’s 

Physical Environmental Cues 

(Meaningful Item) 

5/5 = I-CVI = 1.00 

  (1 rater) (4 raters) 

E-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to meaningful item) 

 

E-2a. Recognition of the importance 

of the blanket and/or brother. May 

state supportive statement. For 

example, “It seems that the blanket 

from your brother is meaningful to 

you.” 

5/5 = I-CVI = 1.00 

  

                   

(1 rater) (4 raters) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

F-1. Evaluating Script for Patient’s 

Veteran Culture Environmental 

Cues  

5/5 = I-CVI = 1.00 

   (5 raters) 

F-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to veteran culture environmental cues) 

 

F-2a. Demonstrates caring presence 

and listening. For example, pauses, 

sits in chair, makes eye contact, 

listens to patient, and/or provides a 

comforting touch. May state 

supportive statement: “It sounds like 

you lost a lot of friends. That must 

be hard for you.” May explore 

importance of the hat, and/or thanks 

him for his service. 

5/5 = I-CVI = 1.00 

  

                   

(1 rater) (4 raters) 
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F-2b. Recognition of veterans 

picture on bedside table or 

deliberately asked patient questions 

about the importance of current 

veterans supportive connections 

such as the Rolling ThunderR group 

and/or his hope to participate in the 

Memorial Day parade/motorcycle 

ride. 

5/5 = I-CVI = 1.00 

   (5 raters) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

G-1. Evaluating Script for Patient’s 

Verbal and Non-Verbal Cues for 

Social Support/Connections with 

Family/Friends 

4/5 = I-CVI = .80 

 

 (1 rater) (1 rater) (3 raters) 

G-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to verbal and non-verbal cues for social support/connections with family/friends) 

 

G-2a. Demonstrates caring presence 

and listening. For example, pauses, 

makes eye contact, sits in chair, 

listens to patient, and/or provides a 

comforting touch. May state 

supportive statement. For example, 

“It seems like you really miss home. 

Tell me more about it?” 

5/5 = I-CVI = 1.00 

 

  

                   

(1 rater) (4 raters) 

G-2b. Recognition of family picture 

on bedside table and/or promotes 

connection with family/*friend. 

Asks him if he wants her to call his 

wife, another family member, *or 

friend. 

5/5 = I-CVI = 1.00 

  (1 rater) (4 raters) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 
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H-1. Evaluating Script for Patient’s 

Verbal and Non-Verbal Cues for 

Connection with Higher 

Power/Faith Rituals 

5/5 = I-CVI = 1.00 

 

   (5 raters) 

H-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to verbal and non-verbal cues for connections with higher power/faith rituals) 

 

H-2a. Demonstrates caring presence 

and listening related to religion. For 

example, pauses, sits in chair, makes 

eye contact, listens to patient, and/or 

provides a comforting touch. May 

state supportive statement: “It seems 

like your faith is a source of strength 

for you.” 

5/5 = I-CVI = 1.00 

 

  

                   

 (5 raters) 

H-2b. Offers to call chaplain. Calls 

chaplain if patient requests. 

4/5 = I-CVI = .80 

 (1 rater) (1 raters) (3 raters) 

H-2c. Recognition of/offers the 

Bible on bedside table. May read 

verse. 

5/5 = I-CVI = 1.00 

  (2 raters) (3 raters) 
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APPENDIX JJ 

CONTENT VALIDITY REVIEW FOUR SUMMARY
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Items 

(Script and comments described in 

detail above) 

Five content experts responses  

Item–content validity index (I-CVI) Scores 

*Incomplete rating not counted in overall rating (I-CVI) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

B-1. Evaluating Script for Patient’s 

Situational Verbal and Non-Verbal 

Cues for Anxiety 

5/5 = I-CVI = 1.00 

  (2 raters) (3 raters) 

B-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to situational verbal and non-verbal cues for anxiety) 

 

B-2a. Demonstrates caring presence 

and listening related to test results. 

For example, pauses, sits in chair, 

makes eye contact, listens to patient, 

and/or provides a comforting touch.  

May state a supportive statement. 

5/5 = I-CVI = 1.00 

  

 

                   

(1 rater) 

 

(4 raters) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

C-1. Evaluating Script for Patient’s 

Behavioral Cues for Physical 

Suffering 

 

 4/4 = I-CVI = 1.00 

*(missing one rater) 

   (4 raters) 

C-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to behavioral cues for physical suffering) 

C-2a. Demonstrates caring presence 

and listening related to physical 

suffering. For example, stopped the 

physical assessment or tasks, pauses, 

sits in chair, makes eye contact, 

listens to patient’s concern, and/or 

provides a comforting touch. May 

state supportive statement. 

5/ 5 = I-CVI = 1.00 

  

                   

(3 raters) 

 

(2 raters) 



283 

 

 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

D-1. Evaluating Script for Patient’s 

Situational Verbal and Non-Verbal 

Cues for Insomnia and Fear 

 5/ 5 = I-CVI = 1.00 

  (2 raters) (3 raters) 

D-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

          (related to situational verbal and non-verbal cues for insomnia and fear) 

D-2a. Encourages patient to talk 

about his fears (e.g., asking more 

about his fears about test results, 

having cancer, father/brother cancer 

experience).       

5/5  = I-CVI = 1.00 

  

                   

(2 raters) (3 raters) 

D-2b. Demonstrates importance of 

music. For example, stopped the 

physical assessment or tasks, makes 

eye contact, and listens to patient, 

and/or demonstrates recognition for 

the importance of music to help 

patient sleep. May state, “Sounds like 

you have difficulty sleeping. Does the 

music help you sleep in the hospital? 

Would you like to listen to your 

music now?” and/or explores type of 

music he enjoys. 

5/5 = I-CVI = 1.00 

  (1 rater) (4 raters) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

E-1. Evaluating Script for Patient’s 

Physical Environmental Cues 

(Meaningful Item) 

5/5 = I-CVI = 1.00 

  (1 rater) (4 raters) 

E-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to meaningful item) 
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E-2a. Recognition of the importance 

of the blanket and/or brother. May 

state supportive statement. For 

example, “It seems that the blanket 

from your brother is meaningful to 

you.” 

5/5 = I-CVI = 1.00 

  

                   

(1 rater) (4 raters) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

F-1. Evaluating Script for Patient’s 

Veteran Culture Environmental Cues  

5/5 = I-CVI = 1.00 

   (5 raters) 

F-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to veteran culture environmental cues) 

 

F-2a. Demonstrates caring presence 

and listening. For example, pauses, 

sits in chair, makes eye contact, 

listens to patient, and/or provides a 

comforting touch. May state 

supportive statement: “It sounds like 

you lost a lot of friends. That must be 

hard for you.” May explore 

importance of the hat, and/or thanks 

him for his service. 

5/5 = I-CVI = 1.00 

  

                   

(1 rater) (4 raters) 

F-2b. Recognition of veterans picture 

on bedside table or deliberately asked 

patient questions about the 

importance of current veterans 

supportive connections such as the 

Rolling ThunderR group and/or his 

hope to participate in the Memorial 

Day parade/motorcycle ride. 

5/5 = I-CVI = 1.00 

 

 

   (5 raters) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 
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G-1. Evaluating Script for Patient’s 

Verbal and Non-Verbal Cues for 

Social Support/Connections with 

Family/Friends 

5/5 = I-CVI = 1.00 

 

  (2 raters) (3 raters) 

G-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to verbal and non-verbal cues for social support/connections with family/friends) 

 
G-2a. Demonstrates caring presence 

and listening. For example, pauses, 

makes eye contact, sits in chair, 

listens to patient, and/or provides a 

comforting touch. May state 

supportive statement. For example, 

“It seems like you really miss home. 

Tell me more about it?” 

5/5 = I-CVI = 1.00 

 

  

                   

(1 rater) (4 raters) 

G-2b. Recognition of family picture 

on bedside table and/or promotes 

connection with family/*friend. Asks 

him if he wants her to call his wife, 

another family member, *or friend. 

5/5 = I-CVI = 1.00 

  (1 rater) (4 raters) 

 1 

Does not 

reflect 

2 

Somewhat 

reflects 

3 

Mostly 

reflects 

4 

Completely 

reflects 

H-1. Evaluating Script for Patient’s 

Verbal and Non-Verbal Cues for 

Connection with Higher Power/Faith 

Rituals 

5/5 = I-CVI = 1.00 

 

   (5 raters) 

H-2. Evaluating Whether the Nursing Intervention is a Spiritual Care Intervention 

       (related to verbal and non-verbal cues for connections with higher power/faith rituals) 

 

H-2a. Demonstrates caring presence 

and listening related to religion. For 

example, pauses, sits in chair, makes 

eye contact, listens to patient, and/or 

provides a comforting touch. May 

state supportive statement: “It seems 

like your faith is a source of strength 

for you.” 

5/5 = I-CVI = 1.00 

 

  

                   

 (5 raters) 
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H-2b. Offers to call chaplain. Calls 

chaplain if patient requests. 

5/5 = I-CVI =  1.00 

  (2 raters) (3 raters) 

H-2c. Recognition of/offers the Bible 

on bedside table. May read verse. 

5/5 = I-CVI = 1.00 

  (2 raters) (3 raters) 
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APPENDIX KK 

PILOT SESSION/STUDY PRE-SCRIPT
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APPENDIX LL 

PILOT SESSION POST SPIRITUAL CARE CLINICAL SCENARIO  

SIMULATION DEBRIEFING SCRIPT
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APPENDIX MM 

DRAFT SPIRITUAL CARE SIMULATION CHECKLIST FOR FIRST PILOT SESSION 
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APPENDIX NN 

DRAFT SPIRITUAL CARE SIMULATION CHECKLIST FOR SECOND PILOT SESSION 



294 

 

 



 

295 
 

APPENDIX OO 

UNIVERSITY OF WASHINGTON FACULTY  

DEVELOPMENT SIMULATION MODULES COMPLETED
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