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Abstract

Introduction Spiritual care is a fundamental aspect of palliative care, addressing the emotional, existential, and
spiritual needs of patients facing life-threatening illnesses. However, in Thailand, the integration of spiritual care into
the healthcare system remains underdeveloped due to the absence of professional spiritual care providers. This study
aims to explore potential models and future directions for spiritual care within the palliative care context, focusing on
how such care can be provided in the absence of professional spiritual care providers.

Method This study is a part of the mixed-method project Shoulders to Cry on: Care for spirituality when spiritual

care providers do not exist, aimed at exploring spiritual care in settings without professional providers in Thailand.
Qualitative in-depth interviews were conducted with 20 experts from palliative care, religious studies, and social work
fields. The participants were recruited through purposeful sampling, and the data were analysed using inductive
thematic analysis. Transcribed interviews were managed using NVivo software to identify key patterns and insights for
future spiritual care models.

Result The analysis resulted in the development of the S.PLR.I.T. model, which outlines six essential themes for the
future of spiritual care: (1) Spirituality Training Programs, (2) Providers for Spiritual Care, (3) Integrating Spiritual Care
into Healthcare, (4) Research and Evidence-based Practices, (5) Interdisciplinary Collaboration, and (6) Transforming
Care Systems. The findings suggest establishing structured training programs and interdisciplinary collaboration are
crucial for effective spiritual care delivery.

Conclusion The study emphasises the need for integrating spiritual care into Thailand’s healthcare system, focusing
on education, research, and collaboration between healthcare providers and religious or community figures. The
SPLRIT. model offers a framework for addressing current gaps, which could facilitate Thailand’s palliative care system
in better meeting the spiritual needs of patients. Future studies should focus on establishing spiritual care education
in palliative care, especially in resource-limited countries, and addressing local contextual obstacles.
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Introduction

Spirituality is a fundamental dimension of human life,
reflecting how individuals and communities seek mean-
ing, purpose, and transcendence [1]. It is personal but is
connected to the moment, the self, others, nature, and
the significant or the sacred [2-5]. Spiritual care focuses
on the patient’s values and beliefs by addressing and seek-
ing the patient’s spiritual needs and challenges, particu-
larly when facing a life-threatening illness. It is one of the
eight quality palliative and hospice care domains outlined
by the National Consensus Project (NCP), a collabora-
tive initiative established to develop standardised guide-
lines for high-quality palliative care in the United States
[6]. Spiritual care enhances healthcare providers’ under-
standing of their patients and strengthens the relation-
ship between patients and healthcare providers [7]. It is
also described as care delivered with kindness, compas-
sion, comfort, and gentleness, including physical care,
therapeutic and healing relationships that involve going
through the process alongside patients, and empathetic
communication that involves active listening and allow-
ing patients to express their feelings [8].

Most patients indicated that recognising their spiritual
concerns is an important component affecting healthcare
decision-making, outcomes, and quality of life [9-11].
Even though spiritual care is an essential component of
palliative care, it remains insufficiently recognised by
healthcare providers and healthcare systems [12]. Unmet
spiritual needs are widely reported in the literature. For
instance, a study in Colorado, the United States found
that 97% of patients were rarely or never asked about
their spirituality in the past year [13]. Pearce et al. found
that 91% of advanced cancer patients had spiritual needs,
and 67% desired and received spiritual care from their
providers. However, 28% of patients received less spiri-
tual care than they desired, negatively impacting their
emotional and spiritual well-being [14].

Spiritual interventions such as offering comfort, hope,
and meaning were identified in several countries, includ-
ing the United States, Canada, the United Kingdom,
Australia, and Brazil. These countries have contributed
to various interventions, highlighting the global rele-
vance of spiritual care in palliative settings. Each coun-
try approaches the integration of spiritual care into its
healthcare systems differently, reflecting various cultural
and institutional influences. This variety underscores the
need for tailored approaches in spiritual care depending
on regional contexts [15]. In countries such as the U.S.
and Canada, healthcare systems have adopted spiritual
care models that rely on professionally trained chaplains
with defined scopes of practice and competencies to pro-
vide tailored spiritual care to patients and families [16—
19]. Their roles are integral to the interdisciplinary care
team, especially in palliative care settings [20].
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In Thailand, the palliative care system is in the stage
of preliminary integration, with 566 out of 600 hospi-
tals offering palliative care services [21, 22]. There is no
professionally trained spiritual care provider in Thai-
land. Some family physicians have to provide such care
in their palliative care practice, though many do not feel
confident [23]. A study focusing on terminally ill cancer
patients in Thailand reported moderate to high levels
of spiritual care needs and suggested further explora-
tion of the specific barriers that healthcare profession-
als face in providing effective spiritual care [24]. Spiritual
care in Thailand usually focuses on religion and includes
religious rituals such as Vipassana meditation [25, 26].
Similarly, in Taiwan, spiritual care for Buddhist palliative
care patients has been shown to focus on integrating reli-
gious practices with broader spiritual care interventions,
addressing emotional well-being and acceptance of ter-
minal illnesses [27]. These shared cultural and religious
foundations highlight the potential for leveraging Bud-
dhist practices in designing spiritual care models tailored
to local contexts. However, the lack of professional spiri-
tual care providers in Thailand highlights the need to cre-
ate a well-structured and culturally appropriate approach
that goes beyond traditional religious practices to address
the varied spiritual needs of patients. It is still unclear
how spiritual care can be implemented in the healthcare
system in Thailand, where professional spiritual care pro-
viders do not exist. This study aims to address this gap
by assessing the current situation and exploring potential
models and future directions for spiritual care.

Methods

Study design

This study is part of an ongoing mixed-method proj-
ect titled Shoulders to Cry On: Care for Spirituality
When Spiritual Care Providers Do Not Exist, which
aims to map spiritual care domains and identify provid-
ers in the absence of professional spiritual care special-
ists. The qualitative phase involved in-depth interviews
with experts to determine necessary care domains and
who should provide them. These interviews yielded valu-
able insights into Thailand’s palliative and spiritual care
situation and suggested potential models. Data from this
phase were used to develop a survey for the quantita-
tive phase, which will assess the spiritual care domains
received by patients and families in palliative care and
identify the responsible providers.

This study re-analyzes data from the qualitative phase
to gain insights beyond the primary objectives of the
umbrella project. In this study, we adopted an inter-
pretative approach to qualitative research grounded in
interpretivism. Following Braun and Clarke’s method,
we utilised inductive thematic analysis to explore sug-
gestions, potential care models, and future directions
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regarding spiritual care in palliative care in Thailand [28].
To comprehensively understand the participants’ var-
ied experiences in delivering spiritual or palliative care,
employing a qualitative research approach is crucial
This study is grounded in a constructivist ontology and
epistemology, which recognise the subjective nature of
individuals’ reality and knowledge construction, empha-
sising the need to explore participants’ interpretations
and meanings. The interpretivist paradigm is appropri-
ated as it highlights reality’s socially constructed and
subjective nature. It underscores the importance of con-
text and the meanings that individuals or groups assign
to their experiences. This study received ethical approval
from the Institutional Review Board of Mahidol Univer-
sity, Thailand, on August 23rd, 2024. The reference num-
ber is COA. MURA 2024/591. This study adheres to the
Consolidated Criteria for Reporting Qualitative Research
(COREQ) checklist, ensuring comprehensive and trans-
parent reporting of the qualitative research process [29].
A COREQ checklist can be found in Supplement file 2.

Settings/participants

This study used verbatim transcribed interviews and their
de-identified participants’ characteristics from the quali-
tative phase of the above-mentioned ongoing research.
Written informed consent was obtained before the inter-
views, and participants were encouraged to answer ques-
tions according to their comfort level.

Participants were identified through a combination
of professional networks, and recommendations from
key contacts in palliative care and spirituality-related
fields. The recruitment process began with direct out-
reach to individuals known for their expertise in these
areas. Snowball sampling was then employed to include
additional participants who met the inclusion criteria,
ensuring a diverse range of perspectives. Some partici-
pants were known to the interviewers as acquaintances
from a professional context prior to the study. This prior
acquaintance was limited to work-related interactions
and did not extend beyond a professional capacity.

Participants were required to have at least five years
of professional experience in spirituality-related fields,
including palliative care, religious studies, contemplative
education, and social work. Exclusion criteria included
individuals with less than five years of experience, those
outside the specified professional fields, and those who
did not provide consent or withdrew during the study.
Participants were contacted using their preferred com-
munication methods, ensuring flexibility and conve-
nience. These interviews were completely transcribed
in May 2024. There were no participant refusals or
dropouts.
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Data collection and processing

The completed qualitative part of the ongoing project
used semi-structured interviews based on a predefined
interview guide as the primary means of data collection.
The interview guide was designed specifically for this
study, informed by a comprehensive literature review
[30-35]. It was then refined to ensure alignment with the
study objectives, which included exploring potential spir-
itual care models and understanding the current contexts
(see Supplementary File 1). The study was conducted in
Thailand, with most interviews taking place online via
Zoom application to accommodate participants’ prefer-
ences and ensure convenience. Onsite interviews were
conducted in workplace settings, such as hospitals,
non-profit organization offices, or religious institutions,
providing a familiar and comfortable environment for
participants. Interviews were recorded using appropri-
ate devices for on-site and online sessions and were later
transcribed. Only participants and interviewers pres-
ent during the interviews. Interviews ranged from 25 to
50 min.

The interviews were conducted from February to April
2024 by NM, PA, and IW, the authors of this study, all
of whom have professional experience in palliative care
and qualitative research. All interviewers had no known
biases or personal assumptions regarding the research
topic. NM is a licensed female medical doctor (MD) and
is in the final year of a family medicine residency train-
ing program. IW is an experienced male palliative phy-
sician and a medical educator in family medicine. PA is
a male educator and researcher in contemplative educa-
tion, who specialized in dying study. All interviewers had
prior training in qualitative data collection and analysis,
ensuring consistency and sensitivity during the interview
process.

To maintain consistency across interviews, all three
interviewers attended the first interview to align their
approaches and reviewed the transcript of the second
interview together to refine the process. A pre-developed
interview guide provided structure and ensured that all
key topics were consistently covered. Regular debriefing
sessions addressed any inconsistencies, and participants’
confidentiality was protected throughout. These mea-
sures ensured a rigorous and standardized data collection
process while allowing for flexibility to explore individ-
ual insights. Interview transcripts were not returned to
participants for review. No repeat interviews were con-
ducted as sufficient data were collected during the initial
interviews to achieve data saturation.

Data analysis

Thematic analysis was employed to systematically iden-
tify patterns in the data and gain insights into partici-
pants’ experiences [28]. Two independent researchers
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Providers for
Spiritual Care

Spirituality
Training
Program

Fig. 1 The SPIRIT. model

(NM and IW) coded by generating initial codes from
the verbatim transcripts and then organising them into
preliminary themes based on identified patterns. The
themes were refined through rigorous team discussions
and validated by cross-referencing the original data to
ensure consistency with the participants’ narratives. Data
saturation was reached after 18 of the 20 interviews, as ru
new themes or sub-themes emerged during the final two
interviews. This was confirmed through regular discus-
sions among the research team (NM, PA, and IW) during
thematic analysis. This process culminated in the synthe-
sis of a final set of themes. Participants were not asked to
review or provide feedback on the study findings. NVivo
software was utilised to manage and facilitate sharing
transcribed notes (QSR NVivo version 14, 2023).

Results

Twenty verbatim transcripts were obtained for analysis.
According to the mentioned ongoing project, the inter-
views were conducted from February to April 2024.
There were twenty experts recruited as participants.

Research and
Evidence-based

Integrating
Spiritual Care into
Healthcare
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Interdisciplinary
Collaboration

Of the 20 participants, 10 were palliative care physi-
cians, 4 were community-based advocates for the death
and dying movement, and 2 were Buddhist monks. The
remaining participants included a clinical psychologist, a
palliative care nurse, a contemplative educator, and a the-
ologist. The participants’ ages ranged from 26 to 59 years,
with a mean age of 44.3 years. The group was evenly split
by gender, with 10 male and 10 female participants. The
majority (14 out of 20) worked in hospital settings, while
4 were affiliated with non-profit organizations, 2 with
religious organizations, and 1 with a research center. A
thematic analysis revealed six themes, as illustrated in
Fig. 1.

Emerging themes: the S.P.I.R.L.T. model

The data analysis revealed six emerging themes related to
future directions in spiritual care provision in a country
where no professional spiritual care provider exists: (1)
Spirituality Training Programs, (2) Providers for Spiritual
Care, (3) Integrating into Healthcare, (4) Research and



Meeprasertsagool et al. BMC Palliative Care (2025) 24:19

Evidence-based Practices, (5) Interdisciplinary Collabo-
ration, and (6) Transforming Care Systems.

The S.PLR.IT. model is symbolized by an unfurl-
ing lotus flower, with each petal representing one of the
emerging themes, as shown in Fig. 1. All six petals con-
nect to a central petal and stem, symbolizing the current
context and healthcare systems. The lotus flower was
chosen as it holds profound significance in Asian cultures
and spiritual traditions, particularly in Buddhism and
Hinduism. It represents purity, enlightenment, and spiri-
tual awakening [36]. The lotus metaphorically reflects the
journey from ignorance to wisdom, rising from muddy
waters to bloom above the surface [37].

S: spirituality training programs

Spiritual care training programs were highlighted as
essential for medical and healthcare students. To effec-
tively learn about spiritual care, learners must first
understand its importance and benefits. These train-
ing programs should include core components such as
the definitions and concepts of spirituality, assessments,
management, and essential skills like active listening,
effective communication, counselling, and compassion.
Palliative care providers, who already possess strong
foundational skills, can expand their expertise to include
elements of spiritual care. By gaining practical experience
in hospital settings and managing complex cases, they
can further develop these capabilities, ultimately enhanc-
ing their ability to deliver holistic and effective patient
care.

At first, when they haven't talked or asked before,
they might be hesitant. But after receiving training,
like in our department, those who understand the
topic and have talked about it become more confi-
dent. They feel comfortable talking to patients and
are willing to initiate this topic” [P02, male, 46 years
old].

Some participants suggested that specialized training
programs may be needed in the future to address com-
plex spiritual needs requiring expertise. Monks and vol-
unteers were frequently identified as candidates for such
specialized training to become spiritual care specialists.
In contrast, healthcare providers were less commonly
expected to assume this role due to their already heavy
workloads and staffing shortages.

“The important new understanding is that, as
healthcare professionals, we already know that
in the end, we will have to deal with death. So, the
essential skills, beyond just knowledge, are these
abilities. If we are to help one another, it involves
promoting and providing opportunities for health-
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care professionals to access training in these areas
and recognise their importance in patient care, not
just for terminal patients” [P12, female, 50 years
old].

P: providers for spiritual care

In the absence of professional spiritual care provid-
ers, participants believed that both healthcare and non-
healthcare providers should take on the roles of spiritual
care providers. However, many suggested that spiritual
care should first be prioritised within healthcare pro-
viders due to their foundational medical knowledge and
caregiving skills. Physicians, in particular, were high-
lighted as highly respected figures in Thai society, with
patients often trusting their perspectives and advice.
Family physicians were frequently mentioned for their
holistic approach and their enduring presence as both the
first and last point of care for patients. Nurses were also
recognised for their significant role in spiritual care due
to their close relationships with patients and their intrin-
sic understanding of the caring profession. Additionally,
social workers, psychiatrists, and music therapists were
noted for their contributions to spiritual care.

Among non-healthcare providers, volunteers were seen
as a vital resource for the future spiritual care system due
to their altruistic nature and ability to devote sufficient
time to patient care. Family members and those in the
patient’s immediate circle were also regarded as essen-
tial for promoting spiritual well-being. Religious and
traditionally respected figures were identified as crucial
in spiritual care, reflecting the diverse faiths and beliefs
present in Thai communities. Participants emphasised
the importance of involving spiritual leaders from each
community to ensure spiritual care is culturally appropri-
ate and effective.

“The death of a person isn’t the responsibility of just
one individual; it's something we all collectively con-
tribute to, helping someone have a good death. So, in
terms of spirituality, it could be anyone, right?” [P16,
female, 36 years old].

“I believe it'’s everyone, but each person’s role might
vary depending on time or other factors. They may
not contribute equally, but I think the spiritual suf-
fering of the patient is always present” [P20, female,
35 years old].

Despite recognising the contributions of various stake-
holders, some participants felt that professional spiritual
care providers or specialists remain necessary within
the healthcare system. These specialists would be better
equipped to manage complex cases and deliver spiritual
care at a deeper, more tailored level.
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“If possible, in the future, I would like to see special-
ised spiritual providers, because, as 1 mentioned,
there’s a certain specificity and depth in this area.
People who need this kind of support will have some-
one who can guide them accurately” [P19, female, 39
years old].

I: integrating spiritual care into healthcare

Integrating spiritual care within healthcare provides
comfort and enhances a patient’s overall well-being by
combining healing practices with medical interventions.
When healthcare providers address a patient’s spiritual
needs alongside their physical health, they can deliver
more holistic care, focusing on emotional and spiritual
well-being. This integration can be implemented in vari-
ous areas, including medical education, service delivery,
and organisational policy.

“How about incorporating this into medical care?
For example, if it’s a doctor who cares for palliative
patients, they could provide this kind of informa-
tion. By the time they come to us and we're dealing
with terminal patients, they’ll already get how they
want to design or plan things, stuff like that” [P16,
female, 36 years old].

Some participants suggested that incorporating spiritual-
ity into health professions training curricula would foster
the right attitudes and awareness among future health-
care providers, enabling them to offer basic spiritual care.
Others highlighted the importance of allowing or even
emphasising specific rituals or activities in routine hos-
pital care.

“They let that uncle (traditionally respected figure)
participate in care. That uncle would come to pro-
vide some meaningful rituals such as the Bai Sri cer-
emony, wrist tieing ceremony, and Spirit Welcoming
ceremony. It helps, but it’s easier to do in a commu-
nity hospital” [P03, male, 41 years old].

Additionally, organisational policies were mentioned as a
means of facilitating the seamless integration of spiritual
care into conventional healthcare.

“Other models I've seen are mostly in hospitals that
have religious organisations backing them, like
Catholic hospitals. They may offer this kind of ser-
vice as an add-on” [P04 male, 46 years old].

R: research and evidence-based practices

Given the scarcity of spirituality-related research in
Thailand, especially in palliative care contexts, spiri-
tual care is a crucial area requiring further exploration
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to demonstrate its benefits to stakeholders for palliative
care and the healthcare systems. Participants viewed that
demonstrating the tangible benefits of spiritual care will
contribute to firm and deeper integration of spiritual care
into the healthcare system.

“We've got to prove the value of having spiritual care
and how it impacts patient outcomes or the people
around them. And, if possible, how it affects the
healthcare system as a whole. If we have that data,
I think it could help convince policymakers that
spiritual care should be part of the country’s main
healthcare system.” [P04, male, 46 years old].

Through research, healthcare professionals and other
spiritual care providers can better understand the impact
of spiritual care, how to integrate spiritual care into their
practices and refine interventions. This knowledge devel-
opment promotes more effective training, improved
patient outcomes, and the ability to address complex
spiritual needs.

“There are people conducting research on these top-
ics, which is important. It’s essential that everyone
gains the ability to do it, with advisors available
to assist when complex cases arise” [P06, male, 46
years old].

I: interdisciplinary collaboration

Participants emphasised the significance of interdisci-
plinary collaboration as a cornerstone of spiritual care,
particularly in palliative care settings. Each healthcare
profession addresses patients’ holistic needs from a
unique perspective, contributing to comprehensive care.
For example, psychologists focus on emotional needs
and mental well-being, while physicians predominantly
address physical concerns. By collaborating to enhance
patients’ well-being, especially in the absence of spiri-
tual care specialists, healthcare providers ensure that
all dimensions of care, including spiritual aspects, are
covered. This results in a more integrated approach and
improved patient outcomes.

“If every profession or everyone working in this field
could view the patient and share information holis-
tically, allowing everyone to see and understand the
patient as a whole, it would make the in-depth work
of each profession much easier” [PO1 male, 26 years
old].

Collaboration enables healthcare professionals to share
insights, enhancing how spiritual care is incorporated
into healthcare practices. Regular discussions and inter-
disciplinary meetings help providers better understand



Meeprasertsagool et al. BMC Palliative Care (2025) 24:19

the integration of spiritual care within their roles, facili-
tating the development of effective care plans. This team-
work ensures thorough assessments of spiritual needs,
leading to more comprehensive care and improved out-
comes, including better patient and family experiences
throughout the palliative care journey.

“We can all move forward together as a team—
patients, caregivers, doctors, nurses, all of us. We
need to sense that we are on a shared mission, col-
laborating to achieve something together” [POS8,
male, 59 years old].

T: transforming care systems

Transforming the healthcare system is essential to deliv-
ering comprehensive care for palliative care patients,
with spirituality being a key component. Addressing
system-level obstacles is necessary to enhance the quality
of care. Common challenges, such as limited resources,
work overload, and health financing difficulties, affect all
healthcare sectors. As part of this system, these barriers
similarly impact palliative care, including spiritual care.
For example, the general shortage of healthcare providers
limits the time and personnel available to offer spiritual
care to patients and families. Additionally, rigid regula-
tions hinder collaboration with non-healthcare sectors in
delivering spiritual care during hospitalisation.

“In the end, it might just come down to cost or the
infrastructure setup, whether it’s the hospital ser-
vice system or something else. It's quite challenging
because dealing with that falls under the system-
level issues” [P06, male, 46 years old].

“People who want to volunteer have to register first.
They can’t just walk in casually like that, you know.
It’s tied up with bureaucratic procedures, so that
makes the issue of death still something confined to
the hospital setting” [POS5, female, 48 years old].

To develop or improve spiritual care, participants
emphasised the need to transform healthcare systems
by establishing a solid foundation and integrating spiri-
tual care into existing structures. This transformation
requires the support of hospital administrators and poli-
cymakers. First, the significance of spiritual care must
be recognized, and only then can its integration into the
healthcare system be implemented.

“It also depends on the policies set by the execu-
tives, something like that. The management needs
to understand these matters as well” [P0O3, male, 41
years old].
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Discussion

The analysis adopts the S.PLR.I.T Model, which portrays
what participants perceive as future directions of spiri-
tual care where no professional spiritual care providers
exist. This model comprises six essential elements: (1)
Spirituality Training Programs, (2) Providers for Spiritual
Care, (3) Integrating into Healthcare, (4) Research and
Evidence-based Practices, (5) Interdisciplinary Collabo-
ration, and (6) Transforming Care Systems.

Roles in spiritual care provision the absence of specialists
The findings highlight that spiritual care provision is
a shared responsibility involving both healthcare and
non-healthcare providers. Non-healthcare providers,
such as spiritual leaders and volunteers, play a vital role
as supportive resources for patients and families, offer-
ing a welcoming presence and building strong rapport.
Within healthcare, every profession contributes uniquely
to spiritual care by identifying, assessing, and addressing
spiritual needs to varying degrees. Family physicians, pal-
liative care physicians, and nurses occupy a central role,
as they are often at the frontline of patient and family
care. Consequently, they require foundational competen-
cies in spiritual care to address these needs effectively and
to advocate for its integration into healthcare practices.

Our analysis aligns with previous studies, highlighting
that interdisciplinary collaboration, a key aspect of pallia-
tive care, also plays a vital role in providing spiritual care
[38—40]. Models proposed in various contexts, including
by spiritual care specialists and a Korean study, highlight
the roles of physicians, nurses, and social workers in pro-
viding comprehensive spiritual care [41, 42]. Therefore,
the spirituality training programs proposed in our model
align with previous studies, which have widely empha-
sized their importance [42-47].

Barriers to spiritual care and strategies to overcome

Our model is rooted in current challenges and sugges-
tions for providing spiritual care, identifying common
barriers such as limited education, insufficient compe-
tencies, and resource constraints. These issues are fre-
quently discussed in the literature. Limited education and
insufficient competencies encompass difficulties initiat-
ing conversations about spirituality, general communica-
tion skills, lack of awareness, and limited self-awareness
regarding one’s own spirituality [48—51]. Furthermore,
many studies identify time and human resource con-
straints as significant obstacles to spiritual care provision
in palliative care, where scarcity is already a challenge [8,
35, 50].

Future directions for spiritual care could face fewer
barriers by focusing efforts on implementing spiritual
care training programmes. This approach aligns with
strategies widely suggested in the literature. For instance,
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previous research emphasises the importance of edu-
cating healthcare providers about spiritual care and
integrating it into healthcare systems [46, 52-54]. The
European Association for Palliative Care also highlights
the necessity of spirituality education and training in pal-
liative care [44]. Other researchers argue that integrating
spiritual care into healthcare systems requires a multi-
faceted approach, including comprehensively defining
spirituality for research purposes, focusing on evidence-
based recommendations, and addressing the issue at
organisational and policy levels [55-57].

As spirituality is highly context-specific, spiritual care
provision must be rooted in cultural practices. Although
Thailand is officially a secular country, Buddhism signifi-
cantly influences Thai people, including healthcare pro-
viders. It is therefore essential to consider the influence
of Buddhism and other religious traditions when imple-
menting spiritual care models, while ensuring spirituality
is not reduced solely to religious practices. Research-
ers have proposed promoting spiritual care education
by acknowledging and incorporating local cultural and
religious contexts, such as Karma and Buddhism-based
interventions [31, 58, 59]. A Thai study proposed a model
that incorporates collaboration with Buddhist monks
and Buddhist principles, such as meditation and merit-
making, to support a peaceful end-of-life experience [60].
This approach aligns with a study in Taiwan, where Bud-
dhism is also widely practised [27].

Limitations

The findings of this study should be interpreted with
caution for several reasons, including participants’ back-
grounds and the absence of professional spiritual care
providers. First, most participants were healthcare pro-
fessionals working in hospital settings. Although they
were familiar with or specialised in death, dying, and pal-
liative care, their perspectives may be heavily influenced
by medical considerations. Including participants from
non-healthcare fields could yield broader perspectives
and more comprehensive approaches. Second, this study
was conducted in a country without professional spiri-
tual care providers within the healthcare system. As such,
most healthcare providers, particularly those in palliative
care, have limited experience collaborating with profes-
sional spiritual care specialists. Their perspectives on the
roles of specialists and specialised training might differ in
a context where such professionals are more integrated
into care teams.

Implication and future research

Educational stakeholders can utilise the S.P.L.R.LT. model
of spiritual care to enhance, broaden, and integrate spiri-
tual care practices. Educational institutions can adapt
the model to prepare healthcare professionals with core
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competencies to address the spiritual needs of patients
in palliative care. The model also offers policymakers
strategic guidance, helping to define organisational or
person-related challenges and prioritising solutions to
incorporate spiritual care effectively.

Additionally, the model provides a framework for
evaluating spiritual care in regions without established
professional spiritual care providers. Its themes enable
stakeholders to identify specific gaps and barriers, facili-
tating the development of targeted strategies to integrate
spiritual care into palliative services. By addressing these
challenges, healthcare systems can better meet patients’
comprehensive needs, ensuring their spiritual well-being
is an integral part of care.

Future research should focus on developing and evalu-
ating educational programmes on spiritual care in pal-
liative settings, particularly in resource-limited contexts.
Exploring current obstacles specific to local contexts
would further aid in tailoring strategies for implementing
spiritual care.

Conclusion

The study underscores the importance of spirituality in
palliative care and strengthens the case for its integration
into Thailand’s healthcare system. The absence of profes-
sional spiritual care providers presents both challenges
and opportunities to explore alternative models, such
as the proposed S.PLR.LT. model. This model advocates
for training healthcare providers in spiritual care, foster-
ing collaboration among practitioners, and integrating
spirituality into existing care systems. In the Thai con-
text, where spiritual care is less established than in some
countries, the study offers preliminary solutions, such as
developing evidence-based strategies, enhancing educa-
tional activities, and engaging religious and community
leaders. However, further efforts are required to address
significant challenges, particularly in training healthcare
providers and culturally adapting spiritual care services
to fit the local context.

Supplementary Information
The online version contains supplementary material available at https://doi.or
g/10.1186/512904-025-01658-w.

Supplementary Material 1

Supplementary Material 2

Acknowledgements
None.

Author contributions

NM wrote the proposal, conducted and transcribed interviews, analysed
the result data, and wrote a manuscript. IW revised the proposal, analysed
the result data, and revised the manuscript. PA conducted interviews and
analysed the result data, and AC discussed the study design, revised the


https://doi.org/10.1186/s12904-025-01658-w
https://doi.org/10.1186/s12904-025-01658-w

Meeprasertsagool et al. BMC Palliative Care (2025) 24:19

research protocol, and revised the manuscript. All authors read and approved
the final manuscript.

Funding
This research receives no funding from any sources.

Data availability

The datasets generated and analysed during the current study are not publicly
available due to participants'privacy and the sensitive nature of collected
data, but they are available from the corresponding author upon reasonable
request.

Declarations

Ethics approval and consent to participate

This study received ethical approval from the Institutional Review Board of
Mahidol University, Thailand, on August 23rd, 2024. The reference number is
COA. MURA 2024/591. All participants provided informed consent prior to
their involvement in the study, and steps were taken to ensure the privacy and
confidentiality of their data.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 9 October 2024 / Accepted: 15 January 2025
Published online: 20 January 2025

References

1. Puchalski CM, Vitillo R, Hull SK, Reller N. Improving the spiritual dimension of
whole person care: reaching national and international consensus. J Palliat
Med. 2014;17(6):642-56.

2. Quinn B, Connolly M. Spirituality in palliative care. BMC Palliat Care. 2023;22:1.

3. Puchalski CM, Dorff RE, Hendi IY. Spirituality, religion, and healing in palliative
care. Clin Geriatr Med. 2004,20(4):689-714. vi-vii.

4. Vallurupalli M, Lauderdale K, Balboni MJ, Phelps AC, Block SD, Ng AK; et al.
The role of spirituality and religious coping in the quality of life of patients
with advanced cancer receiving palliative radiation therapy. J Support Oncol.
2012;10(2):81-7.

5. RegoF, Nunes R. The interface between psychology and spirituality in pallia-
tive care. J Health Psychol. 2019,24(3):279-87.

6.  Handzo GF, Atkinson MM, Wintz SK. National Consensus Project’s Clinical
Practice Guidelines for Quality Palliative Care, Fourth Edition: Why is This
Important to Chaplains? J Health Care Chaplain. 2020,26(2):58-71.

7. Hvidt NC, Nielsen KT, Kerup AK, Prinds C, Hansen DG, Viftrup DT, et al. What
is spiritual care? Professional perspectives on the concept of spiritual care
identified through group concept mapping. BMJ Open. 2020;10(12):e042142.

8. Edwards A, Pang N, ShiuV, Chan C. The understanding of spirituality and the
potential role of spiritual care in end-of-life and palliative care: a meta-study
of qualitative research. Palliat Med. 2010,24(8):753-70.

9. Improving the Quality of Spiritual Care as a Dimension of Palliative Care. The
Report of the Consensus Conference. [cited 2023 May 16]. Available from: htt
ps://www.liebertpub.com/doi/epdf/https://doi.org/10.1089/jpm.2009.0142

10. Bulkley J, McMullen CK, Hornbrook MC, Grant M, Altschuler A, Wendel CS, et
al. SPIRITUAL WELL-BEING IN LONG-TERM COLORECTAL CANCER SURVIVORS
WITH OSTOMIES. Psychooncology. 2013;22(11):2513-21.

11. BalboniTA, VanderWeele TJ, Doan-Soares SD, Long KNG, Ferrell BR, Fitchett G,
et al. Spiritual Serious Ilin Health JAMA. 2022,328(2):184-97.

12. El Nawawi NM, Balboni MJ, Balboni TA. Palliative care and spiritual care: the
crucial role of spiritual care in the care of patients with advanced illness. Curr
Opin Support Palliat Care. 2012;6(2):269-74.

13.  Fuchs JR, Fuchs JW, Hauser JM, Coors ME. Patient desire for spiritual assess-
ment is unmet in urban and rural primary care settings. BMC Health Serv Res.
2021;21:289.

14.  Pearce MJ, Coan AD, Herndon JE, Koenig HG, Abernethy AP. Unmet spiritual
care needs impact emotional and spiritual well-being in advanced cancer
patients. Support Care Cancer. 2012;20(10):2269-76.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32

33.

34.

35.

36.

37.

38.

Page 9 of 10

Jaman-Mewes P, Oliveira MC da, de Mazotti S, Salvetti MR. M de G. Spiritual
care interventions for palliative care patients: A scoping review. Palliative &
Supportive Care. 2024;1-20.

denToom N, Visser A, Korver J, Walton MN. The perceived impact of being

a chaplain-researcher on professional practice. J Health Care Chaplain.
2024;30(1):19-32.

Timmins F, Caldeira S, Murphy M, Pujol N, Sheaf G, Weathers E, et al. The

role of the Healthcare Chaplain: A literature review. J Health Care Chaplain.
2018;24(3):87-106.

CASC/ACSS. [cited 2024 Sep 24]. Standards of Practice, Scope & Competen-
cies. Available from: https.//www.spiritualcare.ca/standards-of-practice-scop
e--competencies.html

Association of Professional Chaplains. [cited 2024 Sep 24]. The Impact of
Professional Spiritual Care. Available from: https.//www.apchaplains.org/reso
urces/the-impact-of-professional-spiritual-care/

Sinclair S, Chochinov HM. The role of chaplains within oncology interdisci-
plinary teams. Curr Opin Support Palliat Care. 2012;6(2):259-68.

The Worldwide Hospice Palliative Care Alliance (WHPCA). [cited 2024 Sep 24].
Global Atlas of Palliative Care, 2nd Ed 2020. Available from: https://thewhpca.
org/resources/global-atlas-of-palliative-care-2nd-ed-2020/

Sriratanaball J, Chatkaew P, Manaswanich P, Ngamkiatpaisan S, Seeratan

P. Situation of hospice care in Thailand. Health Systems Research Institute
(HSRI). 2020; Available from: https://kb.hsri.orth/dspace/handle/11228/4924
Wongprom |, Chaithanasarn A. A survey of palliative care domains and the
palliative care provision confidence of Thai family practitioners. BMC Palliat
Care. 2023;22(1):147.

Wisesrith W, Sukcharoen P, Sripinkaew K. Spiritual care needs of terminal Il
Cancer patients. Asian Pac J Cancer Prev. 2021;22(12):3773-9.

Health information Folk Doctor Foundation. 2023 [cited 2023 May 16]. Spiri-
tual care for the dying. Available from: https://www.doctor.orth/clinic/detail/
7399

Lundberg PC, Kerdonfag P. Spiritual care provided by Thai nurses in intensive
care units. J Clin Nurs. 2010;19(7-8):1121-8.

Shih BL, Shih PA, Huang ML, Cheng SY, Bhikshu H, Chen RC et al. Spiritual Care
for Buddhist Palliative Care Patients in Taiwan. 2024. Available from: https://re
search.ebsco.com/linkprocessor/plink?id=c3c63141-e324-35dd-9efb-d61e05
ea0cf8

Braun'V, Clarke V. Using thematic analysis in psychology. Qualitative Res
Psychol. 2006;3(2):77-101.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int J
Quial Health Care. 2007;19(6):349-57.

The Healthcare Accreditation Institute (Public Organization). SPIRITUAL
HEALTHCARE in ACTION (SHA). Thailand: The Healthcare Accreditation Insti-
tute (Public Organization). 2022;70. Available from: https:.//www.ha.or.th/TH/P
05t5/9%E0%B8%AB%E0%B8%99%E0%B8%B 19%E0%B8%87%E0%B8%AA%EN%
B8%B7%E0%B8%ADY%E0%B8%81%E0%B3%B2%E0%B8%A3%E0%B8%IEIED
%B8%B1%E0%B8%92%E0%B8%99%E0%B8%B2%E0%B8%84%E0%B8%B8%E
(09%B8%939%E0%B8%A0%E0%B8%B2%E0%B8%IE/Details/4994.

Pokpalagon P, Chaiviboontham S, Phinitkhajorndech N. Spiritual needs,
spiritual well-being, and buddhist practices of patients with terminal illness.
Thail Palliat Supportive Care. 2022;1-8.

Koper I, Pasman HRW, Schweitzer BPM, Kuin A, Onwuteaka-Philipsen BD.
Spiritual care at the end of life in the primary care setting: experiences from
spiritual caregivers - a mixed methods study. BMC Palliat Care. 2019;18(1):98.
Wisesrith W, Soonthornchaiya R, Hain D. Thai nurses' experiences of spiritual
care for older adults at end of life. J Hospice Palliat Nurs. 2021;23(3):286.

Keall R, Clayton JM, Butow P. How do Australian palliative care nurses address
existential and spiritual concerns? Facilitators, barriers and strategies. J Clin
Nurs. 2014;23(21-22):3197-205.

Laranjeira C, Dixe MA, Querido A. Perceived barriers to providing spiritual care
in Palliative Care among professionals: a Portuguese cross-sectional study. Int
J Environ Res Public Health. 2023;20(12):6121.

Shen-Miller J. Sacred lotus, the long-living fruits of China Antique. Seed Sci
Res. 2002;12(3):131-43.

van Schaik S, Helman-Wazny A, Néller R. Writing, painting and sketching at
Dunhuang: assessing the materiality and function of early tibetan manu-
scripts and ritual items. J Archaeol Sci. 2015;53:110-32.

Fletcher J. Spiritual Screening in Community-Based Palliative Care by the
Multidisciplinary Team. In: de Souza M, Bone J, Watson J, editors. Spiritual-

ity across Disciplines: Research and Practice. Cham: Springer International


https://www.liebertpub.com/doi/epdf/
https://www.liebertpub.com/doi/epdf/
https://doi.org/10.1089/jpm.2009.0142
https://www.spiritualcare.ca/standards-of-practice-scope--competencies.html
https://www.spiritualcare.ca/standards-of-practice-scope--competencies.html
https://www.apchaplains.org/resources/the-impact-of-professional-spiritual-care/
https://www.apchaplains.org/resources/the-impact-of-professional-spiritual-care/
https://thewhpca.org/resources/global-atlas-of-palliative-care-2nd-ed-2020/
https://thewhpca.org/resources/global-atlas-of-palliative-care-2nd-ed-2020/
https://kb.hsri.or.th/dspace/handle/11228/4924
https://www.doctor.or.th/clinic/detail/7399
https://www.doctor.or.th/clinic/detail/7399
https://research.ebsco.com/linkprocessor/plink?id=c3c63141-e324-35dd-9efb-d61e05ea0cf8
https://research.ebsco.com/linkprocessor/plink?id=c3c63141-e324-35dd-9efb-d61e05ea0cf8
https://research.ebsco.com/linkprocessor/plink?id=c3c63141-e324-35dd-9efb-d61e05ea0cf8
https://www.ha.or.th/TH/Posts/%E0%B8%AB%E0%B8%99%E0%B8%B1%E0%B8%87%E0%B8%AA%E0%B8%B7%E0%B8%AD%E0%B8%81%E0%B8%B2%E0%B8%A3%E0%B8%9E%E0%B8%B1%E0%B8%92%E0%B8%99%E0%B8%B2%E0%B8%84%E0%B8%B8%E0%B8%93%E0%B8%A0%E0%B8%B2%E0%B8%9E/Details/499#
https://www.ha.or.th/TH/Posts/%E0%B8%AB%E0%B8%99%E0%B8%B1%E0%B8%87%E0%B8%AA%E0%B8%B7%E0%B8%AD%E0%B8%81%E0%B8%B2%E0%B8%A3%E0%B8%9E%E0%B8%B1%E0%B8%92%E0%B8%99%E0%B8%B2%E0%B8%84%E0%B8%B8%E0%B8%93%E0%B8%A0%E0%B8%B2%E0%B8%9E/Details/499#
https://www.ha.or.th/TH/Posts/%E0%B8%AB%E0%B8%99%E0%B8%B1%E0%B8%87%E0%B8%AA%E0%B8%B7%E0%B8%AD%E0%B8%81%E0%B8%B2%E0%B8%A3%E0%B8%9E%E0%B8%B1%E0%B8%92%E0%B8%99%E0%B8%B2%E0%B8%84%E0%B8%B8%E0%B8%93%E0%B8%A0%E0%B8%B2%E0%B8%9E/Details/499#
https://www.ha.or.th/TH/Posts/%E0%B8%AB%E0%B8%99%E0%B8%B1%E0%B8%87%E0%B8%AA%E0%B8%B7%E0%B8%AD%E0%B8%81%E0%B8%B2%E0%B8%A3%E0%B8%9E%E0%B8%B1%E0%B8%92%E0%B8%99%E0%B8%B2%E0%B8%84%E0%B8%B8%E0%B8%93%E0%B8%A0%E0%B8%B2%E0%B8%9E/Details/499#
https://www.ha.or.th/TH/Posts/%E0%B8%AB%E0%B8%99%E0%B8%B1%E0%B8%87%E0%B8%AA%E0%B8%B7%E0%B8%AD%E0%B8%81%E0%B8%B2%E0%B8%A3%E0%B8%9E%E0%B8%B1%E0%B8%92%E0%B8%99%E0%B8%B2%E0%B8%84%E0%B8%B8%E0%B8%93%E0%B8%A0%E0%B8%B2%E0%B8%9E/Details/499#

Meeprasertsagool et al. BMC Palliative Care

39.

40.

42.

43.

44,

45.

46.

47.

48.

49.

50.

(2025) 24:19

Publishing [cited 2024 Oct 6] 2016;229-41. pp. Available from: https://doi.org
/10.1007/978-3-319-31380-1_18

van de Geer J, Visser A, Zock H, Leget C, Prins J, Vissers K. Improving spiritual
care in hospitals in the Netherlands: what do Health Care chaplains involved

in an action-research study report? J Health Care Chaplain. 2018;24(4):151-73.

Tanzi S, Artioli G, Bertocchi E, Balestra GL, Ghirotto L, Cagna M, et al. Experien-
tial training course on spirituality for multidisciplinary palliative care teams in
a hospital setting: a feasibility study. BMC Palliat Care. 2024;23(1):38.
Puchalski C, Ferrell B, Virani R, Otis-Green S, Baird P, Bull J, et al. Improving the
quality of spiritual care as a dimension of palliative care: the report of the
Consensus Conference. J Palliat Med. 2009;12(10):885-904.

Kang KA, Kim DB, Koh SJ, Park MH, Park HY, Yoon DH, et al. Spiritual Care
Guide in Hospice-Palliative Care. J Hosp Palliat Care. 2023,26(4):149-59.

de Goes MGO. Crossetti M Da G De O. Developing a spiritual care

model for patients and their relatives in illness. Rev Gaucha Enferm.
2020;41(spe):e20190150.

Best M, Leget C, Goodhead A, Paal P. An EAPC white paper on multi-
disciplinary education for spiritual care in palliative care. BMC Palliat Care.
2020;19(1):9.

Wasner M, Longaker C, Fegg MJ, Borasio GD. Effects of spiritual care training
for palliative care professionals. Palliat Med. 2005;19(2):99-104.

Dezorzi LW, Raymundo MM, Goldim JR, de Oliveira CAV. Spirituality in the
continuing education of healthcare professionals: an approach to palliative
care. Palliat Support Care. 2019;17(6):662-7.

Baldacchino D. Spiritual Care Education of Health Care professionals. Reli-
gions. 2015;6(2):594-613.

Tiyoa N, Weerawatsopon S. Spiritual care experiences among Palliative

Care Team in Thammasat University Hospital, qualitative study. TUHJ.
2023;8(3):13-28.

Espinel J, Colautti N, Donoso MMR, Saca JML, Rios MER, Mazzotti U, et al.
Competencies for quality spiritual care in palliative care in Latin America:
from the Spirituality Commission of the Latin American Association for Pallia-
tive Care. Annals Palliat Med. 2022;11(10):3247262-3243262.

Momeni G, Hashemi MS, Hemati Z. Barriers to providing spiritual care from

a Nurses'perspective: a content analysis study. Iran J Nurs Midwifery Res.
2022,27(6):575-80.

51.

53.

54.

55.

56.

57.

58.

59.

60.

Page 10 of 10

Bar-Sela G, Schultz MJ, Elshamy K, Rassouli M, Ben-Arye E, Doumit M, et al.
Training for awareness of one’s own spirituality: a key factor in overcoming
barriers to the provision of spiritual care to advanced cancer patients by doc-
tors and nurses. Palliat Support Care. 2019;17(3):345-52.

Crozier D, Greene A, Schleicher M, Goldfarb J. Teaching spirituality to medical
students: a systematic review. J Health Care Chaplain. 2022;28(3):378-99.
Piscitello GM, Martin S. Spirituality, Religion, and Medicine Education for
Internal Medicine Residents. Am J Hosp Palliat Care. 2020,37(4):272-7.

Lo B, Quill T, Tulsky J. Discussing palliative care with patients. ACP-ASIM
end-of-Life Care Consensus Panel. American College of Physicians-American
Society of Internal Medicine. Ann Intern Med. 1999;130(9):744-9.

de Brito Sena MA, Damiano RF, Lucchetti G, Peres MFP. Defining spirituality in
Healthcare: a systematic review and conceptual Framework. Front Psychol.
2021;12:756080.

Holyoke P, Stephenson B. Organization-level principles and practices to
support spiritual care at the end of life: a qualitative study. BMC Palliat Care.
2017;16(1):24.

Long KNG, Symons X, VanderWeele TJ, Balboni TA, Rosmarin DH, Puchalski C,
et al. Spirituality as a determinant of Health: emerging policies, practices, and
systems. Health Aff. 2024;43(6):783-90.

Chimluang J, Thanasilp S, Akkayagorn L, Upasen R, Pudtong N, Tantitrakul W.
Effect of an intervention based on basic buddhist principles on the spiritual
well-being of patients with terminal cancer. Eur J Oncol Nurs. 2017;31:46-51.
Tongprateep T. The essential elements of spirituality among rural Thai elders.
J Adv Nurs. 2000;31(1):197-203.

Pilaikiat R, Fongkaew W, Sethabouppha HP, Phornphibul P, Voss J. Devel-
opment of a buddhist spiritual care model for people at the end of life. J
Hospice Palliat Nurs. 2016;18:324-31.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://doi.org/10.1007/978-3-319-31380-1_18
https://doi.org/10.1007/978-3-319-31380-1_18

	﻿Future directions of spiritual care where spiritual care providers do not exist: a qualitative study
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study design
	﻿Settings/participants
	﻿Data collection and processing
	﻿Data analysis

	﻿Results
	﻿Emerging ﻿themes: the S.P.I.R.I.T. model﻿
	﻿S: spirituality training programs
	﻿P: providers for spiritual care
	﻿I: integrating spiritual care into healthcare
	﻿R: research and evidence-based practices
	﻿I: interdisciplinary collaboration
	﻿T: transforming care systems

	﻿Discussion
	﻿Roles in spiritual care provision the absence of specialists
	﻿Barriers to spiritual care and strategies to overcome
	﻿Limitations
	﻿Implication and future research

	﻿Conclusion
	﻿References


