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Abstract 
Background 
Spirituality is an integral part of being human, and should therefore be part of all fields of healthcare 

such as prevention, treatment, coping, recovery or death. During Major Health Disasters (MHDs), the 

demand for Spiritual Care and Support (SCS) grows exponentially, while the emergency burden of 

care and focus on preserving life often hamper its provision. The COVID-19 pandemic was an ex-

treme global crisis, during which SCS drastically diminished, suggesting that healthcare providers and 

governments were unprepared in terms of a national strategy for the provision of SCS in health 

emergencies. 

Aim 
The aim of this study is to identify the components for a national strategy for the provision of SCS to 

patients, their families and staff during MHDs and emergencies. 

Methods 
A descriptive, cross-sectional, qualitative phenomenological design based on individual, semi-struc-

tured e-interviews with nursing managers and NHS/volunteer chaplains based in England was 

adopted. Thematic analysis of 25 e-interviews was performed based on a dialogic collaborative pro-

cess. The documents shared by interviewees were analysed using a standardised form. 

Results and Discussion  
Results are divided into two parts. In Part I, five themes encapsulate the experiences of SCS narrated 

by participants, such as unpreparedness and the sense of being overwhelmed. Part II contains 11 

themes which are translated into the 11 components of the proposed national strategy. The 

themes/components, accompanied by practical recommendations for action, are: Awareness of the 

past, Terminology, Community, Collaborations, Communication,  Care and Spiritual Support, Train-

ing, Technology, Trust, Equality / Diversity / Inclusion, and Resources. An integrated framework ap-

proach illustrates who is responsible for: the planning and preparation of each component; the de-

livery and implementation of the action/resources needed; and the evaluation of the actions. 

Conclusion 
The need to have strategic frameworks, both national and local, that better equip a country to pre-

vent, face, and recover from MHDs is paramount. Catering for the spiritual needs of the affected 

population should be a key aspect of any emergency strategy, given the centrality of SCS in 

healthcare, which becomes both exceptionally important and challenging in circumstances of mass 

fear and death. 

 
Keywords: Spiritual care and support, major health disasters, COVID-19, England, NHS, senior 
nurses, chaplains, national strategy, preparedness, culturally competent and compassionate care. 
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Executive summary  
 

Towards a national strategy for the provision of spiritual care and support  

in major health disasters 

 
Spiritual care and support in major health disasters 
This report sits within the research programme Spiritual Support during Major Health Disasters, of the Re-

search Centre for Transcultural Studies in Health (RCTSH), Middlesex University, London. The programme 

builds on the evidence around the importance of Spiritual Care and Support (SCS) in the healthcare 

sector and how its provision becomes exceptionally important, yet challenging, during Major Health 

Disasters (MHDs). The goal of this research programme is to contribute to the development of MHDs 

strategic frameworks for the provision of SCS so that to ensure holistic, culturally competent and 

compassionate care is offered to patients, their relatives and professional carers in times of crisis 

and widespread suffering, like the COVID-19 pandemic. The first two studies of this programme, in-

cluding this one, refer to England, but the programme aims for an international reach.  

The importance of spirituality and SCS has been gaining prominence in the healthcare sector 

as part of the paradigm of holistic and culturally competent and compassionate care (Cochrane et 

al., 2019; Koenig, 2012; Papadopoulos, 2018; Puchalski, 2001). Spirituality has been shown to be 

beneficial to health due to the promotion of positive health behaviours, positive psychological 

states, better coping with stressful events, and the strengthening of social networks and support (Ho 

et al., 2018; Oman and Thoresen, 2005). In parallel, evidence around the benefits of SCS is advanc-

ing, and modules and training in SCS are gradually becoming part of nursing curricula and profes-

sional development (Jalili et al., 2020; Paal et al., 2015). In the UK spiritual and pastoral care depart-

ments have been part of hospitals since the creation of the National Health Service (NHS) in 1948 

(Swift et al., 2015). 

Natural and human-made disasters are dramatically increasing. According to the United Na-

tions, cataclysmic events worldwide have tripled in the last 50 years (UN News, 2021). Within all 

types of disasters, MHDs are also on the rise worldwide (International Federation of Red Cross and 

Red Crescent Societies, 2018), and these have tremendous impacts on public health and the health 

systems of affected populations (Noji, 2000; Shoaf and Rottman, 2000). The COVID-19 pandemic was 

an extreme, unprecedented existential global crisis, during which radical changes occurred in the 

provision of SCS to hospitalized patients, and their relatives. In particular, studies are indicating that 

SCS drastically diminished, due to the emergency burden of care of frontline healthcare workers, 

and the infection control precautions hampering the services of spiritual care units in hospitals 

(Byrne and Nuzum, 2020; Cockell, 2020; Papadopoulos et al., 2021). This, not only initially suggested, 

but it is now evidenced, that the outbreak caught healthcare providers and governments unpre-

pared in terms of a national strategy for the provision of SCS in MHDs.  

In the UK, guidance focuses on how emergency responders can collaborate with faith com-

munities in the planning and preparation for major incidents and pandemics (Home Office and Cabi-

net Office, 2005; UK Department for Communities and Local Government, 2009); other guidance has 

focused specifically on how spiritual care can be given during the COVID-19 pandemic (NHS England, 
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2021). However, the NHS England programme of work ‘Emergency Preparedness, Resilience and Re-

sponse (EPRR)’ (NHS England, 2017) appears to be lacking plans to prepare nurse managers to put in 

place and co-ordinate plans for SCS. Even globally, SCS is generally lacking from existing MHDs stra-

tegic frameworks – which is an alarming gap.  

 

 

Listening to the voices of frontline senior nurses and chaplains 
The aim of this study was to identify the components for a national strategy for the SCS to patients, 
their families and staff during MHDs and emergencies. During a MHDs, the demand for SCS grows 
exponentially. Senior nurses and spiritual leaders alike bear a great responsibility for the patients’ 
spiritual well-being and are an indispensable workforce during health emergencies. This study ex-
plores nurse managers’ and NHS/volunteer chaplains experiences and views in relation to SCS in 
England during the COVID-19, from March 2020 to July 2021. 

A descriptive qualitative phenome-
nological design based on individual, semi-
structured e-interviews with nursing manag-
ers and NHS/volunteer chaplains was cho-
sen. The documents provided by our inter-
viewees as well as other existing documents 
about strategies for MHDs we identified by 
conducting an online search were analysed 
or reviewed. A purposeful sampling method 
was used based on convenience, emergent 
and snowball sampling strategies (Palinkas 
et al., 2015).  

Twenty-five participants were in-
volved in the study, comprising nine senior nurses and sixteen chaplains. Among the latter, there 
were full-time NHS chaplains, all occupying senior roles (n. 9), and the remainder were a mix of part-
time and/or volunteer hospital chaplains who often also are community faith representatives, 
and/or working in independent social and healthcare organisations. Of the nursing managers in-
cluded, four work in critical care/EoL, whereas the other five are senior nurses working in other hos-
pital areas. Over 50% of our participants had more than 16 years of experience in the job position 
occupied at the moment of interview. The majority of participants work in London (32%), others 
were based across six regions of England, and one in the Isle of Man.  

Thematic analysis of the 25 e-interviews aimed at identifying, analysing, and reporting pat-

terns of meaning within data sets. In this study, this was performed using a dialogic collaborative 

process (Paulus et al., 2015), which was dictated by a pragmatic and purposeful approach aiming to 

answer the research questions within the project timeline. The policy documents, guidelines and re-

sources shared by the interviewees and found by further online searches were analysed using a 

standardised form, for the search of approaches and solutions used effectively in the past, as well as 

for principles and examples of good practice and innovations.  

The study was carried out in accordance with the Middlesex University Code of Practice for 

Research and followed the Research Ethics Review Framework. Ethical approval was granted by the 

Middlesex University’s Health and Social Care Ethics Sub-committee (#17428 of 27.4.21).  

 

 

Experiences become strategic components and inform practical actions 
Results are divided into two parts. In Part 1, reports on the ‘Experiences and descriptions of SCS dur-

ing Covid-19 (March 2020- July 2021)’. The main themes stemming from the experiences reported by 

our participants are presented in quotes, reconstructed stories and examples of good practices. They 

The majority of interviewees declared no knowledge 

of a national or local strategies for SCS in MHDs. All 

agreed that there was a need for a national strategy to 

bring about transparency about resources, standardi-

sation of processes, guidance for co-ordinating and 

managing SCS during major health disasters, indicators 

of how ‘good spiritual care and support’ looks like, 

who can provide it, what training and skills staff 

should have, and how to support those delivering SCS. 

Some participants suggested that SCS should be part 

of all NHS policies/strategies. 
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provide the evidence needed to help understand what has already happened and guide us to deal 

with the future in the most efficient, effective, and culturally competent ways. The themes are:  

- We have never experienced a pandemic before. This theme encapsulates the sense of going 

through a unique and tremendously massive health disaster. 

- We were unprepared. The pandemic caught the NHS and the government unprepared. The 
majority of participants declared that their employer had policies/strategies for major incidents, but 
these did not include any information about the provision of SCS.  
- Multidisciplinary working. During the pandemic different clinical and non-clinical teams 
within the trust worked very closely together.  
- Technology: We began doing things we never did before. Both nurses and chaplains men-
tioned the use of information and communication technologies (ICTs) via which SCS was provided in 
ways never done before. However, all our interviewees emphasised how physical presence is ulti-
mately irreplaceable in SCS provision. 
- We were overwhelmed by the huge number of deaths. Participants and their staff felt pro-
fessionally and emotionally overwhelmed. The notion of moral injury has been raised in different 
ways, and was often accompanied by a reflection on the need for long-term support, in terms of in-
dividual and collective bereavement and remembrance.  
 
These experiences feed into the recommendations made in Part 2 of the results’ chapter (‘Compo-
nents of a national strategy), for the need of a strategy and for the key components of a future na-
tional strategy for SCS in MHDs. The themes/components, accompanied by practical recommenda-
tions for action, are described with direct quotes, reconstructed stories and examples of good prac-
tice. The themes/components are:  

 
- Awareness of the past. It is key to reflect 

and learn from past and more recent experiences 

of healthcare and chaplaincy staff (see themes of 

Part 1 of results).  

- Terminology. Clarity about terminology is 

most important in a strategy, and establishing 

transparent definitions helps avoiding misunder-

standings whilst enabling the development of com-

mon platforms. The national strategy should in-

clude the definitions of spirituality, SCS, chaplains 

and chaplaincy, and hospital Chapels. 

 

- Community. Engaging with communities provided opportunities to work with and empower 

people and their locality. The need to develop better working relationships with local communities 

was recognised by the participants of this study. The national strategy should enable, among other 

things, the development of a coherent and integrated community SCS plan and provide resources to 

help communities develop resilience.  

- Collaborations. The pandemic enhanced collaborations around SCS. This happened both 

within the NHS Trusts and with local communities. The national strategy should facilitate and 

support the inclusion of SCS in all multidisciplinary groups and develop a protocol for the 

involvement of community faith leaders and the general public in consultations. 

- Communication. Participants of this study reported barriers and enablers to communication, 

while others provided examples of symbolic communication which demonstrated the power of SCS. 

Spirituality is an integral part of all human beings 

which is connected to religions, faiths, personal 

philosophies, a relationship with ourselves, oth-

ers and the environment, as well as a relation-

ship with a transcendent superior force, which 

helps us understand the meaning and purpose of 

our existence and that of others. 
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Improving the design of masks and visors to remove the barriers in communication, innovate the use 

of symbolic communication and unspoken SCS, and produce SCS documents in different languages 

should be some components of the national strategy. 

- Trust. In the early stages of the pandemic, there were no specific protocols to follow in order 

to care for the COVID patients, and staff were doing the best they could. To maintain high the levels 

of trust of the healthcare professionals and the public, the national strategy should ensure that the 

staff and the public are up-to-date with reliable and accessible information and produce protocols 

for SCS in MHDs. 

- Care and Spiritual Support. The demand for SCS increased dramatically among staff and 

relatives. In hospitals, staff SCS initiatives were numerous. Debriefing has emerged as an important 

support practice to heal the psychological and spiritual scars of the pandemic experience. The 

national strategy should ensure the provision of funds and development of protocols for the 

immediate and efficient implementation of SCS for staff, patients & vulnerable groups. 

- Training. The national strategy should implement a series of key actions in training, such as: 

enhance understanding of the meaning of SCS; include information about the major religions, 

minority faiths and non-religious beliefs; develop a spirituality assessment tool and spirituality 

competencies which are also culturally appropriate; train in moral injury and ethical decision 

making; use expert chaplains as SCS & death trainers. 

- Technology. The use of ICTs proved to be central in several realms of people’s life during 

COVID-19 pandemic, and SCS was no exception. The national strategy should promote the training of 

nurses and chaplains in the best use of ICTs and AI devices. The improvement of Internet 

infrastructures in hospitals and the community, as well as research and development in AI and other 

robotic devices in healthcare should be accelerated.  

- Equality, Diversity, Inclusion (EDI). The national strategy proposed should make sure that 
SCS needs of NHS staff, patients and relatives follow the principles of EDI and culturally competent 
and compassionate, holistic care. For this, protocols for meeting the specific religious needs of 
patients, and clear and equitable guidelines for visitors should be developed. 
- Resources. The issue of resources runs through almost all other themes, in particular in 
relation to workforce, reduced funding, inadequate planning and stores of safety equipment, all of 
which amounted in lack of preparedness for MHDs. A national strategy should factor in the creation 
of spaces for staff and visitors which allow SCS, put in place efficient systems to rapidly deal with the 
sudden reduction of the workforce, and develop protocols for bereaved family members and staff 
suffering from long COVID. 
 
 
An integrated framework approach for a new National Strategy  
An integrated framework approach is adopted to illustrate who is responsible for: the planning and 
preparation of each component; the delivery and implementation of the action/resources needed; 
and the evaluation of the actions taken, at national, local and organisational levels.  

The need to have strategic frameworks, both national and local, that better equip a country 
to prevent, deal, and recover from emergencies and MHDs, is paramount. Catering for the spiritual 
needs of the affected population should be a key aspect of any MHD strategy, given the centrality of 
spirituality in health, which becomes exacerbated in circumstances of mass fear, uncertainty, and 
death. 
 

 

 



  

 

 

 

Chapter 1 

Introduction 
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Chapter 1. Introduction 
 

The COVID-19 pandemic was undoubtedly an 
extreme, unprecedented existential crisis. The 
outbreak caught health providers and govern-
ments unprepared in terms of a national 
strategy for the provision of spiritual care and 
support during major health disasters (SCS in 
MHDs) which had been well rehearsed and 
could be initiated and adequately resourced. 
The pandemic also created new societal sys-
tems and conditions of living, working and be-
having, including how individuals care for 
themselves and others, and when death is im-
minent (Bland, 2020; Blustein and Guarino, 
2020). During this global crisis, radical 
changes occurred in the provision of SCS to 
hospitalized patients, and their relatives. 
Available studies are indicating that SCS dras-
tically diminished, due to the emergency bur-
den of care of frontline healthcare workers, 
and the infection control precautions hamper-
ing the services of spiritual care units in hospi-
tals (Carey, 2021; Papadopoulos et al., 2021).  
  
Natural and human-made disasters are dra-
matically increasing. According to the United 
Nations (UN), cataclysmic events worldwide 
have tripled since 50 years ago (UN News, 
2021). Between 2000 and 2019, EM-DAT, the 
Emergency Events Database of the Centre for 
Research on the Epidemiology of Disasters, 
recorded 7,348 disasters which claimed a to-
tal of approximately 1.2 million lives and af-
fected more than four billion people (CRED 
and UNDRR, 2020). Within all types of disas-
ters, MHDs and emergencies are also on the 
rise worldwide (International Federation of 
Red Cross and Red Crescent Societies, 2018). 
The UN define major disaster (MD) as  
‘A serious disruption of the functioning of a 
community or a society involving widespread 
human, material, economic or environmental 
losses and impacts, which exceeds the ability 
of the affected community or society to cope 
using its own resources’ (UNISDR, 2009, p. 9). 
 

Major disasters of any kind have a tremen-
dous impact on public health and the health 
systems of affected populations: this can be 
seen in the destruction of health facilities, 
with a drastic reduction of essential medicines 

and healthcare workers (Noji, 2000; Shoaf and 
Rottman, 2000); other detrimental side ef-
fects of MDs can be the outbreak of com-
municable diseases and psychosocial prob-
lems (Murthy and Lakshminarayana, 2006). 
International organisations urge governments 
to strengthen strategies for disaster reduction 
and recovery (ISDR, 2007; WHO, 2019), now 
more than ever, after the COVID-19 pandemic 
has revealed several gaps in governments dis-
aster risk management (CRED and UNDRR, 
2020, p. 7). The need to have strategic frame-
works, both transnational and domestic, that 
better equip countries to prevent, face, and 
recover from MDs and MHDs, becomes para-
mount. Catering for the spiritual needs of the 
affected population should be a key aspect of 
any MHD strategy, given the centrality of spir-
ituality in health, which becomes exacerbated 
in circumstances of mass fear, uncertainty, 
and death.  
 

This report is structured as follows: in the rest 
of this introductory chapter, we are making 
the case for the historical and contemporary 
importance of spirituality in health/care, and 
for how SCS has been gaining prominence in 
the healthcare sector as part of the paradigm 
of holistic and culturally competent care. A 
brief overview of current MHDs preparedness 
strategy will then show the extent to which 
SCS is generally lacking from any existing 
MHDs strategic frameworks – which is an 
alarming gap. The aims of the study conclude 
this chapter. In chapter 2 ,methods of the 
study will be presented. Chapter 3 deals with 
the results which are divided into two parts. 
In the first part, we are presenting the main 
themes stemming from the experiences that 
we collected from our study participants. We 
use direct quotes and reconstructed stories to 
better convey, in a synthetic and effective 
way, the unimaginable difficulties our partici-
pants have gone through. These experiences 
feed into the recommendations made in Part 
2 of the results’ chapter (‘Components of a 
national strategy), for the need of a strategy 
and for the key components of a future na-
tional strategy for SCS in MHDs. Direct quotes, 
examples of good Practices and reconstructed 
stories describe participants’ views which are 
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also discussed against the backdrop of grow-
ing literature around SCS during COVID and 
beyond. Chapter 4 presents all the identified 
components for a future strategy in a sum-
mary table. An integrated framework ap-
proach is adopted to illustrate who is respon-
sible for: the planning and preparation of 
each component; the delivery and implemen-
tation of the action/resources needed; and 
the evaluation of the actions taken, at na-
tional, local and organisational levels. In the 
last section of the Appendixes we provide a 
table with the key demographic characteris-
tics of participants, the interview guide for 
nursing managers, and three examples of doc-
umentary analysis using our standardised 
form. 
 

Spirituality in health and social care  
Research established that spirituality is an in-
tegral part of being human, and of compas-
sionate, and culturally competent care (Papa-
dopoulos, 2018). Spirituality is associated to a 
presence that helps us feel connected with 
something transcending us – with a meta-
physical realm going beyond what is tangible 
and transient. Spirituality is connected to reli-
gions, beliefs, cults, and rituals: it is intrinsi-
cally intra-faith and can encompass religiosity. 
However, by transcending religion, spirituality 
stands in itself, as a meaningful dimension of 
humanness. Spirituality would therefore ap-
pear as a universal idea and an existential di-
mension (de Jager Meezenbroek et al., 2012). 
This does not imply that it resonates with eve-
ryone, but it is more likely to be awaken in 
particular moments of people’s life. One of 
such moments is precisely that around severe 
illness and the exhalation of our last breaths. 
Dying is a shocking event, for both the individ-
ual and the collective, around which arguably 
all cultures and religions have established 
some of the most elaborate ritual practices, to 
spiritually care for death shocks. 
The connection between spirituality/religion 
and health/care is multifaceted, involving be-
havioural, sociocultural and mental compo-
nents, not restricted to coping with diseases 
at the End of Life (EoL), but also in prevention 

and recovery. In these realms, spirituality has 
been shown to be beneficial to health due to 
the promotion of beneficial health behav-
iours, positive psychological states, better 
coping with stressful events, and the strength-
ening of social networks and support (Oman 
and Thoresen, 2005). Since the 1980s, the 
positive relation between religion/spirituality 
and health outcomes has been an active area 
of research across several disciplines and 
fields, from epidemiology (Levin and Schiller, 
1987; Levin and Vanderpool, 1989), to neuro-
science (Brandmeyer et al., 2019) and mental 
health (AbdAleati et al., 2016). Palliative 
care/EoL is arguably the field of study and 
practice where the care for the spiritual needs 
is of chief relevance (Amoah, 2011). Work has 
shown the importance of spiritual well-being 
in improving the quality of life and coping re-
sources in terminally-ill cancer patients 
(McClain et al., 2003), care of older people, as 
well as in other advanced diseases and Inten-
sive Care Units (ICUs) (Ho et al., 2018). Litera-
ture points to the health benefits derived 
from spirituality; this is because the meaning 
and purpose gained via spiritual explorations 
are conducive to a harmonious and peaceful 
state of the complex body-mind-soul human 
entity, which helps prevent, cope and recover 
from illnesses. 
 

Spiritual Care and Support (SCS) 
The connection between spirituality and reli-
gion with health and healing is ancient, quasi-
universal and persistent. Evidence around the 
benefits of SCS is advancing, and modules and 
training in SCS is increasingly part of nursing 
curricula and professional development (Jalili 
et al., 2020; Paal et al., 2015). This suggests 
that spiritual values and support are gaining 
momentum in mainstream healthcare, and 
are being recognised as integral part of 
health/care.  
The World Health Organisation (WHO) in-
cludes the evaluation of and care for the spir-
itual needs of the patients with life-threaten-
ing illness in the definition of palliative care 
(WHO, 2020), and it provides a detailed defi-
nition of spiritual care within the International 
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Statistical Classification of Diseases and Re-
lated Health problems (WHO, 2017). The In-
ternational Council of Nurses (ICN), in its code 
of ethics, stresses the importance of respect-
ing the spiritual beliefs of patients, their fami-
lies and communities (ICN, 2012). Policy docu-
ments and institutional guidelines included 
spiritual care as key to quality healthcare (Lo 
et al., 1999; NICE, 2017). The Association of 
American Medical College (AAMC, 1999), and 
the UK Royal Colleges of Nursing (2011) and 
of Psychiatry (Cook et al., 2009) all have inves-
tigated and recommend embedding spiritual 
care in their professional training and prac-
tice.  
 

In the UK, the National Health Service (NHS) 
was created in 1948, as the first integrated, 
state-funded hospital service in the country 
(Greengross et al., 1999). Spiritual and pasto-
ral care departments have since been part of 
hospitals, and chaplains are employed under 
the responsibility of the NHS to ensure that  
‘all people, be they religious or not, have the 
opportunity to access pastoral, spiritual or re-
ligious support when they need it’ (Swift et al., 
2015, p. 6).  
 

Nurses too have a historic role in supporting 
the spiritual well-being of patients at being by 
their bedside in critical moments (Royal Col-
lege of Nursing, 2011). Current outcomes of 
training in nursing including elements of SCS 
appear promising (Dezorzi et al., 2019; Hu et 
al., 2019), and studies have discussed the im-
portance of incorporating SCS into basic edu-
cational activities and models, in palliative 
care and beyond (Best et al., 2020; Piscitello 
and Martin, 2020). Yet, this does not mean 
that spiritual competence is bearing the same 
status as other clinical and nursing skills yet 
(Amoah, 2011), and education and training in 
this sense are still insufficient (O’Brien et al., 
2019). Meeting nurses training needs and de-
veloping strategic guidelines for nurses, chap-
lains and the entire healthcare sector in the 
realm of SCS becomes urgent, also in light of 
disasters and emergencies being on the rise 
worldwide, as argued above. In mass casualty 
situations, the demand for spiritual support 
grows exponentially , and nurses bear one of 
the greatest burdens of care, including that of 
patients’ spiritual well-being (McBrien, 2010).  

 

Finally, it is important to emphasise that the 
growth in research and training around spirit-
uality in healthcare can be read as part of the 
broader shift towards a humanisation of care, 
which is holistic and person-centred (Cockell 
and Mcsherry, 2012). Spiritual competence is 
a key component of the growing model of cul-
turally competent and compassionate care 
(Cochrane et al., 2019; Papadopoulos, 2018, 
1999). Spirituality and religion are crucial ele-
ments of an individual’s cultural values and 
beliefs, including health beliefs. It is also im-
portant to remember that spiritual needs vary 
across cultural and ethnic groups and the 
healthcare workforce must be provided with 
opportunities to become aware and knowl-
edgeable about these cultural differences in 
order to provide compassionate spiritual care 
and support, that is sensitive and appropriate 
(Busolo and Woodgate, 2015). Additionally, 
compassion is associated with several major 
religions and philosophies, and their virtues 
(Papadopoulos, 2018; Papadopoulos et al., 
2016). In this expanding paradigm of compas-
sionate care where cultural and spiritual com-
petence is central, one feature seems crucial: 
that of a quality presence (also Hosseini et al., 
2019) of the caregiver who can assist the pa-
tient in their suffering, when their psychologi-
cal, physical, cognitive and spiritual resources 
cannot suffice without the presence of a hu-
man fellow. 
In this study we use the term Spiritual Care 
and Support. It is a broader conception than 
spiritual care only, which is commonly used 
and investigated in nursing care (Ramezani et 
al., 2014; Royal College of Nursing, 2011). In 
the WHO ICD – 10/11-AM Spiritual Interven-
tion Codings (WHO-SPICs), spiritual support is 
described as ‘the provision of a ministry of 
presence and emotional support to individuals 
or groups’ (Carey and Gleeson, 2017), and is 
only one component of spiritual care, along 
with assessment, counselling, guidance and 
education, ritual, and allied health interven-
tions (Carey and Cohen, 2015; WHO, 2017). 
Spiritual support in our study is conceived dif-
ferently, as an integral component of cultur-
ally competent and compassionate care (Pa-
padopoulos, 2018). In this sense, SCS indicates 
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a broad and all-comprehensive spiritual pres-
ence, comfort and other actions not only to 
patients, but to their loved ones as well as 
health workers. SCS stems from an  
‘understanding [of] the suffering of others and 
wanting to do something about it [and] takes 
into consideration the patients’ and the car-
ers’ cultural backgrounds as well as the con-
text in which care is given’ (Papadopoulos, 
2018, p.2).  
 

This conception of SCS is intended to apply to 
all healthcare professionals, from nurses to 
medical clinicians and other groups of staff, 
and is not restricted to the professional inter-
ventions of chaplains. 
 

State of the art of existing strategies  
Research and strategies for MHDs in relation 
to spiritual support appear scarce. From its in-
ception, during the 1960s, the UN DDR has 
worked to prevent and reduce the detri-
mental consequences of major disasters onto 
affected populations. The current Sendai 
Framework for Disaster Risk Reduction 
(SFDRR) 2015–2030 (UN, 2015) further rein-
forces the necessity to adopt a broad ap-
proach to disaster risk management (DRM) 
and to strengthen disaster risk reduction 
(DRR) in relation to health. For this, it postu-
lated the reinforcement of national health 
systems as the route to achieve DRR (Olu et 
al., 2016). Drawing from previous responses 
arising from the Hyogo Framework for Action 
(HFA) guidelines (ISDR, 2007), the WHO 
acknowledged the importance of an all-haz-
ard and whole-of-health approach for health 
sector disaster management (Olu et al., 2016) 
in two World Health Assembly Resolutions 
(WHO, 2012, 2011). The WHO also developed 
guidelines which include the integration of 
palliative care in the response to humanitar-
ian emergencies and crises (WHO, 2018). This 
guidance recognises the spiritual suffering 
caused by such disasters, and includes recom-
mendations for the involvement of family 
members, local community members, local 
spiritual counsellors and faith leaders when 
implementing spiritual support – especially 

where there are likely to be disruptions to tra-
ditional bereavement and burial rituals, for 
example in the context of an infectious dis-
ease outbreak. Further, the NATO Joint Medi-
cal Committee guidelines for Psychosocial 
care of people affected by disasters and major 
incidents (NATO, 2018) recommends that 
spiritual support is included as part of treat-
ment. 
Efforts by WHO, several organisations as well 
as state and local jurisdiction have addressed 
MHDs planning. Lessons regarding gaps in de-
cision-making frameworks have become evi-
dent with each event and exercise. Disease 
outbreaks of the last couple of decades has 
demonstrated the need to align existing docu-
ments and frameworks into one useful tool 
that can be used to guide governments ongo-
ing planning and response efforts (CRED, 
2020). In relation to pandemic influenzas for 
example, in 2013, WHO released interim guid-
ance for risk management, where countries 
are strongly advised to use local circum-
stances and information provided by the 
WHO global assessments to develop their 
own national risk assessments (WHO, 2013). 
 

In the US, the hub of Centres for Disease Con-
trol and Prevention (CDC) is part of the De-
partment of Health and Human Services (CDC, 
2021a) and its mission is to combat health, 
safety and security threats, whatever the na-
ture of the disease. Among its role, there is 
the prevention of diseases via putting science 
and advanced technology into action, and the 
development of leaders and public health 
workforce training. Accordingly, CDC has de-
veloped several guidelines in relation to emer-
gency preparedness and response, including 
trainings tools and resources to be ready to 
respond to an emergency. One of these is a 
set of practical recommendations to Providing 
Spiritual and Psychosocial Support to People 
with COVID-19 at Home (CDC, 2021b). CDC 
provides funding and guidance to build public 
health preparedness and response capabilities 
nationwide in relation to radiation and chemi-
cal emergencies, natural disasters, and pan-
demic influenzas. Preparedness activities tar-
geted the development of emergency-ready 
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public health departments that can adapt to 
different emergencies.  
In the UK, guidance focuses on how emer-

gency responders can collaborate with faith 

communities in the planning and preparation 

for major incidents and pandemics (Home Of-

fice and Cabinet Office, 2005; UK Department 

for Communities and Local Government, 

2009). Within the National Health Service 

(NHS), the NHS Chaplaincy guidelines (Swift et 

al., 2015) include recommendations for chap-

lains to be involved in the response to major 

incidents, as they can provide support to pa-

tients, families and staff.  

On the other hand, some guidance has fo-

cused specifically on how spiritual care can be 

given during the COVID-19 pandemic. For ex-

ample, the NHS has produced guidance about 

how spiritual care can be provided in an inpa-

tient healthcare setting during COVID-19 re-

strictions (NHS England, 2021). Moreover, 

Spiritual Care Association (2020) published 

guidance for chaplains about how they can 

continue to provide spiritual care in the con-

text of the COVID-19 pandemic and its re-

strictions. However, the broader NHS England 

programme of work ‘Emergency Prepared-

ness, Resilience and Response (EPRR)’ (NHS 

England, 2017) appears to be lacking plans to 

prepare nurse managers to put in place and 

co-ordinate plans for spiritual care and sup-

port (Sellwood, 2017).  

This study 
The aim of this study is to identify the compo-

nents for a national strategy for the SCS to pa-

tients, their families and staff during MHDs 

and emergencies. We have posited both the 

importance of SCS in health/care, and the 

need for MHDs strategic framework which 

plans its provision. During MHDs, the demand 

for SCS grows exponentially. Senior nurses 

and spiritual leaders alike bear a great respon-

sibility for the patients’ spiritual well-being 

and are an indispensable workforce during 

health emergencies. This study explores nurse 

managers’ and NHS/volunteer chaplains’ ex-

periences and views in relation to SCS in Eng-

land during the COVID-19, from March 2020 

to July 2021. A preparedness strategy is pri-

marily about how this SCS should be provided; 

who initiates the protocol; who co-ordinates 

the coming together of nurse managers, hos-

pital chaplains and spiritual leaders to organ-

ise and facilitate SCS; what additional training 

and other resources (such as protective 

equipment) do staff need in order to effec-

tively and safely operate in infectious or other 

hazardous environments; what records might 

need to be kept; and how to debrief and sup-

port the spiritual providers.  

This study attempts to cover these elements 

to inform the first national strategy for the 

provision of SCS during MHDs.  
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Chapter 2. Methodology  
 

Design 
In light of the aim of the study, a descriptive 

qualitative phenomenological design (Patton, 

2014) based on individual, semi-structured e-

interviews with nursing managers and 

NHS/volunteer chaplains was chosen. Given 

the impact-oriented nature of the study – 

which aims to inform a national strategy – and 

the limited knowledge of the experiences and 

views of the provision of SCS to hospitalised 

patients, relatives and NHS staff during 

COVID-19, the participants’ voices were 

deemed crucial in the formulation of the key 

components of a national strategy. A docu-

mentary analysis was also performed of the 

documents provided by our interviewees and 

of existing relevant documents about strate-

gies for MDs and MHDs we identified by con-

ducting an online search.  

Sample and setting 
A purposeful sampling method was used 

based on convenience, emergent and snow-

ball sampling strategies (Palinkas et al., 2015). 

A list of relevant professionals and hospital 

departments guided recruitment at the onset 

of the study. The list was based on the previ-

ous scoping review conducted by the research 

team (Papadopoulos et al., 2020), their pro-

fessional networks, and new contacts 

searched for and selected from the World 

Wide Web. Recruitment also focused on the 

inclusion of senior nurses and spiritual leaders 

from as many regions in England as possible. 

Spiritual leaders were also recruited to repre-

sent both religious and non-religious views. 

Recruitment occurred via emailing; relevant 

organisations/potential participants were con-

tacted with a recruitment letter introducing 

the study. Upon their expression of interest, 

further information and ethics documents 

were shared, and an e-meeting was sched-

uled. Participant inclusion criteria were: 

 Being a senior nurse/nursing manager 

or NHS/volunteer chaplain working in Eng-

land.  

 Being a leader in an organisation (e.g. 

social and health care charity/organisation, or 

religious/spiritual institution) that during the 

years 2020/21 was challenged by the pan-

demic.  

 Being in a position to reflect and pro-

vide opinion on how SCS was provided to pa-

tients, families, employees, and on what 

needs to change/improve on the current prac-

tices which could be included in a future na-

tional SCS in MHD strategy. 

A minimum of nine interviews were to be col-

lected from each of the two sub-sample cate-

gories. The demographic characteristics of the 

sample are offered in Table 2 (see below Ap-

pendix 1). Twenty-five participants were in-

volved in the study. Participants comprised: 

nine senior nurses and sixteen chaplains. 

Among the latter, there were full-time NHS 

chaplains, all occupying senior roles (n. 9), and 

the remainder were a mix of part-time and/or 

volunteer hospital chaplains who often also 

are community faith representatives, and/or 

working in independent social and healthcare 

organisations. Of the nursing managers in-

cluded, four work in critical care/EoL, whereas 

the other five are senior nurses working in 

other hospital areas. Over 50% of our partici-

pants had more than 16 years of experience in 

the job position occupied at the moment of 

interview. The seniority of job positions is re-

flected onto the sample biographical age, as 

68% (n=17) of participants are over 50 years 

of age. All senior nurses declared their gender 

as being female, whereas among chaplains 11 

declared their gender as male and five as fe-

male. None of our participants declared a 

gender different from female or male. The 

majority of participants work in London (32%), 

others were based across six regions of Eng-

land, and one in the Isle of Man. We had no 

participants from East of England and North 

East regions. After nine interviews with chap-
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lains and five with nurses, adequate infor-

mation was reached (Malterud et al., 2016), 

but as we wanted to include a greater variety 

of religious faiths, in the case of chaplains, 

and a minimum of nine senior nurses, inter-

viewing continued to ensure variety, sub-sam-

ples balance, and full saturation.  

Data collection 
Twenty-five semi-structured e-interviews 

were undertaken between the 5th May 2021 

and the 9th July 2021. Data were collected us-

ing the cloud-based video communications 

app Zoom and the team collaboration and 

communication platform Microsoft Teams. E-

interviews lasted between 35 and 65 minutes, 

were audio-video recorded, and the auto-

matic transcription tool was also used. Folders 

containing audio-video files and automatically 

generated transcripts were saved onto the se-

cure OneDrive platform of Middlesex Univer-

sity and safely shared with the research team. 

Two research team members conducted the 

interviews, while other three members of the 

team listened to the audio files to either ana-

lyse them afresh, or in support of checking 

and fixing the automatic transcripts, and to 

take care of their anonymization. Verbatim, 

anonymous transcripts were then processed 

as text. Interview guide was informed by the 

research questions, and two pilot interviews 

were conducted to test the guide. This led to 

a re-ordering of the questions and to some re-

formulations. The interview questions re-

volved around the experiences of providing 

SCS and the views about a national strategy 

on the provision of SCS during MHDs. The in-

terview guide is available in Appendix 2. Prob-

ing and follow-up questions, such as ‘could 

you elaborate more on this’ or ‘would you 

mind giving an example’ were used to encour-

age participants expand and deepen their an-

swers, when needed. Along with the ethics 

documents, participants were asked to com-

plete and return to us via email a short anony-

mous demographic questionnaire. The ques-

tionnaire contained questions in relation to 

their geographical area, name of their organi-

sation and position within it, years of experi-

ence, age and gender. Participants were also 

asked to share via email any ‘spiritual care 

and support protocols or procedures, and 

strategic documents or any other relevant 

documents’. Eighteen documents shared by 

participants were collected.  

Data analysis 
Thematic analysis aims at identifying, analys-

ing, and reporting patterns of meaning within 

data sets. In this study, this was performed 

based on a dialogic collaborative process 

(Paulus et al., 2015), which was dictated by a 

pragmatic and purposeful approach aiming to 

answer the research questions within the pro-

ject timeline. As described in Paulus and col-

leagues, the process began with the genera-

tion of individual meanings stemming from 

careful reading/watching and listening to, fa-

miliarisation and analysis of the interview 

transcripts or the audio-video recording. Indi-

vidual meanings were written down, either 

digitally or paper-and-pencil on notebooks. 

These meanings were brought into the circle 

of our online weekly team meetings and dis-

cussed, reviewed, and refined, and constant 

comparison with the whole data was made. 

The aim was to generate, as the analysis of 

more data progressed, patterned group of 

meanings, which could be incorporated into 

themes and sub-themes. As the process was 

iterative, meanings and themes shifted 

through the collaborative dialogues, up to the 

definition of the final consensual themes. The 

overall team’s standpoint was informed by a 

data-driven inductive approach (Boyatzis, 

1998; Thomas, 2006) and grounded in phe-

nomenological theory (e.g. Schutz, 1972). 

Analysis started soon after the first handful of 

interviews were conducted and progressed in 

parallel with data collection. Data analysis 

concluded on 16th July 2021. This allowed the 
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research team to make appropriate decisions 

for the final sample size, determined by data 

saturation and participants’ variety. The final 

phase entailed the production of the report, 

which involves the final analysis and write-up 

of the manuscript, where the experiences of 

participants are synthetized and their views 

are encapsulated so to inform the key ele-

ments of a strategic framework for SCS during 

MHDs.  

The policy documents, guidelines and re-

sources shared by the interviewees were also 

analysed using a standardised form (see Ap-

pendix 3), for the search of approaches and 

solutions used effectively in the past, as well 

as for principles and examples of good prac-

tice and innovations. Documents retrieved 

from participants were allocated to one re-

search team member, and analysis was dis-

cussed by the team in order to generate con-

sensus. This material fed in the results’ chap-

ter, as examples of good practices, but mostly 

to support the elaboration of the identified 

key components of the future national strat-

egy. Figure 1 below represents the naturalistic 

and dialogic collaborative process followed 

for data analysis in this study. The process 

was documented onto a MS Word file and 

shared in a secured university cloud drive with 

the research team. 

Rigour  
The criteria for excellence for qualitative stud-

ies were followed, and these are: transferabil-

ity and dependability, along with methodolog-

ical excellence and accuracy for credibility and 

confirmability (Denzin and Lincoln, 2017). In-

terview questions were piloted, and detected 

problems with wording and flow were re-

solved. Each automatically generated tran-

script was checked and fixed by a researcher, 

and then sent to the interviewers to double 

check accuracy and anonymization. As said, 

an audit trail was maintained, and the re-

search team continually discussed and criti-

cally reflected on recruitment strategy, and 

on each interview conducted and related 

analysis. To enhance credibility and confirma-

bility, quotes and stories from the interviews 

are reported to ground and evidence the re-

sults. Context, sample, and the steps in the 

analysis are made transparent in a way that 

allows the transferability of our results.  

Ethical considerations 
The study was carried out in accordance with 

the Middlesex University Code of Practice for 

Research and followed the university Re-

search Ethics Review Framework. Ethical ap-

proval was granted by the Middlesex Univer-

sity’s Health and Social Care Ethics Sub-com-

mittee (#17428 of 27.4.21). Following a per-

mission to recruit from selected organisa-

tions, a recruitment letter was circulated to a 

list of contacts with some information about 

the study. Potential participants who re-

sponded with interest were sent the Partici-

pant Information Sheet, the Informed Con-

sent Form, which they were asked to read. 

sign and return to us prior to the interview. 

Interviewer countersigned the consent form 

and returned a copy to the interviewee. Par-

ticipants were included after giving informed 

consent. They were informed that their partic-

ipation was anonymous, confidential, and 

completely voluntary and that they could 

withdraw from the study at any time without 

providing a reason. All documents were anon-

ymised where appropriate, or where not pos-

sible, as in the case of audio-video interviews’ 

recordings and informed consent form, were 

kept encrypted and password protected in a 

secure university OneDrive platform. 



  

 

FIGURE 1. DATA ANALYSIS PROCESS 
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Chapter 3. Results and Discussion 
 

This chapter reports the themes identified 

during the analysis of the data we collected 

from the semi-structured interviews with sen-

ior nurse leaders, senior hospital chaplains 

and representatives of religious and non-reli-

gious spiritual related organisations, as well as 

from organisational documents which were 

provided to us by the interviewees. We have 

divided the reporting of the results in two 

parts: I) Experiences and descriptions of SCS 

during Covid-19 (March 2020- July 2021), II) 

Components for a future national strategy for 

SCS in MHDs. 

PART I. EXPERIENCES DURING COVID  

Introduction 

The first part of this chapter reports the expe-

riences of the interviewees during the Covid-

19 period of March 2020- June 2021. We have 

pulled together all the common and diverse 

elements of their experiences which we pre-

sent in quotes, reconstructed stories and ex-

amples of good practices. This approach, ena-

bled us to create a rich context on how the 

2020/21 COVID major disaster was dealt with 

by the NHS. The focus of this study as men-

tioned in the introductory chapter, has been 

the identification of components for a future 

national strategy for SCS in MHDs. The results 

we present here come from senior nursing 

and chaplaincy staff, since it is commonly 

acknowledged that the SCS was primarily pro-

vided by these two groups of the workforce.  

Each theme presented here provides both 

common and diverse experiences between 

the nurse interviewees, between the chaplain 

interviewees, and between the two groups. 

They provide the evidence needed to help us 

understand what has already happened and 

guide us to deal with the future in the most 

efficient, effective, equal and culturally com-

petent ways. These experiences feed into the 

recommendations made in Part II of the re-

sults, for the need of a strategy and for the 

key components of a future national strategy 

for SCS in MHDs. 

We have never experienced a pandemic 

before 

Almost all the nurses and chaplains we inter-

viewed declared that they had never experi-

enced anything like the magnitude of this 

pandemic. 

  

This was a unique and tremendously massive 

health disaster which some of them called 

‘apocalyptic’, while others described it as ‘war 

zone’, absolute mayhem, or ‘hell’. All inter-

viewees declared that the enormity and un-

certainty of the pandemic provoked exhaus-

tion, fear and anxiety in them.  

 

 

 

 

 

 

 

 

There was a lot of anxiety early on, of not know-

ing what was coming, and the fear of what it 

might be like, to some extent that it never was 

what people feared it might be like. 

(9CWMLuke) 

 

The COVID wards were quiet and the only 

thing you could hear sometimes was only 

the beeping of the machines that was 

pumping the air and the oxygen, it was re-

ally eerie and post-apocalyptic. 

(15CY+SEInes) 

“ 
 

“ 

“ 
 “ 
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Story: Uncertainty and worrying 

None of us had experienced anything like the 

COVID pandemic before. During the first 

wave we were all scared. We were not pre-

pared for such apocalyptic series of events. 

None of us knew how best to deal with this 

disease. The uncertainty and the unknowns 

exacerbated our anxiety. It was mayhem! We 

wanted to protect ourselves and we also wor-

ried in case we took the virus home to our 

families. Some of us decided to live in accom-

modation provided by our employers rather 

than risk infecting our families. Colleagues 

were really struggling both physically and 

mentally. We tried to support each other. The 

available hospital chaplains provided much 

needed spiritual support. They listened and 

they prayed for us and our families. 

 

We were unprepared 

All the participants in this study declared that 

the pandemic caught the NHS and the govern-

ment unprepared. The majority declared that 

their employer had policies/strategies for ma-

jor incidents, but these did not include any in-

formation about the provision of SCS. A few of 

them were not aware of the existence of any 

relevant strategies at their workplace prior to 

the pandemic.  

 

In addition, the nurses interviewed reported 

other experiences related to unpreparedness  

such as those regarding the information and 

instructions given by the government which 

changed very regularly, by the day and on 

some occasions overnight, which was confus-

ing to the staff and the public. For example, at 

the early stages of the pandemic, the govern-

ment declared that mask wearing was not re-

quired, the protective clothing instructions 

varied, and in many cases the PPE resources 

were either ineffective or inadequate. Advice 

and resources about treatments varied in the 

NHS Trusts, and policy about visitors was in-

consistent. Numerous workforce issues were 

reported by all, such as a sudden reduction  of 

staff due to positive COVID test, due to being 

ill with COVID, due to shielding after their risk 

assessment, and due to resignations – as 

some staff found it difficult working during 

the pandemic.  

Almost all the interviewees reported that 

their employers recognised the need to pro-

vide some form of psycho-spiritual support to 

staff, and places for contemplation and group 

discussions, ‘breathing spaces’, ‘compassion-

ate cafés’, ‘well-being hubs’, and similar 

spaces were gradually created (see also NHS 

England, 2020). In these new spaces, staff 

were also offered free food and drinks, and in 

some Trusts they could find the comforting 

presence of someone from the chaplaincy 

and/or the well-being team  

 

Story: Multifactorial impact on spir-
itual care and support 

When the second wave arrived, we had clearer 

protocols about infection control, treatments 

and care, more equipment, PPE and AI de-

vices. The psychological and spiritual support 

for staff was increased and was provided in 

many different and innovative ways. But the 

seriously ill and dying people continued to in-

crease, whilst the workforce was shrinking. 

 

It wasn't the same in all places. They went along 

adapting as things were progressing, nobody was 

probably really prepared to face anything like 

that, especially in the field of spiritual support. We 

have no policies or guidelines of that kind that in-

clude spiritual support within an emergency 

plan…spiritual care is left up to individual trust as 

to how they provide it. (7CY+Dan) 

“ 
 

“ 
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Another problem which became more evident 

during the second wave was the lack of public 

confidence and confusion by the frequent 

changes in the government’s guidelines. Once 

trust is lost, it is difficult to be regained. Hos-

pital operating procedures were constantly 

changing which confused the staff and created 

more work for the shrinking workforce. This 

meant that spiritual care was neglected. This 

is unfair and worrisome, as many of us believe 

that spiritual care and support is equal to 

physical and mental health care. 

 

 

 

 

 

 

 

 

Multidisciplinary working 

Participants reported that during the pan-

demic all clinical staff worked very closely to-

gether. They all acknowledged the contribu-

tion of staff working in other services such as 

medical laboratories, portering, cleaning, and 

staff well-being; in particular several chaplains 

mentioned that during the pandemic they de-

veloped close relationships with the staff well-

being services – something which they had 

not implemented in the past.  

It became obvious that in order for staff to 

‘survive’ the pandemic and to offer the best 

care they could to their patients, they all had 

to gain a deeper appreciation of each other’s  

role and to work together and support each 

other. Chaplains also reported a number of 

external collaborations which enabled them 

to provide spiritual care and support to pa-

tients’ relatives, and to their communities. 

 

 

 

 

 

 

 

Technology: We began doing things we 

never did before 

Both nurses and chaplains mentioned the use 

of information and communication technolo-

gies (ICTs) in the provision SCS. ICTs were 

mainly used by nursing and chaplaincy staff 

who were operating in hospitals and face-to-

face: in these circumstances smart phones, 

and tablets enabled staff on site to act as 

bridge between patients and relative who 

were not permitted to visit.  

 

 

 

 

 

 

One thing that happened was that spiritual and 

pastoral care, staff well-being, organisational 

development, occupational health, and psychol-

ogy all came together. I know that at the height, 

our deputy lead was in daily team meetings 

with them, looking at how we were going to re-

spond, what was going to happen. (2CEMAda) 

“ 

“ 

 

 

I think the community has done really well in 

taking up the challenge of using IT, [de-

spite]crashing and the inadequacy of some 

networks in the hospital, and so on…, but 

we've been able to do things that we would 

have never done before. (5CNWKen) 

 

Good Practice: Spaces for Spiritual Contemplation 

Space/place is one of the key areas for staff support. Staff need enough space to sit around, to 

be free from the ward space, where they could have a peaceful space to contemplate. For this, 

gardening spaces were quickly created. Outside spaces informed by the idea of well-being and 

spiritual needs. The new hospital building under construction will have gardening spaces too.  
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ICTs were also used by those chaplains and 

spiritual leaders working from home. In sev-

eral Trusts, ICTs devices were provided to 

staff, if not immediately at the first wave, 

along the following months. Participants re-

ported both technical issues, such as poor In-

ternet, and accessibility issues, in particular 

the fact that End of Life (EoL) or very old pa-

tients could not benefit from virtual commu-

nication and presence.  

All our interviewees emphasised how physical 

presence is ultimately irreplaceable and of key 

importance for clinical staff, patients, and also 

for the relatives – who found great relief in 

knowing that someone was physically there 

with their sick loved ones. Nonetheless, tech-

nology – all participants agree – has been the 

second best option in delivering SCS when 

face-to-face presence was not possible. ICT 

has allowed things never done before, such as 

enabling greater reach, regardless geograph-

ical locations. ICT has also allowed the con-

duction of rituals, despite important modifica-

tions, such as in funerals and weddings, 

providing the best possible way to continue 

religious practices for many. 

 

Story: Using technology to provide 
spiritual support to patients 

As chaplains and nurses we realised early on 

that in order to reach our patients and their 

families we had to be creative, inventive and, 

for the first time in some cases, started using 

known but not practising ways of communi-

cating and providing support. We began to use 

computer tablets, mobile phones (sometimes our 

own), to connect patients with their loved ones 

to give and receive spiritual support. Many 

times we had to read messages from family 

members to the patients and vice versa as pa-

tients were too weak and breathless to do so 

themselves. We also streamed religious/faith 

services to patients and the community. In the 

early stages of the pandemic, we struggled 

with the technology as we tried to do things we 

never did before. We also did not have the 

number of technological devices we needed. 

But we are sure that without them, all of us 

would have been more isolated and would 

have far fewer opportunities to give and re-

ceive the much needed spiritual support that 

nourished our souls during this unprecedented 

existential crisis. 

 

We were overwhelmed by the huge num-

ber of deaths 

The number of deaths was unprecedented, 

and several participants expressed that they  

and their staff felt professionally and emo-

tionally overwhelmed by this.  

 

A number of chaplains but especially many 

nurses found the huge number of deaths as a 

shocking phenomenon in itself, which was fur-

ther exacerbated by the fact that several pa-

tients were dying without their relatives 

around. The emptiness and ‘unusual silence in 

the hospital’ (8NSERosie) were very disturbing 

for staff, as they felt the patients’ ‘isolated 

journey’ (8NSERosie) and had to cope with a 

widespread ‘injustice of dying alone’ 

(5CNWKen) 

 

 

 

 

It was shocking really, it was quite shocking, in 

terms of what we normally do, the change, the 

contrast. I really began to feel as the weeks went 

by that the emotional and spiritual care of patients 

and families was hugely lacking. (10CSWCat) 

 

“ 
“ 

 

But I'm aware of many patients who've died with-

out any support at all. (5CNWKen) 
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Story: Moral Injury 

Shift after shift we were witnessing death all 

around us. We tried our best to stay with the 

dying persons, as we wanted to comfort them 

and ease their fear of death by holding their 

hand or reading a prayer, but too often this 

was not possible as we were overwhelmed by 

all the physical care other patients needed to 

stay alive. The patients’ loved ones were not 

allowed to visit, which was very sad and up-

setting to them, to the patients and to the staff. 

Occasionally, if the dying person was a col-

league, we made an exception and allowed a 

visitor. However, when this happened we felt 

guilty as we knew that our actions were creat-

ing care inequalities. This moral dilemma, on 

top of many others, such as being part in the 

decision to shut someone’s ventilator and dis-

continue treatment, has been referred to by 

some as ‘moral injury’. We would carry such 

injuries with us for a very long time. We will 

need to be supported and helped to heal our 

long-term trauma, as many of us will not be 

able to do this alone. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The notion of moral injury has been raised by 

several participants in different ways. This no-

tion was often accompanied by a reflection on 

the need for long-term support for staff and 

the public too, in terms of collective bereave-

ment and remembrance.  

 

 

 

 

 

 

 

 

 

 

Looking to the future, many interviewees also 

connected moral injury to the need to better 

prepare and train all healthcare staff to be 

able to appropriately deal, professionally and 

emotionally, with death. 

 

 

 

 

The thing that comes up again and again is this notion of moral injury, and 

how powerful that is for staff in the hospital. I think that it’s definitely affected 

me in terms of how hard it is sometimes when you’re not able to respond as 

you would like to somebody, and what that does for us…that family can’t visit, 

and we’re having to be with someone on the phone whose family member is 

on critical care and they aren’t able to visit. They understand why, but, yeah, 

that’s painful. So I think moral injury is massive, and I think the effects of that 

will go on for quite a long time. (2CEMAda) 

 

What I want to be looking at in future, pandemic 

or no pandemic, I want these kinds of things to 

be in place: the expectations, the resources, the 

training, and all of that so that people know how 

to deliver care safely, and sensitively. 

(9CWMLuke) 

“ 
 

“ 

If there's going to be anything that comes out 

in a of strategy or protocol or a policy from 

hard evidence you are collecting, that should 

be about the importance of having skills and 

knowledge and experience on the ground to 

provide was is needed. This has been most 

well highlighted in hospitals where nurses 

who aren't used to a lot of deaths, were han-

dling death a lot which was overwhelming to 

them. In palliative care we are skilled and 

trained to deal with it. (10CSWCat) 

“ 
 

“ 
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PART II. COMPONENTS OF A NATIONAL 

STRATEGY  
Introduction 

This part of the results provides, through the 

emerged themes, the recommended compo-

nents of a national strategy for the provision 

of SCS in MHDs. Although our recommenda-

tions are based on the experiences of senior 

nurses and chaplains during the COVID-19 

pandemic, we believe these recommenda-

tions will also apply to different and future 

health disasters. We also acknowledge that 

any major disaster could have consequences 

on people’s health and therefore a strategy 

about SCS can complement existing strategies 

on health emergencies. It is important to re-

mind the reader that the majority of inter-

viewees declared no knowledge of a national 

or local strategies for SCS in MHDs. All agreed 

that there was a need for a national strategy 

to bring about transparency about resources, 

standardisation of processes, guidance for 

co-ordinating and managing SCS during 

MHDs, indicators of how ‘good spiritual care 

and support’ looks like, who can provide it, 

what training and skills staff should have, 

and how to support those delivering SCS. 

Some participants suggested that SCS should 

be part of all NHS policies/strategies.  

Part I of this chapter provided the context for 

Part II. Figure 2 is a schematic representation 

of the emerged themes and subthemes that 

specifically refer to the recommendations 

about the components of a future national 

strategy for SCS in MHDs. We present and dis-

cuss the themes using composite text ex-

tracted from the data and provide some inspi-

rational and informative quotes, stories and 

good practices throughout this section of the 

results. 

Awareness of the past  

We begin the exploration of the emerged 

themes by acknowledging the importance of 

past and more resent experiences of 

healthcare and chaplaincy staff. These were 

presented and discussed in part I. Becoming 

aware of past experiences helps us to under-

stand how the staff reacted to the challenges 

of such acute and often unknown situations, 

how they overcame these challenges, their 

anxieties and fears during providing care for 

the acutely ill and dying patients as well as 

their loved ones, and supporting each other. 

The past teaches priceless lessons which will 

empower staff for the future so that they can 

be better prepared, more effective and 

skilled, in order to provide culturally compe-

tent and compassionate spiritual care and 

support to all those who need it during MHDs. 

Some participants emphasised the im-

portance of proactive leadership. One senior 

chaplain described how, during the early 

stages of the pandemic, realising that the 

team had no guidelines and no experience 

with pandemics, discussed with the team the 

need to prepare a short paper as quickly as 

they could, describing what they should be 

doing, the practical actions they could take, 

what to expect from the NHS Trust (their em-

ployer) and why. They presented their paper 

to the Trust’s management board who inte-

grated it in their developing policies.  

In this part of the report we built on what was 

reported in Part I by engaging with the 

themes that focus on the identification of the 

components of a future strategy for SCS in 

MHDs. 

 

 

 

Preparation is most important. Those Trusts who 

will prepare well, will fare the best. Those that do 

not value spirituality will not have a chance 

(13CNWFin) 

 

“ “ 
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Terminology 

Clarity about terminology is most important in 

a strategy, and establishing transparent defi-

nitions helps avoiding misunderstandings 

whilst enabling the development of common 

platforms or simply ‘singing from the same 

hymn sheet’.  

Defining spirituality 

The interviewees of this study provided a vari-

ety of descriptions and understandings of the 

term ‘spirituality’. This is understandable due 

to the abstract nature of this concept. Paley 

(2008) and Pesut (2008a, 2008b) stated that 

the lack of conceptual consensus about the 

term ‘spirituality’, understandably reflects a 

pluralistic, post-modern society. According to 

Reinert and Koenig (2013), some nursing 

scholars see these varied conceptualizations 

as appropriate due to the diversity of culture, 

individualized preferences and personal spir-

itual definitions. It has also been documented 

that conceptualizations of spirituality can be 

influenced by one’s culture and philosophical 

backgrounds, which may be religious or secu-

lar in nature (Hsiao et al., 2010; Mock, 2017) 

Traditionally, in nursing, spirituality was 

rooted in religious experience and a relation-

ship with a transcendent Superior God (Hsiao 

et al., 2010; O’Brien, 2013; Pesut, 2008a, 

2008b; Taylor, 2001); however, in the last 

decades many in nursing attempted to change 

that original definition to be inclusive of oth-

ers who do not subscribe to a religious 

worldview, but rather see spirituality as more 

related to a relationship with themselves, oth-

ers or the environment (Narayanasamy, 1999; 

Sellers, 2001). 

In this study the majority of senior nurse par-

ticipants linked the term to religion, religious 

practices and sacraments for the dying as well 

as practices related to funerals and bereave-

ment. They also mentioned that they were 

providing more psychological support rather 

than spiritual support. One senior nurse de-

fined spirituality as  

However most chaplains tended to provide a 

definition more akin to Tanyi (2002, p. 690): 

‘Spirituality is a personal search for meaning 

and purpose in life, which may or may not be 

related to religion’.  

Bearing in mind the variety of definitions and 

explanations about spirituality provided by 

the interviewees of this study, we suggest the 

following composite definition of spirituality 

for a future SCS in MHDs. 

 

Practical actions for strategy 

- Include the following definition of spir-

ituality: 

 

Spirituality is an integral part of all human 

beings which is connected to religions, faiths, 

personal philosophies, a relationship with 

ourselves, others and the environment, as 

well as a relationship with a transcendent su-

perior force, which helps us understand the 

meaning and purpose of our existence and 

that of others.  

 

a journey of discovery of one’s own spirituality 

…during the pandemic nurses were reflecting 

about the source of their strength during the 

extreme COVID situations. (9NLFlo) 

“ “ 
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FIGURE 2. THEMATIC SUMMARY TABLE OF RESULTS  
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 Defining spiritual care and support (SCS) 

There was no doubt in the minds of our par-

ticipants that the pandemic not only empha-

sised the importance of SCS, it also offered 

the opportunity to redefine SCS in more secu-

lar and transcendent terms rather than reli-

gious only.  

 

  

 

Finally, spiritual care was defined by some of 

the interviewees as the care and support 

given by a chaplain of any religious or non-re-

ligious faith, to a patient of any religious or 

non-religious faith.  

However, as has already been discussed in 

Part I, SCS is also considered an essential part 

of the nurses’ role. Senior nurse participants 

provided a number of actions which they con-

sidered as spiritual care and support. The ac-

tions included: sitting with the patient, being 

there, connecting with the family of the dying 

person, holding a mobile phone or a tablet 

during a virtual meeting of relatives with the 

patient, requesting chaplain visits, listening.  

In contrast with the chaplains who considered 

themselves experts in providing SCS, the 

nurses reported that they were not confident 

in giving SCS due to lack of training. They were 

also reluctant in providing SCS which involved 

religious rituals and practices such as praying 

or reading a holly book such as the bible, as 

this had been perceived in pre-COVID times as 

proselytizing (attempting to convert someone 

from one religion, belief, or opinion to an-

other) and the nurses involved in praying or 

singing a hymn with a patient, were subse-

quently crossed off the nursing register (see 

also Papadopoulos et al., 2021).  

A barrier to providing SCS which was more 

specific to the patient’s religion is the fact that 

the admission documents, although having a 

space for ‘religion’ to be recorded, this is not 

compulsory and almost 55% of the records in 

 

I have tried to raise the profile of the need 

for an integration of spiritual care into policy 

because it tends to get left out, and side-

lined, and people are a bit nervous of what 

it means […]. And then the practical way of 

delivering that, will probably be more dis-

cussed locally around what resources are 

available, what can be drawn upon, what 

teams look like, what they can offer, but it is 

this overall idea that spiritual care is an es-

sential component and if anything, it feels to 

me as if the pandemic has shown just that’. 

(10CSWCat) 

“ 

“ 
 

 

Spiritual care is different from the religious 

one. Spiritual care entails search for mean-

ing, significance, wholeness, integration, 

self-worth, need for expression and creativ-

ity, sense of the sacred, forgiveness, hope, 

strength, trust, transcendence, felt sense of 

connectivity with our own ground of being 

our experience and others. And then you 

have the religious faith-specific rights and 

rituals, ministering, and depending on cir-

cumstances, blessings, dealing in prayers, 

chants, covering multiple traditions and 

practices, intra-faith, as well as other faiths, 

again sitting with dying patients for weeks. 

(5CNWKen)  

 

 

 

 

 

 

 

 

Spiritual care isn't just about religious care. It's 

about caring for the individual. And all that in-

dividual brings. Hopes, fears, joys. Whatever. 

… spiritual care is there for everybody. Be-

cause we're all spiritual beings. We're not ro-

bots. (3CSEEvi) 

“ 

“ 
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some NHS Trusts fail to capture the person’s 

religion on admission. Further the chaplain 

participants mentioned that there is no re-

quirement for a spiritual needs assessment on 

admission, something which they strongly rec-

ommend is addressed as soon as possible.  

Finally it was recommended that both pa-

tients and staff must understand the nature of 

the SCS service available to them to help them 

decide whether they need it, and then seek it. 

To raise awareness and understanding of the 

meaning of SCS in MHDs we propose the fol-

lowing recommendations.  

 

Practical action for the strategy 

- Chaplains are experts in spiritual care and 

support and must be involved in the SCS 

training of other healthcare workers, 

particularly nurses; 

- A spiritual /religious assessment of needs 

should be conducted by the nursing staff on 

admission and this, along with the patient’s 

religion, faith, other affiliation or none, should 

be recorded in the official patient records;  

- SCS intervention by the chaplain or nursing staff 

should be in the patient records; 

- The provision of SCS should be integrated in all 

policies related to MHDs; 

 

Defining chaplains and chaplaincy 

The spiritual leaders who took part in this 

study all referred to themselves as chaplains. 

They came from different religions/faiths, and 

secular traditions. As can be seen from the 

demographic table (see below Appendix 1), 

nine of the chaplains were affiliated to the 

various Christian denominations, three were 

affiliated to Buddhism, one to Jain faith, one 

to the Islamic faith, one to Judaic faith and 

one to Humanism. They were all employed by 

the NHS.  

In this study chaplaincy refers to the work of 

chaplains within the NHS.  

 

Others discussed how chaplains perceive their 

role, something which the pandemic brought 

to the fore. 

  

 

 

 

 

 

 

 

 

 

 

I guess for us [chaplains] our profile was 

raised amongst staff… obviously some staff 

were well aware of what we did, but I think 

that, as a whole, a lot more staff realised 

that we were there for them, that we just 

weren’t there for patients…. I think that 

came through very strongly throughout the 

year, and has continue; yes, we’re there if 

someone has a particular religious need, 

but the vast majority of our work is more 

spiritual. It’s about the universals that we 

all have, that need to have a sense of 

meaning and purpose, of all the big ques-

tions, that’s been important but ongoing. 

So breaking down some of those misunder-

standings about what we’re there for 

amongst staff has been really positive this 

year. So, I think that responsiveness is re-

ally important; there’s a lot just in that mo-

ment and different ways that staff are of-

fered support…So I think that’s something 

quite unique about what we offer as a spir-

itual and pastoral care department, is that 

immediate, on-the-ground response to 

people’s need (2CEMAda) 

“ 
 

“ 
 

 

… we have positioned ourselves in the clinical 

setting. We are clinical chaplains….(7CY+Dan) 
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Most participants believed that there was a 

need for both religious based and universally 

based SCS.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

However, when volunteering by faith repre-

sentatives were suspended, especially those 

from minority faiths, the hospital chaplains 

recognised that some patients’ spiritual needs 

may not have been adequately. 

 

 

 

 

 

 

 

 

 

We are developing relationships with multi-

disciplinary teams, with psychologists who 

have a particular perspective, and other pro-

fessional groups. And you know, appreciating 

the valuable contribution that spiritual care 

makes to healthcare, clearly gets lost sight 

of. (5CNWKen). 

“ 
 “ 

 

We weren't seen as [people coming into] the 

church, the mosque or the synagogue, but 

just as [people] coming into the hospital. 

(6CEMJon) 

I think there's such a thing as generic chap-

laincy, but not a generic chaplain. (7CY+Dan) “ 
 

“ 

…there was some confusion in all sorts of 

different places about faith leaders provid-

ing the spiritual care. Not chaplains. And 

particularly regarding the minority faith tra-

ditions. And this was quite concerning that 

- when a new organisation needed to be 

brought into being to address this pan-

demic [Nightingale hospitals] that there 

wasn't the corporate understanding of the 

chaplains' contribution and the importance 

of chaplains’ training, qualities and profes-

sionalism and so on and so forth. So it 

switched to faith leadership. And this of 

course has been an ongoing – it's some-

thing I've been involved with nationally, 

I've been involved with a lot of training of 

chaplains, particularly minority faith chap-

lains, and being recognised has not been 

easy. And certainly the way in which the 

Nightingale situation was handled was 

quite worrying. (5CNWKen) 

 

Every chaplain will talk to anyone, because 

every chaplain should be person-centred in 

their approach, but not every patient 

would choose to speak to a chaplain that 

was clearly identified with a religion or be-

lief. For instance, I'm happy talking to Mus-

lim patients, but not all Muslim patients 

would necessarily choose to talk to me. I'm 

happy talking to nonreligious patients. But 

many non-religious patients would think I 

don't want to talk to a priest or vicar or 

chaplain because they're religious and they 

won't understand what I'm going through. 

So it's important that we have that variety 

of chaplains to give patient choice. 

(6CEMJon) 

“ 
 

“ 

 

 

So the problem that they experienced was that 

all volunteering was stopped, and that meant 

that the teams suddenly had no Sikh represent-

atives in the hospital or non-religious or what-

ever. And well, I mean the answer to that is ob-

vious. Every team should be diverse. I think that 

structural inequality should be addressed re-

gardless of COVID, but COVID highlighted the is-

sue in a new way. I mean the inequality was ob-

vious to those who will see it, but it was just a 

new sort of illustration of the difference be-

tween the paid chaplain and the volunteer 

chaplaincy members. (6CEMJon) 
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Practical actions for the strategy 

- Hospital chaplains to become members of 

clinical multidisciplinary teams; 

- Training to all health professional to be 

given about the role and expertise of 

hospital chaplains; 

- Clear guidelines to be provided on the 

engagements of volunteer faith leaders 

during MHDs. 

 

Defining Hospital Chapels 

A number of the chaplains who participated in 

this study commented on the benefits of the 

chapel space but also on the misconceptions 

that the public, staff and patients have about 

hospital chapels. Many explained that a 

chapel is often associated with Christianity. 

Other mentioned that people associate chap-

els with regions. These misunderstandings 

mean that many patients, relatives and visi-

tors may not use the chapel space as they 

may not be Christian nor religious but have 

secular beliefs and their own philosophies 

about spirituality.  

The experience of the COVID pandemic raise 

awareness about the importance of providing 

staff and patients peaceful, safe places for 

contemplation, meditation and prayer, as well 

as places where people could meet, share 

feelings and experiences, support each other, 

or even have time to eat a sandwich. Above 

all, spaces and places should be inclusive. In 

the opinion of some chaplains, a modern 

chapel could be such a place. 

A number of participants recommended the 

rebranding of the hospital chapels, and some 

had already done this. The changes suggested 

or implemented include: renaming the Chapel 

to ‘Chapel for all faiths’, ‘Spiritual centre for 

all’, ‘Spiritual and well-being hub’. 

 

Practical actions for the strategy  

- Rebrand the hospital chapel to identified as an 

inclusive, safe place for all faiths and spiritual 

beliefs. 

 

Community 

During the 16 months between March 2020 

and July 2021), we often heard people 

describing their own experiences of the 

COVID pandemic as strange and stressful. At 

the same time, many people spoke about how 

the pandemic acted as a catalyst in bringing 

people and communities together. Moreno 

(2018) states that communities have the 

power to activate internal resilience 

capacities to cope with and recover from 

natural disasters. It is reasonable to suggest 

that this statement can be applied to major 

health disasters. Her study highlighted that 

communities are not simply passive victims of 

disasters but they are also active agents.  

According to Moreno (2018), the term 

‘resilience’ originates from the Latin word 

‘resilio’, which means ‘to jump back’. The 

concept of resilience was popularised by the 

Hyogo Framework for Action (HFA, 2005-

2015) (ISDR, 2007) which emphasised the 

need and the ways to build resilient 

communities. Colten and colleagues (2008) 

 

 

…the qualities of a faith practitioner that 

equip them for chaplaincy and spiritual 

care, are not always recognised across tra-

ditions, and even more so, than non-reli-

gious pastoral carers who are doing an 

enormous amount of good work, and who 

have an enormous body of people inter-

ested […] COVID has been a catalyst for 

bringing to the fore faith minority as repre-

sentatives and chaplains. (5CNWKen) 

 

“ 

“ 
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describe resilient communities in the disaster 

context as those that have the following 

capacities: integrated emergency institutions 

and communications; formal disaster plans; 

trained first responders; multi-hazard event 

response exercises; a reserve of personnel, 

material, and financial resources; public 

education and information; and continuing 

long-term planning for recovery and 

vulnerability reduction.  

The participants in our study did indeed 

emphasise their observation that the 

pandemic brought people together both in 

terms of the healthcare workforce 

community, and their local communities. 

Many declared that COVID changed people’s 

perspective of life. Healthcare staff and 

members of the local communities expressed 

the need to join meetings, events and services 

as they wanted to be part of something larger 

and more spiritual.  

 

Some participants expressed that resilient 

communities were created during the 

pandemic when the local authorities, the NHS 

and the local communities worked together 

for the common good.  Engaging with 

communities provided opportunities, 

primarily to the chaplains, to work with and 

empower people and their locality. 

One of the nurse leaders described some of 

the resources provided by their employer 

which enabled them to, ‘Keep team spirit and 

morale up’ (7NLKate).  

The need to develop better working 

relationships with local communities was 

recognised by the participants of this study. 

The efforts made by the nurse leaders and 

chaplains to engage with their communities 

and to encourage dialogue enabled the voices 

of both health staff and the public to be 

heard, which resulted in better understanding 

of what was going on, and mutual 

appreciation of their realities. This was an 

example of victims, being also active agents. 

The benefits of this pro-active and 

compassionate SCS manifested in the form of 

flexibility and willingness to accept the 

stringent changes in policy and practice. For 

example, relatives and patients came to 

accept the provision of SCS by chaplains of 

any faith, by nurses and other healthcare 

staff.  

 

 

We empowered local communities to find 

their own ways of remembering those who 

died. (5CNWKen) 

 

Different communities had different spiritual 

needs which related to spaces for contempla-

tion, places of wellbeing awareness, food, 

and ways through which their voices were 

heard’. (13CNWFin) 

“ “ 

 

 

 

‘I wrote to all the faith leaders. So we have 

a directory. We got about 152 places of 

worship. So I wrote to them all when the 

lockdown started, and I said we’re there to 

help them, and tried to be quite open with 

that, rather than saying that you can’t 

come in, I was trying to say ‘look, we’re 

here to help’. I think that was well-received 

and generated a lot of support and a lot of 

calls. I tried to keep in touch, so as the re-

strictions had lessened we’ve thought 

about, you know, is now the right time to 

write again? To communicate. (4CNWNick)  

 

“ 

“ 
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More examples are provided in the 

‘Communication’ and ‘Collaboration’ themes.  

A major component of this theme is the 

concern which both nurses and chaplains 

articulated in terms of their workplace 

communities. Due to the traumatic 

experiences of all involved in the provision of 

care to extremely ill and dying patients, the 

participants highlighted the fact that they and 

their colleagues need, and will continue to 

need, SCS and other forms of tangible support 

for a long time. It was recommended that 

empowering all members of the hospital 

community to provide SCS to colleagues and 

public they come in contact with, would be 

essential. This issue was also covered in the 

training theme.  

 

Practical actions for the strategy 

- Enable the voices of both health staff 

and the public to be heard; 

- Enable the development of a coherent 

and integrated community SCS plan 

through involvement of NHS services, 

local authority services and the third 

sector; 

- Provide resources and tools to help 

local and workplace communities to 

come together and to develop 

resilience;  

- Train first SCS responders;  

- Plan and execute SCS in MHDs 

response exercises. 

 

Collaborations  

The pandemic enhanced collaborations 

around SCS. This happened both within the 

NHS Trusts and with local communities.  

New ways of collaboration between clinical 

staff and chaplains for the provision of SCS 

were described: 

In Part I, we also referred to the increased 

multidisciplinary working among several 

hospital teams: chaplains, well-being, 

palliative care, bereavement, occupational 

health and so on. These new collaborations 

were ignited by the need to orchestrate the 

best possible spiritual care and support to 

patients and staff. 

 

 

When we went to visit someone, we did 

check with the clinical staff about whether it 

was appropriate for us to be with the patient 

(6CEMJon) 

“ “ 

 

We created a ready to use resource (leaflet, 

poster, digital document) with all contacts of 

faith community leaders to be used by 

 clinicians. (12CLTim) 

 

 

 

 

 

 

 

I was at home caring for people from a dis-

tance and I worked out a way –that had in-

tegrity for me. So staff would often be my 

hands. …if somebody was asking for prayer, 

I [would recite it] a member of staff would 

lay hands on the patient. Would make the 

sign of the cross on my behalf = me, and 

you know for me that gave me quite a lot 

to reflect on our collaborative way of work-

ing…not just collaborating with the people 

in our team, but also collaborating and us-

ing those around us. And it was interesting 

how that experience kind of impacted the 

members of staff and they felt quite privi-

leged to have been able to care for their 

patient in a very non-clinical way. (3CSEevi) 
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Practical actions for the strategy 

- In line with the paradigm of holistic 

care informing the strategy, 

collaborations across different teams 

in the Trust should be favoured so to 

become a structural part of Trusts’ 

way of working; 

- A multidisciplinary group should be 

set up, with a defined agendas and 

regular meetings; 

- Protocols in collaborations between 

the SCS team and the clinical team 

should be developed;  

- Faith communities leaders and the 

general public should be involved in 

consultations around the 

development of collaborative policies 

for the provision of SCS during MHDs, 

which are context-centred.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Good Practice:  

The coming of integrated care system 

COVID has increased the collaborations across teams in the hospital, and within the commu-

nity. In parallel, the pre-COVID plans for the establishment of integrated care systems are grad-

ually coming into place. Place-based delivery groups are organised and those gather together 

service providers, commissioners, public health representatives, local authority, borough coun-

cil, voluntary sector: all these people work on those place-based groups together. Using the 

model of compassionate community, greater collaboration is established with the public and 

community groups that never would have even been dreamed before, and now they are speak-

ing about their experience of health and well-being, or having a voice into what a policy might 

look like. 

 

 

Many things had to cease, but what re-

placed them was a lovely sense of collabo-

rative team working. So we were still meet-

ing but in a more informal way. I would 

meet with the end-of-life care lead and the 

bereavement lead, and we would just meet 

in a room where we could catch up about 

complex patients’ needs, areas where there 

were stresses, pressures, in a much more 

focussed and effective way. (4CNWNick) 
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Communication 

 

In extreme, urgent and complex healthcare 

situations, effective communication becomes 

absolutely essential. It helps us to connect 

with one another, share values, knowledge 

and experiences, support others, grief and 

rejoice with others, and it is the main tool for 

the giving and receiving SCS. 

As the various multidisciplinary and often 

multicultural and multi-faith teams are trying 

to prepare the services needed, to deliver 

these under chaotic and fast changing 

conditions and to review their practices and 

results, cross team communication is 

paramount as well as challenging. During the 

COVID pandemic many levels of 

communication were in operation: between 

members of front line clinical staff, between 

caregivers and patients, caregivers and 

families of patients, between clinical and non-

clinical staff, between management and 

service givers, between management and NHS 

departments, and so on.  

Communication is not just verbal; the vast 

proportion of communication is non-verbal, 

through facial expressions, gestures – the 

ultimate gesture being that of a smile (Axtell, 

2008) - tone and volume of voice, positions 

and distance of the persons trying to 

communicate (often referred to as 

proxemics), all of which are moulded by 

everyone’s own culture, which means that 

gestures can both enhance and inhibit 

communication.  

Participants of this study reported barriers 

and enablers to communication, such as the 

challenges they experienced trying to 

communicate whilst in full PPE:  

 

 

 

 

 

 

 

 

In terms of the barrier that PPE causes, I re-

member early on I said to a patient- I'm 

sorry I've got this mask on. You can't see 

I'm smiling, and she said, I can see you're 

smiling from your eyes. So although clearly, 

for lip reading there are issues, but in terms 

of being able to make human connection 

that is still possible. I had trouble with gog-

gles steaming up so I'm reading prayers and 

peering through the edge of the goggle to 

try and see the words I'm trying to read off 

the page…it was hard to communicate 

through PPE, but we found ways out of this 

… (6CEMJon) 

“ 

“ 

 

 

 

Some of our most poignant conversations 

have been with the cleaners and the secu-

rity guards, because they have to be very 

present, they are aware of what’s going on. 

We have some lovely interactions with 

them, we’re all human, and what’s going 

on around us affects everybody, and I think 

this particular pandemic, there’s no bound-

aries between what’s happening in hospital 

and what’s happening at homes. So, we put 

some stones in the chapel with some words 

on them like ‘love’, ‘hope’, and ‘peace’, and 

one of the security guards came in and said 

he’d like to take one for his daughter, …and 

he was going to give it to his daughter and 

just to tell her that he was going to be ok, 

and if she was worried about him to maybe 

hold the stone, say a little prayer for him, 

and little things like that. And it was quite 

an eye-opener as to how much people ob-

served, and carried the burden as a whole 

organisation, really. (4CNWNick) 
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Others provided examples of symbolic 
communication through giving small gifts or 
actions of kindness, which demonstrated the 
power of SCS through this form of unspoken 
communication.  

 

Story: The challenges of verbal  
communication 

 
Communicating with patients and with col-

leagues was exhausting. Wearing a mask and 

a visor for many hours was uncomfortable and 

restricting. Our voices were often not clearly 

heard, and we often had to repeat what we 

said or to talk louder especially since we were 

working in noisy environments, with ventila-

tors, suction machines and bleeping monitors 

constantly creating noise. It required a lot of 

effort to talk and as the shift progressed and 

physical exhaustion was taking over, we re-

verted to communicating only important mes-

sages. Muffled words, invisible facial expres-

sions, tired eyes, and gloved hands, were some 

of the communication barriers and challenges 

we faced day after day! 

 

Apart from the face-to-face communication, 

much virtual communication via visual, and 

auditory formats, as well as written 

communication was used. Participants 

provided some examples of how they 

produced and shared written documents with 

colleagues within and without their own 

organisation. This was a way to express 

spiritual care and support to them.  

We collected a wealth of data describing how 

nurses and chaplains facilitated virtual 

communication between patients and family 

members. 

 

I created a shorter version of my health care 

chaplaincy procedures and prayers I use. And 

then I asked various chaplaincy groups to cir-

culate them within their areas. (8CL+Mike) 

“ “ 

 

[Although technology was welcome and use-

ful] …it was not always a good alternative as 

some patients were not always able to talk 

due to the severe breathlessness. 

(8NSERosie) 

“ “ 
 

 

 

 

 

 

Yeah, there are not many Jains (people of 

the Jain faith) in this country so hospitals 

would not necessarily have information 

about the Jain faith to use so I sent [Jain doc-

uments] to this hospital, which I hope they 

have used if they had a Jain patient... 

(7CY+Dan) 

We provided information in different lan-

guages. (7NLKate) “ “ 
 

Families spoke to their loved one in the bed 

by mobile phone, as they were not allowed 

to visit. It was particularly difficult when pa-

tients had communication problems, or 

were too poorly…and when a patient was 

known to be coming to the end of their life, 

we did change the process, and allow one 

person to go into the room in full PPE for a 

short period to say goodbye. (10CSWCat) 
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Others commented about the challenges of 

technology, from issues related to having 

adequate hardware for use, to accessing 

efficient internet, to having skills to use the 

technology, and some raised the issue of the 

inequality that had been present between 

those who had access and were able to use 

the technology, to those who did not. 

Chaplains also reported using online 

technologies such as the Zoom or Teams 

platforms to provide SCS through meetings, 

live streaming funeral services, prayers, 

conducting compassion circles and so on.  

 

There was an acknowledgement of the 

different impact that the various ways of 

communication had especially on patients. 

 

 

 

 

 

 

 

 

 

The theme of communication was also 

discussed within the theme of ‘Trust’, which 

explored the importance of regular, reliable, 

compassionate communication as forms of 

SCS which promote trust in staff and the 

public. Learning communication skills to 

deliver SCS has also been discussed by the 

‘Training’ theme.  

Practical actions for the strategy 

- Improve the PPE (especially masks 

and visors) to remove the barriers in 

communication; 

- Enable the communication of SCS 

through the production of key 

documents in different languages; 

- Include communication in the SCS 

training; 

- Provide adequate communication 

technologies to both SCS providers 

and to the public; 

- Use creative approaches to symbolic 

communication and unspoken SCS; 

- Explore ways to improve 

multidisciplinary and 

multicultural/multi-faith 

communication within teams.  

Trust 

Trust is the glue of life. It is the most essential 

ingredient in effective communication. It is 

the foundational principle that holds all 

relationships (Covey, 2004). Trust is closely 

connected to confidence, consistency and 

communication. The data collected in this 

study speak to the ‘surreal’ COVID pandemic 

time of uncertainly, confusion, high risk, and 

despair.  

The nurse leaders reported that in the early 

stages of the pandemic, there were no 

specific protocols to follow in order to care for 

the COVID patients, and that the staff were 

doing the best they could, using the available 

resources.  

Government guidelines for hospitals and the 

public, were constantly changing, sometimes 

contradicting previous advice, sometimes the 

guidelines were inconsistent across the UK, in 

other times they seemed irrational and unfair.  

I began meeting with chaplains over Zoom, 

so I'd hold a weekly meeting on Zoom for 

any chaplain to join and anything between 

sort of 30 and 60 people would be on that 

call to talk about anything. (11CEM+Norb) 

 

 

 

 

So, the way [something] is heard or read is 

different. Yes, there is a different element 

and experience. So, also if you think about, 

you know for Roman Catholics that was dif-

ficult because they could no longer have the 

anointing [a holy sacrament given by a 

priest to very sick and dying person, by the 

laying hands on the head and by the appli-

cation of the holy oil on the forehead]. 

(7CY+Dan) 

“ 

“ 
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Participants stated that this lack of 

consistency, the volume of information being 

given on a daily basis, and the quality of 

information, resulted in the loss of trust by 

many members of the public and to some 

extend by the healthcare staff.  

Most of the participants included 

examples of how they tried to regain people’s 

trust such as walking in the hospital grounds 

talking to staff and family members, 

reassuring them, giving them information, 

listening to them. Hospital Trusts realised that 

to gain the staff’s trust and confidence, they 

should take actions which assured their 

safety, and responded to their psychological 

and spiritual needs. A number of initiatives 

were put in place some weeks into the first 

peak of the pandemic. Some chaplains went 

even further as they reached out and engaged 

with their communities providing compassion 

circles, intergenerational and age related on-

line sharing groups, and other opportunities 

for spiritual support. All these activities 

helped people to keep positive and informed. 

Disseminating useful information and reliable 

and compassionate messages was also 

reported by some chaplains who took part in 

radio programmes and discussions.  

 

Practical actions for the strategy 

- Keep the staff and the public up-to-

date with reliable and accessible 

information; 

- Produce protocols for SCS in MHD;s  

- Constant updating protocols and 

operating procedures; 

- Provide information about SCS 

resources in different languages.  

 

Care and Spiritual Support 

As mentioned in Part I of this chapter, the 

pandemic brought to the fore not only the 

role of chaplains, but also and especially their 

role in supporting NHS staff.  

Interviewees reported that despite staff 

support involved several realms, from the 

emotional to the practical ones, the demand 

for SCS increased dramatically among staff. 

This is certainly due to the immensely more 

difficult circumstances of staff, both 

professional and personal; several members 

of staff died or fell ill, and could not have the 

support from their families. Having less access 

to patients, chaplains became more available 

to staff. When they could not be present, they 

tried their best to telephone the wards every 

Although we were morally obliged to follow 

national policy of no family visits, I broke the 

rules many times because I could see that 

families had the right to say goodbye to their 

loved one. We should have a balance be-

tween compassion and safety. (8NSERosie) 

It is easy to loose trust, but hard to get it 

back. We had to work hard to win staff and 

public confidence and trust. (6NLJess)  

“ “ 
I've never felt that chaplains should only be 

there for the patients. They should be there 

for the patients, but support the staff too, 

care for the carers. (5CNWKen) 
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day or to set up regular virtual meetings for 

staff members. However, virtual SCS was not 

always successful.  

Due to the reduced opportunities to socialise 

with colleagues, loved ones and friends out of 

working hours, chaplains became the most 

immediate source of support for staff. As we 

present in the ‘Collaborations’ theme, 

chaplains’ enhanced role in staff support 

entailed greater collaborations with other 

teams, such as those of health & well-being 

and occupational health. Staff spiritual care 

and support initiatives have been several, 

including mindfulness and stress self-

monitoring training, daily emotional need 

checking, weekly shared group reflections, 

free food, reduced rotas, and new spaces for 

staff breathing and debriefing (see above Part 

I). Debriefing, in particular, has emerged as an 

important support practice, for staff, but also 

for survived patients and their relative to heal 

the psychological and spiritual scars of the 

pandemic experience. The importance of 

debriefing was raised in relation to the 

appropriate process of death and 

bereavement, both collective and of 

individual. 

 

 

 

 

 

 

 

 

 

 

In addition to more formalised support – 

some of which should become part of Trusts’ 

protocols – having chaplains physically 

present and knowing they were there for a 

cup of tea and an informal chat was described 

as equally important.  

 

 

 

 

  

  

Some of our best staff support wasn’t formal kind of ‘let’s meet and de-

brief’, it was the informal, sitting in the staff room, having a cup of tea 

with them, just sharing how they were doing, supporting them informally. 

(3CSEEvi) 

“ 

“ 

 

 

 

Some chaplains were reliant on staff provid-

ing facilitation and staff felt they were too 

busy and there was too much going on. 

They couldn't do it, so in some cases I think 

chaplains felt powerless and, to a degree, 

redundant in their role, whereas other 

chaplains really felt that they developed re-

lationships with staff they would never nor-

mally have developed because they were 

together in a crisis. (11CEM+Norb) 

“ 

“ 

You need to train people concerning reflec-

tive practice, keeping logs, endorsing and 

mentoring and, mostly, debriefing. People 

need to debrief even though they think “I 

got experience of sitting with dying peo-

ple”. Debriefing needs to be an integrated 

kind of support so that carers can actually 

deliver the job safely. For themselves and 

for others as well. (1CLBob) 

“ 

“ 

 

We provided a lot more support to staff 

than normal times, and that included a lot 

of 1-to-1 support, but also facilitating ward 

huddles, particularly in the first wave. 

Some staff would talk about crying on the 

way to work or their children wouldn't hug 

them because they were frightened be-

cause they've been in the hospital. Our role 

in staff support was certainly enhanced, in-

creased and we met with the Trust's well-

being team, and we still do, to look at im-

mediate responses at the time, like provid-

ing listening ear in ITU and ED, Schwartz 

rounds and the Trust's overall strategy for 

protecting the wellbeing of our staff, and 

chaplaincies will be involved in that as well. 

(6CEMJon) 



 

 

   42 

 

RCTSH | Spirituality Report 2 | September 2021 

 

 

Families and communities, especially most 

vulnerable groups, arguably suffered the 

greatest deprivation of SCS. Chaplains on site 

in the hospitals were often acting as bridges 

between the families and the patients.  

For families, technology really proved to be 

the best option in order to have some 

contacts with their loved dying ones, or those 

at risk, organising and participating in 

funerals, as well as to find spiritual comfort in 

hospital chaplains and in their religious 

leaders (see Technology theme). Nonetheless, 

the system was not ready to favour the fast 

and smooth running of steady contact 

keeping with patients’ relatives and families, 

as well as their faith community leaders.  

 

 

Furthermore, there are several vulnerable 

groups who may not be in the condition to 

use ICTs and benefit from virtual SCS. It is the 

case of elderly in care homes, homeless 

people, and other groups living in shelter 

houses or shared accommodations – from 

asylum seekers to people in living residential 

therapeutic communities. Those groups 

became ‘isolated communities or communities 

of isolated people’ (11CEM+Norb) who may 

have been in exceptional need of SCS, but did 

not receive it. Even among members of staff, 

there may be more vulnerable groups, due to 

being migrants or discriminated for some 

other reason, and adequate support for them 

must be devised too.  

Good Practice: Emergency Chaplains 

A group of COVID-19 emergency chaplains was quickly recruited, as well as a few posts for 

psychological support for staff were opened. Along with this, a number of well-being zones 

scattered throughout the Trust were created where staff could find a chaplain and a psy-

chologist delivering psycho-spiritual support, along with free drinks and food.  

 

 

You will see the patient and then go and 

phone the relatives to update them a bit, 

and then spend time, supporting them lis-

tening to some of their worries and frustra-

tions of being unable to visit their loved 

ones and then often they were quite iso-

lated themselves, and maybe shielding, not 

able to tap into their normal networks for 

support. (7CY+Dan) 

“ 
“ 

 

We would need better ways to keep con-

tact and provide support to bereaved fami-

lies, because families weren't coming into 

the hospital and everything was being done 

over the phone. In normal times, we would 

be able to at least give families a little leaf-

let that says various points of contact for 

support, whatever that support may be. 

But if you can't do that physically, it might 

be about learning how we could give that 

important information to relatives digitally, 

of how they could make contact with us. 

(3CSEEvi) 
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Practical actions for the strategy 

- Provision of funds and development of 

protocols needed for the immediate 

and efficient implementation of SCS 

for staff, patients and vulnerable 

groups; 

- Identify efficient ways to enable 

families stay in contact with the 

patients that can be deployed as soon 

as a health disaster is evident; 

-   Develop SCS information packs (hard 

copies and digital) which include 

contact details of hospital chaplains, 

faith leaders, and other local and 

national available SCS resources. 

 

 

 

 

 

 

 

 

 

GOOD PRACTICE: A thought every day  

A team supported their colleagues through the provision of a daily ‘Thought of the Day’ 

which was emailed to all team members. This message appeared on staff’s laptop screens 

when they turned them on. This practice was very well received by the staff. Thoughts of 

the day were then turned into a little book. 

 

We had a lot of Indian and African nurses 

coming in due to the additional recruit-

ment, and they will obviously have to stay 

in isolation because of recently coming 

from India and Africa: they were alone and 

we had to support those staff differently 

than we were supporting staff in the hospi-

tal because they had no families, they were 

locked in their hotels basically for a long 

period of time. Also, some of our Southeast 

Asian and Chinese staff were getting 

abused because they were seen as the 

ones who brought COVID to the world: you 

had all of these complexities happening. 

(13CNWFin) 

“ 

“ 
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Training 

The need for spirituality training was 

highlighted by both chaplains and nurse 

participants.  

 

 

 

 

 

 

 

 

 

A number of training-related topics were 

raised by all the participants. Chaplains 

emphasised both the universal and the 

culturally specific values which underpin SCS 

and the need to learn about such values as 

compassion, courage, self-love and genuine 

friendship, and how these can be applied 

during MHDs.  

Others mentioned the need to empower 

[through training] the medical and nursing 

staff to deliver spiritual care. However, 

beyond the emphasis on the clinical staff, 

there was an indirect but inclusive message, 

that all who work in the health domain, 

including the faith leaders and chaplains, 

should have access to SCS training. 

However other nursing leaders reminded us 

that significant learning occurs during 

practice, and that ‘we learn as we go along’. 

Working along people who have expertise in 

providing SCS under unprecedented 

circumstances is invaluable in terms of 

learning. 

 

Some chaplains reflected on the position 

supported by many, which endorses the view 

that nurses and other healthcare staff should 

be trained to deliver SCS.  

 

Another topic which was included in the 

participants data was that of equality, 

diversity and inclusion. A number of the 

participants expressed concern that the 

minority faiths/religions were missing out in 

the provision of quality SCS, due to failure to 

Thus far the spirituality training for nurses 

has been very superficial. There is very little 

content on pain and suffering in the nursing 

curriculum. We must turn this experience 

[COVID pandemic] into learning (8NSERosie 

“ 

“ 

 

All nurses should have spirituality training to 

develop the awareness and understanding of 

what it means. A strategy should contain 

training and skills the nurses should have. 

(3NNWLiz) 

 

I firmly believe that all staff should be able to 

and can deliver good spiritual care, my role is 

to champion it within the hospital; it 

shouldn’t be the one person doing it. 

(4CNWNick) 

“ “ 

 

But if all staff can deliver spiritual care, 

then, why do you have a chaplaincy? If you 

can have nurses who can deliver spiritual 

care, and can call in local faith leaders to 

help them on specific religious needs, then 

why have a chaplaincy? But I see it fitting 

within our trust, where we champion on 

spiritual care, we teach on it, we support 

staff, but we’re actually facilitating them to 

deliver it as well, so a national strategy, 

hopefully, would embrace that broader un-

derstanding of what spiritual care can be. 

(4CNWNick) 

“ 
 

“ 
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adequately engage with minority faith leaders 

-most of whom are volunteer chaplains - who 

were prevented from attending the hospitals 

during the pandemic and as a consequence, 

opportunities for practice-based learning for 

health professionals were not provided. How 

to address this challenge and how to achieve 

more equal SCS services is an issue that that 

occupies the minds of both senior chaplains 

and nurse leaders.  

A major issue, which was raised by chaplains 

and has already been mentioned in a previous 

section, is the lack of spiritual assessments by 

nurses on admission of a patient and the 

subsequent recording of spiritual 

interventions by nurses and chaplains in the 

patients’ records. As discussed earlier, it has 

been suggested that an assessment tool is 

developed which is integrated into the 

patients’ records. However, the offered 

opinion is that nurses are trained on how to 

use the tool, and importantly become skilled 

in how to asked the relevant questions and 

how the responses may impact on the care 

plan.  

Since during a MHD large numbers of people 

become extremely ill and many die, the 

nurses have to make huge and often quick 

ethical decisions. This along with working in 

extreme environments and witnessing death 

and caring for severely ill patients, takes its 

toll on their physical, psychological and 

spiritual being. The term ‘moral injury’ has 

been mentioned and explained in other 

sections of this chapter, but it is essential to 

state that some participants considered this a 

topic for inclusion in a future spirituality 

training programme.  

 

 

 

 

 

 

 

 

 

 

 

Practical actions for the strategy 

- Awareness and understanding of the 

meaning of SCS; 

- Inclusion of information about the 

major religions and minority faiths 

and non-religious spiritual beliefs; 

- Develop a spirituality assessment tool; 

- Train nurses how to use the 

spirituality assessment tool; 

- Develop a set of spirituality 

competences which are also culturally 

appropriate;  

- Include stories and good practices 

from the COVID pandemic; 

- Address Equality, Diversity and 

Inclusion; 

- Include moral injury and ethical 

decision making. Use stories and 

experiences for learning; (9CWMLuke) 

- Use of technology to deliver SCS; 

- How to take care for the self and 

support others; 

 

 

The strategy should include training items 

about moral injury and ethical decision mak-

ing [through] the use of stories and experi-

ences from the COVID pandemic. 

(9CWMLuke) 

 

And there need to be some ongoing support in the 

way of continuous training of people engaged in this 

kind of support, with best practices. That is where 

NHS England or whatever overall body, needs to 

contribute across the nation. So that people engag-

ing in this kind of activities get the right advice, the 

latest one, are kept up to date on whatever tech-

niques or whatever it might be. They need to engage 

directly with the voluntary bodies. It [spiritual and 

pastoral care] relies heavily on volunteers and they 

need to make sure that they are prepared, and they 

are kept up to date. (1CLBob) 

“ 
 

“ 
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- Empower nurses and other health 

professionals to safely and sensitively 

have spiritual conversations;  

- Use expert chaplains as trainers in SCS 

and dealing with death. 

 

Technology  

The use of ICTs proved to be central in several 

realms of people’s life during COVID-19 

pandemic, and SCS was no exception (see Part 

1 of this chapter). Relatives who could not 

visit their loved ones in hospitals, chaplains 

who were shielding and could be neither in 

the wards nor in their hospital offices, and 

spiritual leaders whose places of worships had 

to be closed had to rely on ICTs in order to 

provide and receive SCS. Almost all 

interviewees expressed that physical presence 

and SCS were much more effective than the 

virtual option, which often was the only one. 

However, several participants also highlighted 

how using ICTs allowed shielding chaplains to 

continue their part of role  from home. For 

this, they lamented how virtual connections 

were initially hampered by the lack of devices.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

We did also find there was a problem and a 

delay in accessing some IT equipment, due 

to global demand at the beginning of the 

pandemic. So even if we wanted to get more 

tablets into homes to make this kind of con-

nection, it was difficult. (11CEM+Norb) 

 

 

 

 

 

 
 

We were fortunate that we were given iPads  

and iPhones as well. I know that my col-

leagues who were shielding  , were able to 

use those to provide support for patients, for 

families, , and found that really helpful, be-

cause it meant that they felt able to, to be 

part of things. (2CEMAda) 

“ 
 “ 

 
 

 

 

 

 

 
 

We used ICTs on the wards, where the fami-

lies couldn’t attend, and on the whole my ex-

perience was quite positive…I’ve had nurses 

holding an i-pad with the family able to be 

present via the i-pad, and I was able to share 

a prayer or blessing at the bedside. 

(4CNWNick) 

“ 
 “ 

 
 
 

 

 

 

 

 

A very important …and helpful [thing] dur-

ing the  pandemic, apart from going in [to 

the hospital] ourselves, has been remote 

connectivity. Especially as minority faiths, 

rather than having to travel all across Lon-

don or to Essex or whatever, it is just 

enough to connect, even if you are in New-

castle, there is no travel delay, and they are 

secure connections and they give us the 

ability to intervene wherever we are re-

quested. (1CLBob) 
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ICTs also allowed the conduction of rituals – 

mostly funerals, or other EoL rites – for 

patients and their families, despite these 

having to be modified sometimes. Important 

memorial services and other virtual 

gatherings could only happen thanks to ICTs, 

and in fact, some participants underlined how 

they could do things never done before 

thanks to ICT. 

 

Thinking about the difficulty that some 

categories of people, as well as EoL patients, 

could experience in using devices which entail 

touch, reading, and memory, in the context of 

highly contagious environment, intelligent, 

autonomous and mobile robots could really 

help reduce contamination spreading.  

 

 

 

Practical actions for the strategy 

- Trusts and spiritual leaders in the 

community should be trained on how 

to best use ICTs, and AI devices;  

- Internet infrastructures in hospitals 

and at community faiths 

organisations should be empowered 

so that virtual services can run 

appropriately, both in view of MHDs, 

but also in light of the several blended 

provisions that have now become the 

‘new normal’; 

- Research and development in AI and 

other robotic devices in healthcare 

should be accelerated and social and 

healthcare staff should be trained in 

anticipation of their introduction in 

the healthcare sector.  

 

Equality, Diversity, Inclusion 

The issue of Equality Diversity and Inclusion 

(EDI) was raised by several interviewees. One 

of the specific topics frequently discussed 

revolved around volunteer chaplains and 

minority faiths. The fact that in almost all 

Trusts volunteer chaplains were not allowed 

to visit the hospitals meant that many 

patients following minority faiths and wanting 

specific cultural-religious support could not 

receive it. In fact, the NHS employed chaplains 

in most hospitals belong to a few religions, 

chiefly Christianity and its different branches. 

However, religious support needs, including 

specific rites, span across the great variety of 

religions present in England and the catering 

for such a rich variety of religious needs is 

essentially in the hands of community faiths 

leaders volunteering in hospitals and of part-

time NHS chaplains. Despite the fact that SCS 

has universal application, visiting restrictions 

during the pandemic meant that patients and 

families from minority faiths were more 

deprived in terms of receiving support for 

their specific religious and SCS needs, given in 

a culturally competent way by their 

community faith leaders.  

 

What has worked really well, I think they're 

called portals, and the thing about portals 

is that it's just end to end. So you have an 

icon, you press it and it just pings on your 

son’s tablet, so instead of having to go into 

Zoom, get the right thing. So I think those 

and voice operated AI systems such as per-

haps an Alexa, where if the person has 

mental capacity and they're able to say “ 

Alexa, can you phone my granddaughter”, 

or a surgery or whatever else it is. So I think 

technology offers a lot. (11CEM+Norb) 

“ 
 

“ 
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However, depending on the local context and 

region of England, chaplaincy teams were 

more or less varied in terms of religious 

traditions. Furthermore, in some hospitals, 

the team got organised and, when necessary 

especially in EoL cases, managed to liaise with 

an external faith leader and allow them to go 

into hospital and visit the patient who 

requested that.  

 

 

 

 

 

Those chaplaincy teams that relied on vol-

unteers to make their teams more diverse 

found that they immediately lost that diver-

sity, and because volunteers weren't al-

lowed to come and see patients, it meant 

that patients from different religion and be-

lief communities found themselves unable 

to be supported by someone from their 

own outlook. (6CEMJon) 

“ 
 

“ 
 

 

We’re fortunate that we have a good team in 

that we have other chaplains, bank chaplains, 

who are from different religious tradi-

tions.’(2CEMAda) 

When one specific chaplain from a specific 

faith was missing and was requested by a pa-

tient, we managed to have someone from 

that faith come in.(13CNWFin) 

“ 
 

“ 
 

 

We were quite regularly reviewing the visit-

ing policy to assess whether we were doing 

the right thing, telling families not to come 

in, and whether we needed to make excep-

tions, and how did that. It’s quite a chaotic 

way of working. I’m not sure it is sustaina-

ble. I also do worry that there was some in-

equality in the decisions we made around 

which visitors could come in and who 

couldn’t.  We went the extra mile when it 

was a member of staff who was dying, and 

I understand why, but we did more for that 

person than we did for other people, and 

I’m not sure how we justify that. You know, 

I think that’s not, right. (4CNWNick) 

“ 
 

“ 
 

Religious care for minority faiths during 

COVID was disabled. Volunteers’ access to 

hospital was taken away, and volunteer 

chaplains were only occasionally called by an 

NHS chaplain with a good heart so to take 

care of minority faiths’ patients. (1CLBob) 

“ 
 “ 

 

 

There are questions there about human 

rights, and for some people access to reli-

gious care would be seen as a human right. 

Families might be very distressed that some-

body who really would have wanted prayer 

and support at the end of life hasn't had 

it.(5CNWKen) 
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The issue of EDI was also linked to hospital 

visiting policies. Several participants pointed 

out the need for more compassionate rules 

within, of course, the boundaries of safety 

and protection for all (8NSERosie). Such a 

policy would be beneficial as an occasional 

visit by a member of the family would provide 

relief to both patients and family. Staff will 

also benefit spiritually as the knowledge that 

dying patients were able to see a loved one 

would lessen their sadness and spiritual pain.  

A senior nurse leader reported that the very 

strict visiting policy aroused a sense of 

injustice in her and some other staff which led 

them to occasionally break the government 

regulations, which in turn led to moral injuries 

because not all patients were having the same 

benefit.  

 

To implement equitable and inclusive visiting 

policies it is necessary to have resources to do 

that safely. For this, PPE and other resources 

become indispensable. Furthermore, like the 

policies, infection control resources should be 

inclusive and culturally competent too.  

 

Practical actions for the strategy 

- The SCS needs of NHS staff, patients 

and relatives, should follow the 

principles of EDI and culturally 

competent and compassionate, 

holistic care. This also means that the 

strategy should account for meeting 

specific religious needs of patients; 

- Clear and equitable guidelines for 

visitors’ should be included in the 

national strategy. This means that 

health risk , moral injury and solitary 

deaths should be avoided;  

- PPE and other infection control 

resources and equipment should be 

available in all NHS Trusts, and these 

should be inclusive and culturally 

sensitive.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

During the initial immediate responses, we 

lacked resources for chaplains in terms of 

adequate safety. Whereas you could have 

PPE for people who can shave, for people 

with a beard, whether they're from Jewish, 

Muslim or Sick traditions, adequate PPE 

was lacking and we had to source that our-

selves, which was a shock to the system. 

Also, the problem with everybody in scrubs 

is that nobody knows who everybody is, 

even though you're wearing your badge, 

and it gets confusing, because it is im-

portant to identity staff quickly, as well as 

the religious affiliation in case of chaplains, 

so we decided that we were going to have 

another set of uniform. (13CNWFin) 
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Resources  

The issue of resources has been running 

through almost all other themes. In this 

section we will present some of the resource 

issues most frequently mentioned. The 

participants reported that exhausted nurses 

and medical staff sought peaceful places to 

spend a few minutes of contemplation, 

prayer, or make a phone call to their families. 

At the early stages of the pandemic some staff 

used the chapel, others the hospital garden if 

one was available. NHS Trusts realised during 

the first peak the importance of creating 

spaces devoted to well-being (physical, 

psychological, spiritual) of their staff. These 

spaces were visited daily by the members of 

the chaplaincy team. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In part I of this chapter we highlighted the 

recommendation by some of the chaplains to 

rename chapels as chapels for all faiths. Here 

we provide the experiences of one chaplain. 

Other participants stated that called their 

chapel a faith and community centre. They 

stated that everybody who goes into the 

hospital feels they are welcome there. And 

they had some terrific meetings where 

members of the community came to the 

centre to talk about what they could 

contribute towards healthcare. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Just to be there and spend time with folks, 

one way of getting alongside people, and of-

fering a presence if people wanted to talk” 

(2CEMAda). 

“ 
 

“ 
 

 

 

When the religious buildings were closed out in the com-

munity, our chapels were never closed in this Trust, but I 

do know other Trusts where they said - oh well, religious 

buildings have to be closed. So you'll have to close the 

chapel. Which made absolutely no sense to me. Because 

our chapels are places of safety for the staff. You know, 

staff needed somewhere to escape to. So our chapels 

were kept open, there were masks and sanitiser availa-

ble. And we removed some of the furniture so that we 

could at least adhere to social distancing. […] And we re-

introduced Friday prayers because we have a bit more 

space now, now that we have a new chapel… during the 

height of COVID we were in a very small room. And the 

chaplain's office was tiny, it was a little cupboard, but 

we've now moved into a purpose built sanctuary area 

that now includes a separate prayer room, washing facili-

ties, kitchen for hospitality, a toilet, a quiet room, and a 

chapel. (3CSEEvi) 

 

When we came into social distancing that 

meant that actually we didn't have enough 

space for staff to sit around to have a break 

for everything….So we quickly created gar-

den space. All this was around the idea of 

well-being and spiritual needs …. So, space 

outside. (13CNWFin) 

“ 
 “ 
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The participants of this study also mentioned 

a number of issues related to the workforce. 

Sudden reduction of staff was also reported 

by the chaplains.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

But what we did is we kept everything open, and we just 

said ‘You can come in for private prayer, you can come in 

to meet people to chat, and to support’. And we had some 

resources about things, we’d printed out and left things 

that people could take with them and read… So we would 

have staff members coming to us saying,  ‘Can I have 

prayer and communion? Because I can’t get it at my local 

church’, and that seemed slightly odd, that we could pro-

vide that within the hospital, but they couldn’t receive it 

within the community … we included the spaces that we 

use around the hospital, and it’s been quite refreshing to 

see the chapel used not just as a religious space, but as 

more around spiritual care, so we opened a garden next to 

the chapel during the pandemic, and created that as sort 

of a staff garden, and I think some of that, it’d be exciting 

to see where that goes next, because there’s a lot of day-

rooms and side-rooms that have been used for storage, 

that suddenly got transformed into rooms that staff could 

use to take a break. And it was lovely to see the chapel de-

veloped in that way, and I think a lot of non-religious staff 

viewed the chapel differently during the pandemic, be-

cause they suddenly recognised they could come in and sit 

down and have a moment of peace and quiet, without 

somebody coming in and asking if they wanted a prayer, 

just genuinely, the space to come and have a break. So 

that sort of thing going forward is a big agenda around 

staff wellbeing, and I’m trying to do a lot more work with 

the psychology team as well, I’m just trying to co-ordinate 

that. (4CNWNick) 

 

 

Good Practice: Multi-faith spaces 

In one hospital, the large faith centre was converted to provide a shared space without religious 

symbols, to encourage everyone to use the centre as a safe and calm place for the community. A 

small part of it was used to provide religious services for Muslim and Sikh communities on Fri-

days, and for the Christians on Sundays. In the shared space people often brought in things and 

also took away things. Small individual prayer rooms for particular faith groups were also created. 

The chaplains viewed the faith centre as a wellbeing space, and there were people in it all of the 

time to offer and receive support. The centre provided warm drinks and food and had a fridge to 

keep things fresh. People reported that among the chaos and madness and the uncertainty that 

was going on, just being able to come into that quiet space, and, and to have a cup of tea that 

somebody made for them, and to just be able to sit quietly for whatever time, or to be able to 

talk to somebody and even cry, was really important. 

 

 

When the first peak of the pandemic arrived, 

the nursing workforce was suddenly reduced 

by 40% due to illness and shielding….and at 

this point in time only 70% of the staff have 

been vaccinated due to reluctance and un-

certainty about the effects of the vaccine’. 

(6NLJess) 

“ 
 “ 
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As stated in previous themes, during the first 

peak of the pandemic, nursing and medical 

staff not only were given contradictory and 

confusing messages, they were also not 

adequately protected as PPE was either not 

available or it was low quality thus providing 

inefficient protection. Many became ill and 

some died. One of the chaplains made a very 

profound statement in saying that the 

pandemic exposed all the vulnerabilities of 

the NHS system, such as inadequate funding 

for a number of years forcing those running 

the services to make cuts, inadequate 

planning for major disasters lacking in SCS 

training, inadequate stores of safety 

equipment to be used during a pandemic, all 

of which amounted in lack of preparedness 

for such extreme and major health disasters. 

The safety and welfare of the workforce must 

always be prioritised and ensured. This must 

not be allowed to happen during future 

pandemics and other MHDs. Lessons must be 

learned and thorough planning must start 

immediately.   

Finally, participants expressed the opinion 

that caring for the dying and the dead must 

be better managed in future pandemics. 

Resources, such as PPE should be provided for 

family members of dying patients so that they 

can receive the comfort and love they need 

before they die.  

Technological devices such as smart phones 

and smart tablets have been used during this 

pandemic, but the participants reported the 

need for more, the need for better access to 

the internet and the need for training and 

support for those providing the caring and 

supportive services.  

Both the nurse and chaplain participants 

recognised the need for resources for the 

provision of short term SCS bereavement 

support as well as long term SCS for those 

suffering from long COVID.  

 

Practical actions for the strategy 

- Create spaces and places for staff and 

visitors which allow SCS; 

- Develop protocols for the of SCS for 

staff who become ill while providing 

care to patients; 

- Put in place efficient systems to 

rapidly deal with the sudden reduction 

of the workforce; 

- Develop protocols for bereaved family 

members; 

- Develop protocols for supporting the 

staff suffering from long COVID. 

 

The rights and experience of the patients 

during this pandemic were compromised for 

the sake of safety…a middle ground between 

safety and compassion can be found’. 

(8NSERosie) 



 

 

Chapter 4 
Towards an  
integrated approach to 
the development of a 
National Strategy for the 
Provision of Spiritual 
Care and  
Support in Major Health 
Disasters 
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Chapter 4. Towards an integrated approach to the development of a National 

Strategy for the Provision of Spiritual Care and Support in Major Health Disasters 
 

Introduction 

In 2020, the team involved in this project conducted a review of online data which referred to the  

spiritual support for hospitalised COVID-19 patients during March to May 2020 (Papadopoulos et al., 

2020). The major conclusions of that study were encapsulated in this diagram:  

 

FIGURE 3. SYNTHESIS OF FINDINGS. SPIRITUAL SUPPORT TO HOSPITALISED COVID -19 PATIENTS IN 

ENGLAND, BETWEEN MARCH TO MAY 2020 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Lack of strategy for the provision of SCS in MHDs  

Reduced and      
at-distance 

spiritual support 
during peak of 

Covid-19 in 
England

Suspension, 
reduction, and 
modification of 

person to person 
spiritual support

Virtual provision of 
spiritual support, 

both in real time and 
deferred provision

At-distance and 
creative spiritual 

support, involving  
symbolic actions to 
establish closeness 

and connection

Urgent need for a SCS strategy to enable the effective co-ordina-

tion for the provision of SCS in MHDs  
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It was natural for us to follow the above 

study, which recommended the urgent 

development of a national strategy for the 

provision of SCS in MHDs with a study which 

sought to identify the key components for 

such a strategy. As mentioned in Chapter 2, 

we undertook the current investigation using 

interviews with the two key professions 

responsible for the provision of SCS: the 

hospital chaplains and the nurses.  

The previous chapters presented and 

discussed the evidence which supports our 

undertaking, in the form of published and 

grey literature in Chapter 1; the 

methodological approach we adopted 

(Chapter 2); and the results which arose from 

the analysis of the interviews we conducted 

with nine senior nurses (n=9), nineteen (n=19) 

hospital and volunteer chaplains, and the 

analysis of numerous documents they made 

available to us (Chapter 3). Recommendation 

about the components for the strategy were 

also presented at the end of the presentation 

of each theme in Chapter 3. 

This chapter presents all the identified 

components for a future strategy in a 

summary table. We recognise that national 

strategies need be adapted to local milieux. 

This is reflected in the integrated framework 

we have adopted to illustrate who is 

responsible for the planning and preparation 

of that which each component requires, who 

is responsible for the delivery and 

implementation of the action/resources etc. 

needed, and who will be responsible for the 

evaluation of the actions taken, at national, 

local and organisational levels. As can be seen 

in the table below, national government 

departments, non-governmental national 

bodies and faith communities, NHS Trusts and 

their personnel, local authorities and the 

public, all have a role to play in the 

development of the strategy, the 

preparedness that is needed and the eventual 

delivery when a major health disaster occurs.  

 

 

FIGURE 4. OVERARCHING FRAMEWORK FOR THE DEVELOPMENT OF THE NATIONAL STRATEGY FOR THE 

PROVISION OF SCS IN MHDS 

 

 

TABLE 1. SUMMARY TABLE OF THE COMPONENTS FOR THE NATIONAL STRATEGY FOR SCS IN MHDS AND 

SUGGESTED RESPONSIBILITIES 

Preparation Delivery Evaluation 

Protocols, Training, 

Resources 

 

Co-ordination of MDT,  

Prioritisation, Support, Safety V Rights 
Quality, Equality, Experiences, 

Good Practices 
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Themes Components Preparation/ 
Development 

Delivery Evaluation 
 

Awareness of 
past experiences 

No previous experience of MHDs; 
Unprepared by the enormity of 
COVID MHD; 
Using technology for the first time; 
Multidisciplinary teams. 
 

Refer to Part I of 
the results chapter.  
 

NHS Trust Co-
ordinating MHD 
Committees 

On-going at different 
levels of the NHS 
Trusts. 

Terminology 
a) Spirituality 

Include the following definition: 
Spirituality is an integral part of all 
human beings which is connected to 
religions, faiths, personal 
philosophies, a relationship with 
ourselves, others and the 
environment, as well as a 
relationship with a transcendent 
superior force, which helps us 
understand the meaning and 
purpose of our existence and that of 
others. 
 

 
N/A 
 
 

NHS Trusts Co-
ordinating MHD 
Committees 

N/A 

b) Spiritual 
care & 
support 

Use of varied definitions. Need for 
discussion & SCS training of 
healthcare workers, particularly 
nurses 
 

NHSE – national 
programme 

Chaplains & 
expert nurses 
 

Education and Training 
lead 
CQC 

 A spiritual /religious assessment of 
needs for patients to be  recorded in 
the official patient records  
 

Research project 
 

Nursing staff on 
admission  
 

Research lead 
CQC 

 SCS intervention should be included  
in the patient records 
 

Nurses and 
chaplains 

Chaplains or 
nursing staff 

NHS Trusts Co-
ordinating MHD 
Committees 

 SCS should be integrated in all 
policies related to MHDs 

NHS Trusts Co-
ordinating MHD 
Committee s 

NHS Trusts Co-
ordinating MHD 
Committees 
 

Senior management 
lead 
CQC 

c) Defining 
chaplains & 
chaplaincy 

 

New definitions of hospital 
chaplains to to reflect their new 
roles e.g members of clinical 
multidisciplinary teams and 
community outreach 
 

NHS Trusts Co-
ordinating MHD 
Committees 

NHS Trusts Co-
ordinating MHD 
Committees 
 

Senior management 
lead 

 
 
 
 

Training for all health professional 
to be given about the role & 
expertise of hospital chaplains 
  

NHSE – national 
programme 

Education and 
Training lead 

Education and Training 
lead 

 Clear guidelines to be provided on 
the engagements of volunteer faith 
leaders during MHDs 
 

CHCC: College of 
Health Care Chap-
lains 
 
UKBHC: UK Board 
of Healthcare 
Chaplains 

NHS Trusts 
employed 
chaplains 

NHS Trusts employed 
chaplains 
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d) Chapels 
 
 

Rebrand the hospital chapel to be 
identified as an inclusive, safe place 
for all faiths and spiritual beliefs 
 

NHS Trusts Co-
ordinating MHD 
Committees 

NHS Trusts 
employed 
chaplains 

NHS Trusts employed 
chaplains 

Community Enable the voices of both health 
staff & the public to be heard 
 

NHSE 
Leadership Team, 
The UK Patients 
Association  

NHS Trusts, local 
authorities, & 
voluntary sector 
 

NHSE, 
The UK Patients 
Association  

 Enable the development of a 
coherent & integrated community 
SCS plan 

NHS services, local 
authority services , 
voluntary sector,   
The UK Patients 
Association  
 

NHSE NHSE 
CQC 

 Provide resources & tools to help 
local & workplace communities to 
come together & to develop 
resilience   
 

Education & CPD 
departments 
British Association 
for the study of 
spirituality 
 

NHS Trusts 
trainers & 
chaplains 

Research lead 

 Train first SCS responders 
 

NHS Trusts Co-
ordinating MHD 
Committees 
  

Education & CPD 
departments 

Education & CPD 
departments 
 

 Plan and execute SCS in MHDs 
response exercises 
 

NHSE NHS Trusts Co-
ordinating MHD 
Committees 
 

NHS Trusts trainers 
and chaplains 

Collaboration Facilitate and support the inclusion 
of SCS in all multidisciplinary groups 
 

Service providers, 
commissioners, 
public health, local 
authority, borough 
council, voluntary 
sector. 
 

NHS Trusts Co-
ordinating MHD 
Committees 

NHS Trusts trainers 
and chaplains 
CQC 

 Develop a protocol for the 
involvement of community faith 
leaders & the general public in 
consultations about policies & 
practices for the provision of SCS 
during MHDs 
 

PHE, NHS Trusts Co-
ordinating MHD 
Committees, UK 
Board of 
Healthcare 
Chaplains,  faith 
leaders, community 
representatives  
 

Chaplains & 
Nurses 

NHS Trusts Co-
ordinating MHD 
Committees, faith 
leaders, community 
representatives 
 

Communication Improve the design of masks & 
visors to remove the barriers in 
communication 
  

NHS Trusts Co-
ordinating MHD 
Committees, 
Commercial 
companies 
 

Nurses & 
Chaplains, 
commercial 
companies 

Nurses & Chaplains 

 Produce SCS documents in different 
languages 
 

NHSE NHS Trusts Co-
ordinating MHD 
Committees 
 

NHSE 
CQC 

 Include ‘communication’ in the SCS 
training  
 

NHSE NHS Trust trainers 
& chaplains 
 

NHS Trust trainers & 
chaplains 
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 Provide SCS communication 
technologies to both SCS providers 
& the public 
 

NHSI, NHS Digital/ 
NHSX, Trust Co-
ordinating MHD 
Committee 

Nurses & 
Chaplains 
NHS Digital 
Academy 
 

Research / Leadership 
lead 

 Creative use of symbolic 
communication and unspoken SCS 
 

Education & CPD 
departments 

NHS Trust trainers 
& chaplains 

Education & CPD 
departments 

 Improve multidisciplinary & 
multicultural/multi-faith 
communication within teams 
 

Education & CPD 
departments 

NHS Trust trainers 
& chaplains 

Education & CPD 
departments 

Trust Keep the staff & the public  
up-to-date with reliable & accessible 
information 
  

NHSE, NHS Trusts 
Co-ordinating MHD 
Committees. 

NHS Trusts Co-
ordinating MHD 
Committees 
 

Research Lead 

 Produce protocols for SCS in MHDs 
 

NHSE NHS Trusts Co-
ordinating MHD 
Committees 
 

Chaplains & Nurses 

 Constant updating protocols & 
operating procedures 
 

NHSE NHS Trusts Co-
ordinating MHD 
Committees 
 

NHSE 

 Provide information about SCS 
resources in different languages 
 

NHSE NHS Trusts Co-
ordinating MHD 
Committees 
 

NHS Trust Co-
ordinating MHD 
Committees 

Care & Spiritual 
Support 

Provision of funds & development 
of protocols needed for the 
immediate & efficient 
implementation of SCS for staff, 
patients & vulnerable groups 
 

NHSE, NHS Trusts 
Co-ordinating MHD 
Committees 

Chaplains, Nurses 
& other 
healthcare staff 

Education & CPD 
departments 

Training Awareness & understanding of the 
meaning of SCS 
  

Education & CPD 
departments 

NHS Trust trainers 
& chaplains 

NHS Trust trainers & 
chaplains 
 

 Inclusion of information about the 
major religions and minority faiths 
& non-religious spiritual beliefs  
 

Education & CPD 
departments, 
Centre for 
spirituality, health 
& disability, 
Buddhist 
Chaplaincy, etc. 
 

NHS Trust trainers 
& chaplains 
Leaders of 
minority faiths 

NHS Trust trainers & 
chaplains, 
Education & CPD 
departments 

 Development of a spirituality 
assessment tool 
 

NHSE, Centre for 
spirituality, health 
& disability,  
Research Lead 
 

NHS Trust trainers 
& chaplains 

CQC 
Research Leads 

 Train nurses how to use the 
spirituality assessment tool 
 

Education & CPD 
departments 

NHS Trust trainers 
& chaplains 

NHS Trust trainers & 
chaplains 

 Develop spirituality competencies 
which are also culturally appropriate 

NHSE, Research 
Lead,  British 

NHS Trust trainers 
& chaplains 

CQC 
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 Association for the 
study of spirituality, 
 

NHS Trust trainers & 
chaplains 

 Develop repository of stories & 
good practices from the COVID 
pandemic 
 

NHSE NHS Trust trainers 
& chaplains 

NHS Trust trainers & 
chaplains 

 Address Equality, Diversity & 
Inclusion 
 

NHSE, NHS Trusts 
Co-ordinating MHD 
Committees 
 

NHS Trust trainers 
& chaplains 

CQC, 
NHS Trust trainers & 
chaplains 

 Include moral injury & ethical 
decision making   

NHSE, 
Education & CPD 
departments 
 

Use of stories & 
experiences for 
learning 

NHS Trust trainers & 
chaplains 
 

 Use of technology to deliver SCS 
  

NHSE, NHS Digital, 
Education & CPD 
departments 
 

NHS Digital 
Academy, NHS 
Trust trainers & 
technologist 
 

Education & CPD 
departments 
 

 Make available tools of how to care 
for the self & support others  
 

NHSE, Education & 
CPD departments 
 

NHS Trust trainers 
& chaplains 
 

Self-evaluation 
Research Lead 

 Empower nurses & other health 
professionals to safely & sensitively 
have spiritual conversations with 
patients  
  

Education & CPD 
departments 

NHS Trust trainers 
& chaplains 

NHS Trust trainers & 
chaplains 

 Use expert chaplains as SCS & death 
trainers 
 

Education & CPD 
departments 

Expert Chaplains Education & CPD 
departments 

Technology Train nurses & chaplains on how to 
best use ICTs, & AI devices, such as 
tablets & smart phones 
  

NHS Digital, NHS 
Trusts Co-
ordinating MHD 
Committees,  
Education & CPD 
departments 
 

NHS Trust 
trainers, NHS 
Digital & expert 
technologists 

Education & CPD 
departments 

 Improvement of Internet 
infrastructures in hospitals & the 
community  
 

NHS Digital/NHSX, 
NHS Trusts Co-
ordinating MHD 
Committees 
 

NHS Trusts Co-
ordinating MHD 
Committees 

NHS Trusts Co-
ordinating MHD 
Committees 
 

 Research & development in AI & 
other robotic devices in healthcare 
should be accelerated & social & 
healthcare staff should be trained to 
work with them 
 

NHS Digital/NHSX,  
NHS Trusts Co-
ordinating MHD 
Committees & 
Research Leads 

NHS Digital 
Academy, 
Education & CPD 
departments, 
Expert technology 
experts 
 

Education & CPD 
departments 

Equality, 
Diversity, 
Inclusion (EDI) 

The SCS response to NHS staff, 
patients & relatives, should follow 
the principles of EDI & culturally 
competent & compassionate, 
holistic care  
  

NHSE, 
NHS Trust’s 
Education & CPD 
departments 

NHS Trusts Co-
ordinating MHD 
Committees 

NHS Trusts Co-
ordinating MHD 
Committees 
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 Development of protocols for 
meeting the specific religious needs 
of patients 
 

NHSE, 
Education & CPD 
departments 

NHS Trusts Co-
ordinating MHD 
Committees 

CQC 

 Clear & equitable guidelines for 
visitors  
 

NHSE, NHS Trusts 
Co-ordinating MHD 
Committees, The 
UK Patients 
Association  
 

Nursing 
workforce 

NHS Trusts Co-
ordinating MHD 
Committees, 
The UK Patients 
Association  

 Make PPE and other infection 
control resources & equipment 
available to all NHS Trusts, & these 
should be inclusive & culturally 
sensitive 
 

NHSE, NHS Trusts 
Co-ordinating MHD 
Committees 

NHS Trusts Co-
ordinating MHD 
Committees 

NHS Trusts Co-
ordinating MHD 
Committees 

Resources Create spaces & places for staff & 
visitors which enable  SCS 
 

NHS Trusts Co-
ordinating MHD 
Committees 
 

Chaplains & 
Nurses 

NHS Trusts Co-
ordinating MHD 
Committees 

 Develop protocols of SCS for staff 
who become ill while providing care 
to patients 
 

NHSE, NHS Trusts 
Co-ordinating MHD 
Committees 

NHS Trusts Co-
ordinating MHD 
Committees 

NHS Trusts Co-
ordinating MHD 
Committees 

 Put in place efficient systems to 
rapidly deal with the sudden 
reduction of the workforce 

NHSE, NHS Trusts 
Co-ordinating MHD 
Committees 

NHS Trusts Co-
ordinating MHD 
Committees 

NHS Trusts Co-
ordinating MHD 
Committees 
 

 Develop protocols for the debriefing 
of  bereaved family members of 
patients and nurses 
  

NHSE, NHS Trusts 
Co-ordinating MHD 
Committees, The 
UK Patients 
Association  
 

Chaplains & 
Nurses 

The UK Patients 
Association, 
Public  

 Develop protocols for supporting 
the staff suffering from long COVID 
 

NHSE, NHS Trusts 
Co-ordinating MHD 
Committees  

NHS Trusts Co-
ordinating MHD 
Committees 

NHS Trusts’ staff 
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Appendices  
 

Appendix 1. Table 2: Key demographic characteristics of participants (N=25) 
 

 

Chaplains 

(participant ID*) 

Region of Eng-

land 

Declared 

Gender 

  

Age Range Years of working 

experience in cur-

rent position 

 

1CLBob London Male 61 to70 6 to 10 

2CEMAda East Midlands Female 51 to 60 < 2 

3CSEEvi South East Female 61 to70 11 to 15 

4CNWNick North West Male 41 to 50 2 to 5 

5CNWKen North West Male 61 to70 11 to 15 

6CEMJon East Midlands Male 51 to 60 > 20  

7CY+Dan 
Yorkshire with 

whole country 

reach 

Male 41 to 50 < 2 

8CL+Mike 
London with 

whole country 

reach 

Male > 70 > 20  

9CWMLuke West Midlands Male 51 to 60 16 to 20 

10CSWCat South West Female 61 to70 16 to 20 

11CEM+Norb 
East Midlands 

with whole coun-

try reach 

Male 51 to 60 2 to 5 

12CLTim London Male 51 to 60 2 to 5 

13CNWFin North West Male 41 to 50 16 to 20 

14CLAmy London Female 51 to 60 > 20  

15CY+SEInes Yorkshire and 

South East 

Female 31 to 40 2 to 5 

16CSEWin South East Male > 70 11 to 15 
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Senior Nurses Region of Eng-

land 

Declared 

Gender 

  

Age Range Years of working 

experience in cur-

rent position 

 

1NSEAnn South East Female 41 to 50 > 20  

2NNWSusie North West Female 51 to 60 > 20 

3NNWLiz North West Female 51 to 60 16 to 20 

4NIMNess Isle of Man** Female 51 to 60 > 20 

5NLBeth London Female 51 to 60 6 to 10 

6NLJess London Female 61 to 70 > 20 

7NLKate London Female 51 to 60 16 to 20 

8NSERosie South East Female 51 to 60 > 20 

9NLFlo London Female 41 to 50 2 to 5 

Total N = 25 

London: 8 

South East: 5 

North West: 5 

East Midlands: 3 

Yorkshire: 2 

West Midlands: 1 

South West: 1 

Isle of Man: 1 

Female: 14 

Male: 11 

51 to 60: 12 

61 to70: 5 

41 to 50: 5 

> 70: 2 

31 to 40: 1 

 

> 20: 8 

16 to 20: 5 

2 to 5: 5 

11 to 15: 3 

6 to 10: 2 

< 2: 2 

 

 

*
  Legend to Participant ID: e.g. ID 10CSWCat                       

10        C/N         SW        Cat   

 

 

 

** We acknowledge that the Isle of Man is not an English region, but decided to include this 

outlier interview for two reasons: 1) we did not see any conflict in interviewing a participant 

who was keen to contribute to the study, and 2) we were interested to hear the experiences of 

a participant who resided and worked in a very different geographical and healthcare context. 

Participant 
number in 

chronological 
order

Nurse or 
Chaplain 

Region of 
England

Pseudonym
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Appendix 2. Interview guide for nursing managers  
 

Q1. Please tell me if you have ever experienced a national health emergency like the 
COVID-19 pandemic before in your career. Please describe your experience. If not, ask par-
ticipant to describe her/his experience during COVID-19. 
 
Q2. What is your experience and opinions around the provision of spiritual support to pa-
tients, their family members and NHS staff during the pandemic? Please, provide some ex-
amples. 
 
Q3. What have been the main issues in the provision of spiritual support during this pan-
demic, beyond the safety measures which had to be implemented?   
 
Q4. What would have helped and better enabled the  providers of spiritual services  to offer 
effective bed- side spiritual support to patients, relatives, and their colleagues during this 
health emergency?  
 
Q5. Are you aware of any changes in the provision of spiritual support from the first peak in 
March 2020 up to now, over a year later?   
 
Q6. Could you talk about the policy on the provision of spiritual support during major health 
disasters, of the NHS chaplaincy you are responsible for? Do you have a policy and how is it 
implemented in your view? 
 
Q7. What do your views about the need for having a national spirituality strategy for health 
emergencies and disasters?  
 
Q8.  In your view, what should the key elements/points of such strategy be? 
 
Q9. What principles, protocols, resources, and other elements should such as strategy con-
tain? 
 
Q10. Who do you think should be responsible for the activation of such a strategy? In your 
opinion who should be co-ordinating the delivery of such a strategy?  
 
Q11. How do you see the collaboration between the NHS and spiritual leaders’ organisa-
tions/Institutions  in relation to such strategy? 
  
Q13. Would you like to add anything? Do you have any questions for us? 
 
 
[PLEASE ask if participant can provide any of the following documents from their workplace:  
- SPIRITUALITY PROTOCOL OR PROCEDURE  
- STRATEGY FOR THE PROVISION OF SPIRITUAL SUPPORT 
- OTHER RELEVANT DOCUMENTS 
 
 

Thank you very much for your contribution and time. 
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Appendix 3. Examples of documents analysis using standardised form 

 

Example 1  

Title  
 

Chaplaincy and spiritual care business continuity local pack  

Author/s  
 

Unattributed (for anonymity)  

Date of publication 
 

December 2020 

Type  
 

Information pack/emergency preparedness plan/procedure; specific to 
one organisation.  

Audience  
 

Healthcare staff 

Source  
(Participant ID)  
 

Unattributed (for anonymity)  
 
 

Purpose 
 

To detail plans and procedures for a major incident and help staff make 
their own plans within their department.  

Principles 
 

- 

Procedures 
 

Procedures and protocols about what to do if there is a major incident. 
Predicting what could happen and the steps to be taken.  

Protocols 
 

Flow chart for what to do if an incident occurs.  
Explicit guidance about protocol and steps to follow if there is an inci-

dent.  

Resources 
 

Spaces: Multi-faith centre, Multi-faith space, Shabbos, Chapel, Prayer 
room/space.  

Good practice  
examples 
 

Detailed instructions about what to do if there is an incident and dis-
ruption to/unavailability of certain infrastructure (or prayer spaces, 

etc.). Planning for uncertainty and increases in demand.  

Relevant stories 
 

- 

Equality impact assess-
ment 
 

- 

Templates/tools 
 for data collection 
 

Tools and forms to fill in to plan for or record things and assign tasks to 
specific people in the case of a major incident.  

Other relevant infor-
mation 
 

- 
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Example 2 

Title  
 

Chaplaincy COVID-19 precautions  

Author/s  
 

Unattributed (for anonymity) 

Date of publication 
 

March 2020 (about a week after COVID-19 was declared to be a pan-
demic)  

Type  
 

Guidelines: specific to one organisation 

Audience  
 

The chaplains of one specific organisation  

Source  
(Participant ID)  
 

Unattributed (for anonymity) 
 
 

Purpose 
 

To inform  and guide chaplaincy staff about the measures to be taken 
during the COVID-19 pandemic.  

Principles 
 

- 

Procedures 
 

The document lists which processes and procedures that staff/volun-
teers usually carry out which will be suspended due to COVID-19 as 

well as other processes that will continue but will additional 
measures/changes.  

Protocols 
 

The document outlines what measures should be taken for specific sit-
uations during COVID-19. There is no flow chart but step by step in-

structions are given for specific eventualities.  

Resources 
 

The use of PPE is mentioned.  
Prayer spaces are mentioned (e.g. chapels and prayer rooms) and how 

to use these in a COVID-secure way.  
Volunteering is suspended except for circumstances where the paid 

chaplaincy staff are not from that specific faith, also when local minis-
ters are visiting members of their own community.  

Good practice  
examples 
 

The guidelines are clear that infection control and public health guid-
ance should be followed and the procedures reflect this, e.g. single-

use/disposable items, PPE, extra cleaning of spaces.  
The procedures account for different faiths and belief systems. 

 

Relevant stories 
 

- 

Equality impact assess-
ment 
 

- 

Templates/tools 
 for data collection 
 

- 

Other relevant infor-
mation 
 

The protocol accounts for virtual/phone provision of spiritual support if 
the chaplain is not allowed to attend in-person with the patient.  

The protocol mentions that the reduction in services for patients will 
create more capacity for the support of staff.  
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Example 3  
Title  
 

Chaplaincy and COVID-19: Our story 

Author/s  
 

Department of Spiritual Care, University Hospitals Coventry and War-
wickshire.  

Date of publication 
 

July 2020 

Type  
 

Report – specific to one organisation 

Audience  
 

General, users of the hospital service 

Source  
 

University Hospitals Coventry and Warwickshire NHS Trust  
 

Purpose 
 

Inform – about Chaplaincy services during COVID-19  

Principles 
 

All faith and belief systems: desire to care for and be compassionate to 
others especially in times of crisis and suffering.  
Treating others as we would wish to be treated.  

Chaplains have provided a sense of connectedness for patients, fami-
lies and staff.  

Being a representative presence as well as an incarnational one.  
 Hospitality and creation of shared spaces.  

 

Procedures 
 

 
Chaplains went to wards to be there in case staff wanted to speak to 

them.  
 

Chaplains were able to be with staff to provide support and organise 
memorials for those who had passed away. Services were live-

streamed so that people who could not attend could still participate.  
 
Emergency weddings with limited in-person attendance allowed. Cere-

monies live streamed for family and friends.  
 

Public worship not allowed due to COVID-19 restrictions. Services live 
streamed. 

 
Challenges to the provision of funerals due to the limits on how many 
people could attend. Support and advice given to bereaved families.   

 

Protocols 
 

Although there are no explicit protocols given or flow charts, through-
out the document when describing what services were provided, there 
are descriptions of protocols that had to be followed, such as wearing 

PPE and using phone/remote methods of communication.  

Resources 
 

Shared spaces, e.g. Faith Centre and garden, space and opportunity for 
quiet reflection and prayer.  

 
Weekly prayer services and reflection at the Faith Centre.   
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Being able to talk to a chaplain – with drinks and refreshments pro-

vided.  
 

Being able to take part in mindfulness sessions.  
 

Compassionate communities volunteers  

Good practice  
examples 
 

Reflecting on the role of a chaplain and what the chaplaincy service 
could provide during the pandemic and how it could adapt to the situa-

tion.  
 

The team has people from different faith backgrounds and is able to 
support people of all faiths and none.  

 
Acknowledging shared suffering, walking alongside those who are 

grieving. 
 

Social support groups for people with specific conditions, e.g. RIPPLE 
and Take a Breath for COPD. Signposting to other sources of support.  

 
Chaplains being there, being visible and present, in case their support 

was needed.  

Relevant stories 
 

 
Shared understanding of priesthood and what this means. Helping peo-
ple to feel connected, and being present. Biblical images ‘of providing 

firm ground, holding the experience of others as they pass through 
dangerous and anxious situations, in a sense holding back the waters 
while others cross onto dry land, staying in that place until the last is 

safely to the other side’.  
 
Putting on PPE to visit patients - likened to ‘putting on of vestments be-
fore a sacramental ministry- being a representative presence as well as 

an incarnational one’ 
 

Separation and redeployment: Story of a chaplain going to visit a nurse 
who had been redeployed from another hospital, and the nurse being 
moved by the kindness of this gesture and the sense of connection/fa-
miliarity. The Chaplain decided to make a conscious effort to visit other 

redeployed staff to check how they were coping. 
 
 

A chaplain was asked to be with a dying patient as their loved ones 
could not be there due to COVID-19 restrictions, and was able to sit 

with the patient and offer prayers. The Chaplain was  then able to con-
tact the patient’s wife to let her know that her husband had died 

peacefully. The Chaplain commented on feeling safe and comforted by 
the staff in the critical care unit, even without being able to see them 

or communicate non-verbally due to the PPE.  
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From the chaplaincy perspective it has been difficult to not be able to 
be with patients and be present with them as much as usual. One 
chaplain talked about an interaction with a patient who had an in-

crease in faith and became more connected to their Church, and the 
coincidences which helped them feel a sense of connection and spiritu-

ality (see page 9)  
 

Equality impact assess-
ment 
 

- 

Templates/tools 
 for data collection 
 

- 

Other relevant infor-
mation 
 

Using technology in new ways and adapting spiritual care to meet the 
needs of patients.  

 

 



 

 

 

We cannot stop natural disasters but we can arm 

ourselves with knowledge: so many lives wouldn't 

have to be lost if there was enough disaster prepared-

ness . 

Petra Nemcova, Model, Tsunami survivor, Philanthropist, 

Founder of Happy Hearts Fund (HHF) 


