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Abstract: Spiritual care is an essential part of quality palliative care. However, the literature regarding 
spiritual care competencies in Latin America is limited. Herein we propose the basic quality standards for 
spiritual care in palliative care according to best professional practices and provide a common vocabulary 
and required competencies for quality clinical spiritual care. Both elements, quality standards and a 
common vocabulary, are part of an essential step implementing continuous educational initiatives among 
interdisciplinary palliative care teams in Latin America. Members of the Spirituality Commission of the 
Latin American Association for Palliative Care and three members of independent professional palliative 
care organizations identified and reviewed our proposed spiritual care competencies and created a consensus 
document describing the competencies for general spiritual care. In the context of palliative care in 
Latin America, general spiritual care is provided by members of interdisciplinary teams. We proposed six 
competencies for high-quality general spiritual care and their observable behaviors that every member of 
an interdisciplinary palliative care team should have to provide quality clinical spiritual care in their daily 
practice: (I) personal, spiritual, and professional development; (II) ethics of spiritual care; (III) assessment 
of spiritual needs and spiritual care interventions; (IV) empathic and compassionate communication; 
(V) supportive and collaborative relationships among the interdisciplinary team; and (VI) inclusivity and 
diversity.
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Introduction

The spiritual dimension of palliative care was recognized by 
Dame Cicely Saunders in the definition of “total pain” (1,2), 
and the World Health Organization established that relieving 
pain and spiritual suffering is an ethical responsibility of health 
systems and healthcare professionals (3). According to the 
bioethics of health care, caring for another person consists 
of responding to the individual’s physical, psychological, 
social,  and spiritual needs with responsibility and 
competence (4,5). Also, over the past decade, the scientific 
literature reports have emphasized that spiritual care is an 
essential component of palliative care, highlighting the 
need for quality spiritual care training for all healthcare 
professionals (6-10). 

To facilitate the adoption of a common language for 
spiritual care, the following definition of spirituality 
proposed by the National Consensus Project for Quality 
Palliative Care (9) was used: “spirituality is defined as the 
dynamic and intrinsic aspect of humanity that relates the 
way individuals seek and express meaning and purpose, 
and the way they experience their connection with the 
moment, with themselves, with others, with nature, and 
with the significant or sacred”. This is the most widely used 
definition in the international literature on spiritual care 
in palliative care. Moreover, spirituality is used as a broad 
term that encompasses the transcendental, religious, and 
existential needs of patients and caregivers.

According to the World Health Organization, evidence-
based care practices are necessary for quality palliative 
care, a principle upon which quality spiritual care must be  
based (3). Furthermore, according to international best 
practices, quality spiritual care is based on a holistic 
biopsychosocial and spiritual model (7,10-15) that is 
centered on the person (8-11,15). Ideally, this care is 
provided by an interdisciplinary palliative care team 
(hereafter referred to as a team) (7-10,13-19). Whereas 
general spiritual care is the responsibility of all team 
members, ideally, each team will have a professional 
spiritual care provider who is responsible for specialized 
spiritual care (7,9,10,13-15,17,20,21). Spiritual care 
generalists must have basic training in spiritual care to 
be able to identify any spiritual crisis/need, to complete a 
spiritual history and do basic spiritual care interventions 
(such as compassionate presence, listening and/or refer 
to a Spiritual care specialist). It is important for the team 
members to know themselves and be able to recognize when 
a spiritual care specialist is needed. Whenever spiritual care 

generalists find spiritual distress related to conflicted belief 
systems, or beliefs systems that affect the decision making 
process, loss of faith, concerns about meaning and purpose 
of life, conflicts with God or the church dogma, or feeling 
guilt and fear, abandonment, and anger at God, or concerns 
about hopes, values, or need of religious services, a spiritual 
care specialist/professional needs to be called.

A spiritual care specialist (in many countries referred as 
Chaplain) is a person that has received specialized training 
and carries out a deeper assessment of spiritual needs and 
resources and creates a plan of care that includes spiritual 
interventions. The word Chaplain in Spanish means 
“Capellan”, a term used to describe mainly a priest serving 
his faith community outside the walls of a church (prison, 
hospital, convent). Therefore, for the Latin American 
context, in this document we used the term Spiritual Care 
specialist or Spiritual Care Professional instead of the word 
chaplain.

The spiritual care specialist/professional is a member 
of the team with the same duties and rights as other team 
members which includes assuring his/her professional 
suitability, access to medical records, adequate compensation, 
and continuing education opportunities (9). This team 
member is responsible of overseeing the harmonizing of 
general spiritual care and the structuring, implementation, 
and documentation of a specialized spiritual care plan 
for more complicated cases. When including a spiritual 
care professional or provider on the team is not possible, 
a member of the team who is trained to provide general 
spiritual care can meet this need temporarily and take over 
the coordination of spiritual care (7,13,15). The person 
responsible for spiritual care must establish alliances and 
collaborative relationships with organizations and/or other 
specialists (7,9,10,13,14). 

Spiritual care is best achieved by discovering the ethical 
characteristics and beliefs of the patient. Team members 
must be prepared to respond to patients’ diverse spiritual 
and religious needs, the potential differences may be 
significant when we consider that the spiritual needs of a 
person who is agnostic or atheist will differ from those of 
one who identifies as religious or believes in a higher being. 
Even individuals within the Christian tradition have great 
diversity of beliefs and practices that may have a direct 
impact on the clinical context and medical decision making. 

Spiritual care is a fundamental part of palliative care. 
However, in Latin America, it has yet to impact quality 
care to the same degree as other aspects of the general 
care. Rigorous research initiatives are needed to determine 
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how different aspects of spirituality, including its different 
cultural, social, and religious expressions, impact quality 
of life, symptom expression, coping mechanisms, and 
clinical treatments (22,23). In addition, we must recognize 
that most of the research in spirituality and spiritual care 
is performed in North America and Europe, which leaves 
a great knowledge gap concerning spiritual care in the 
cultural and social context of Latin America. The ability 
to design and implement spiritual care research projects in 
one’s own cultural context is an important part of clinicians’ 
professional development (24-26). 

Defining the competencies that each member of the team 
must have to provide quality spiritual care is fundamental. 
All members of the team should receive training and 
continuing evidenced-based education in spiritual care 
relevant to their roles on the team (7,9,16,17,19,27-29). 

Clinical spiritual care in palliative care: Latin 
American context 

Currently, 1,562 palliative care teams are working in 17 
countries in Latin America (30). According to the Latin 
American Association for Palliative Care (ALCP), this 
number represents a significant increase in palliative 
care services delivered in Latin America, although the 
implementation of palliative care in this region remains 
insufficient in view of the needs of patients living with 
advanced or terminal illnesses. Also, documentation of 
the ability of teams to respond to patients’ religious and 
spiritual needs in Latin America is lacking. This is especially 
important considering that in Latin America, 97% and 89% 
of individuals living with advanced cancer identify themselves 
as having spiritual beliefs and religious beliefs, respectively, 
and that these beliefs have significant impact on their lives. 
At the same time, patients living with advanced illnesses 
have a high prevalence of spiritual distress (52–67%), which 
causes worsening of emotional distress, coping strategies, and 
quality of life (24,31). Among these vulnerable populations, 
60% reported that their spiritual/religious needs had not 
been supported by their clinical teams (24). Latin America 
is rich in religious and spiritual diversity, and this must 
be considered when providing quality spiritual care to 
patients living with advanced or terminal illnesses, and those 
approaching death, as well as to their caregivers. Supporting 
and strengthening all educational training initiatives and 
activities for teams to enable them to provide high-quality 
spiritual care to different communities in Latin America are 
extremely important. 

According to a report titled Religion in Latin America: 
Widespread Change in a Historically Catholic Region by the 
Pew Research Center in 2014 (32), noteworthy changes 
in religious affiliation, beliefs, and practices have occurred 
in this region. Specifically, from 1900 to the 1960s, at 
least 90% of the population of Latin America was Roman 
Catholic. Currently, only 69% of adults in the entire 
region identify as Catholic, 19% identify as Protestant, 
and 8% have no religious affiliation (this category includes 
people who identify as atheist, as agnostic, or with no 
religion in particular). In addition, the report showed that 
many people who identify as Christian have adopted the 
beliefs and practices of Afro-Caribbean, Afro-Brazilian, or 
indigenous religions. This increased diversity of spiritual 
and religious beliefs has clear implications for palliative 
care. For example, a useful fact for teams to know is that 
according to this report, 59.3% of Protestants and 29.7% 
of Catholics reported having witnessed a divine healing. 
In addition, 53.6% of Protestants and 27.4% of Catholics 
reported that religion was very important in their lives and 
that they participated in daily prayers and weekly religious 
services. To this diverse landscape we must add the needs 
of other Christian communities such as Seventh-Day 
Adventists, Mormons, and Jehovah’s Witnesses, who have 
beliefs and practices that differ from those in traditional  
Protestantism (32). 

Another important part of Latin America’s religious 
diversity is its indigenous native spiritual and religious 
practices. Latin America has more than 800 indigenous 
groups (some in voluntary isolation and others in 
large urban settings) with a total population of close to  
45 million people characterized by wide demographic, 
social, territorial, and political diversity (33). Other 
important spiritual/religious traditions that may impact 
health care and end-of-life care include African traditions 
(e.g., Umbanda, Santeria, Candomblé), Judaism, Baha’i, 
and Islam (34-37). Providing quality spiritual care for 
patients in these communities can be a major challenge for 
traditional healthcare systems because of the diversity of 
cultures, languages, and spiritual and religious beliefs and 
practices together with a lack of training in spiritual care 
and communication skills (38-40). 

There is an important diversity in cultural, spiritual 
and religious aspects among teams in Latin America, as 
well as in their many clinical practices. Spiritual care has 
been provided by palliative care teams through different 
experiences in Latin American countries. Thus, having 
spiritual care competencies defined as “integrated pieces 
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of knowledge, skills and attitudes that can be used to carry 
out a professional task successfully” (19) can improve the 
practices of care teams, alleviate the spiritual suffering of 
people living with debilitating advanced or terminal chronic 
illnesses and of their caregivers, improve the relationships 
of patients and/or caregivers with clinicians and improve 
job satisfaction and decrease burnout among team members 
(Figure 1). Herein the purpose of this paper is to provide to 
Palliative Care Teams the competencies required for High 
quality spiritual care in the Latin America setting, with 
relevant observable behaviors related to each competency 
and clinical implications of care that are applicable to 
members of the team.

Methods 

Development of competencies in spiritual care for palliative 
care teams in Latin America 

As a first step in the development of the Competencies 
in Spiritual Care in Latin America, in 2018, members of 
different disciplines founded the Spirituality Commission of 
the ALCP (one spiritual care specialist, seven palliative care 
physicians, one palliative care nurse, two psychologists, one 
hospice care leader and one volunteer and care coordinator 

for pediatric palliative care). One of the main objectives 
of this commission was to introduce and promote quality 
spiritual care (assessment, interventions, and follow-up) as 
part of the comprehensive care provided to patients in the 
palliative care setting and their caregivers (41). Through 
continuing education and the inclusion of people with 
expertise in spiritual care, based on focus group process 
the Spirituality Commission created important guidelines 
for incorporating spiritual care in palliative care and 
improving the quality of spiritual care provided by teams 
in Latin American countries. To improve the quality of 
spiritual care, promote opportunities for spiritual formation 
that align with the international recommendations and 
experiences and facilitate the development of research 
projects that reflect the perspectives and needs of the Latin 
American population, a common vocabulary for spiritual 
care in clinical practice (Table 1) and quality standards for 
general quality spiritual care for team members (Table 2) 
were provided by our group (10,18). 

Based on these first guidelines, our focus group study 
discussed the literature in different steps and relevant 
competencies in quality spiritual care were identified and 
adapted to the Latin America setting through a consensus 
process with clinical spiritual care leaders, including all 

Figure 1 The process and benefits to patients, caregivers, and healthcare providers of providing quality spiritual care through competencies.
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Table 1 Glossary

Term Definition

Clinical spiritual care •	Interventions with the patient, family, or caregivers to assist in the search for meaning and purpose through 
connections with the self, others, and the significant or sacred. Specialized spiritual care refers to the 
treatment of spiritual crisis or complex spiritual needs (7,11) and is provided by a spiritual care professional 
or spiritual advisor (9). Generalist spiritual care is provided by any member of the interdisciplinary team (9)

Clinical spiritual counselor •	Member of the interdisciplinary team who is dedicated exclusively to spiritual care (in Spanish, “Consejero 
Espiritual Clínico”, to establish a difference with the term chaplain, which in our context, refers to a priest 
serving his faith community outside the walls of a church (prison, hospital, convent)

Crisis/anguish/spiritual 
pain

•	State of suffering related to the limited ability to experience the meaning of life through connections with 
oneself, others, the world, or a higher being (9)

Cultural competence •	Capacity of health professionals and institutions to (I) value diversity, (II) evaluate and recognize their own 
cultural context, (III) manage the dynamics caused by differences, (IV) acquire and institutionalize knowledge 
of cultural diversity, and (V) adapt to the diversity and cultural contexts of the people and communities 
served (42)

Evidence-based spiritual 
care

•	Based on personal experience, uses the best available evidence, and takes into account the specific needs, 
resources, and values of the patient or caregiver (28)

Formal spiritual 
Assessment

•	Active listening to the story of a patient by a spiritual care professional, who summarizes the needs and 
resources that result from this process. This summary includes a plan of care that is shared with the rest of 
the team. Because of the complex nature of these assessments and the training required to conduct them, 
they should only be performed by a certified chaplain or equivalently trained professional (9)

Interdisciplinary team •	A model of synergistic and interdependent interaction of team members with specific competencies, 
which may include physicians, nurses, psychologists, spiritual care professionals, physical therapists, 
social workers, and other professionals and volunteers with the credentials, experience, and competencies 
(massage, art, and music therapy) (9)

Professional in spiritual 
care (Chaplain)

•	Specialist on the interdisciplinary team who has undergone vocational training in meeting the spiritual and 
religious needs of patients and caregivers, regardless of his or her own spiritual beliefs and practices (9)

Religion •	Religion includes beliefs, practices, and rituals related to the sacred. It can be organized and practiced in 
the community or practiced in private. Religion originates from an established tradition that grows out of a 
community with common beliefs and practices. Religion is one way of expressing spirituality (9)

Religious care •	The care that a religious leader exercises for members of his or her own religious community. Unlike a 
spiritual care professional or spiritual advisor, religious professionals do not undergo specialized clinical 
training (11)

Spiritual history •	Use a series of questions to obtain the most relevant information about the patients’ and caregivers’ needs, 
hopes, and resources. The information obtained allows the clinician to understand how spiritual concerns 
can influence the general condition of the patient. Appropriate education should be provided about the 
situations that may arise and how to have these conversations in a comfortable way (9)

Spiritual screening •	A quick assessment of whether a person is experiencing a spiritual crisis and needs to be referred to 
specialist spiritual care. It helps identify which patients will benefit from a formal spiritual assessment. 
Screening is performed upon admission and at different times during care (9)

Spirituality •	The dynamic and intrinsic aspect of humanity that relates the way in which individuals seek and express 
meaning and purpose and the way in which they experience their connection with the moment, themselves, 
others, nature, and the significant or sacred. Spirituality is recognized as a fundamental aspect of patient- 
and family-centered compassionate palliative care (9)
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Table 2 Latin American spiritual care competencies in the context of palliative care and their related observable behaviors among palliative care 
team members

Spiritual care competencies Observable behaviors

Competency 1: personal, spiritual, 
and professional development

•	Articulate basic concepts related to religion, spirituality, spiritual suffering, and self-care

•	Recognize the role of one’s own spirituality in one’s professional life

•	Recognize that the development of self-awareness prevents fears and prejudices from being barriers 
to patient care

•	Recognize burnout and compassion fatigue and activate prevention protocols when necessary

•	Plans and provide continuous education and training in spirituality for oneself and all team members

•	Develop and participate in spirituality research protocols

Competency 2: ethics of spiritual 
care

•	Recognize that self-care is necessary for quality and holistic care

•	Recognize that spiritual care is centered on the person and their dignity

•	Share care planning with patients and families, respecting advance directives

•	Respect the autonomous decisions of patients and caregivers in every aspect of care

•	Recognize ethical dilemmas at the end of life and refer them to hospital bioethics committees if 
necessary; participate in hospital bioethics committees as needed

Competency 3: spiritual needs 
assessment and spiritual care 
interventions

•	Recognize that patients and caregivers may have differing spiritual needs and adjust the plan of care 
as needed

•	Implement standardized spiritual history and screening tools according to local context

•	Establish and document protocols for general and specialized spiritual care

•	Identify and evaluate spiritual needs and resources and integrate them in the care plan at different 
stages of the disease until death

•	Adapt the plan of care to different cognitive, physical, visual, and hearing abilities and needs

•	Recognize spiritual needs at different stages of life (children, adolescents, adults, and seniors) and 
include them in the care plan

•	Respect the religious needs of patients, such as prayer, spiritual practices, celebration of holidays, 
and religious ceremonies

•	Identify the spiritual dimension of grief in patients and caregivers and refer to a specialist when 
necessary

Competency 4: empathic and 
compassionate communication

•	Develop empathetic listening and assertive and compassionate communication skills with patients 
and caregivers

•	Document pertinent information for the team (screening, spiritual history, and care plan) in the clinical 
history, respecting confidentiality

•	Create spiritual care plans that include assessment, interventions, and objectives and present them 
in team meetings

•	Identify the cultural, social, and religious barriers that hinder communication within the institution

Table 2 (continued)
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members of the Spirituality Commission of the ALCP 
(listed as authors in this manuscript) and three members 
of independent organizations who also contributed to 
this manuscript. These three individuals were Dr. Maria 
Mercedes Fajardo Sanmartin, who is the Coordinator 
of Pain and Palliative Care Service at Clínica Imbanaco, 
Grupo Quirón Salud in Cali, Colombia; José Luis Martínez, 
who is the Spiritual Care Director of Hospital Universitario 
San Ignacio in Bogotá, Colombia; and Dr. Andrea Valverde 
Vega, palliative care specialist and Coordinator of the 
Spirituality Commission of Centro Nacional de Control del 
Dolor y Cuidados Paliativos in San Jose, Costa Rica. 

In the final step in this process, the members of the 
commission held five educational sessions in which each 
competency was further analyzed and discussed to reach a 
final consensus on Quality Spiritual care in our region. The 
final document created was approved by the board members 
of the ALCP and was presented to the ALCP general 
members during the second Latin American Symposium of 
Spirituality in Palliative Care on October 16, 2020. 

Results

We identified six core competencies of quality clinical 
spiritual care in Latin America: (I) personal, spiritual, and 
professional development; (II) ethics of spiritual care; (III) 

assessment of spiritual needs and spiritual care interventions; 
(IV) empathic and compassionate communication; (V) 
supportive and collaborative relationships among the 
interdisciplinary team; and (VI) inclusivity and diversity 
(Figure 1). We also described observable behaviors that can 
be used as guidance for teams in Latin America that wish to 
include or strengthen evidence-based spiritual care in their 
practices. 

Competency 1: personal, spiritual, and professional 
development 

Personal, spiritual, and professional development describes 
the ability of each team member to recognize the impact of 
their own beliefs, attitudes, and preferences on the spiritual 
care of patients and their caregivers. Developing and 
maintaining appropriate personal, spiritual, and professional 
growth are important to providing spiritual care focused on 
patients’ and caregivers’ needs (9,20,25). 

In this competency, the observed behaviors of the team 
members consist of the following: 

(I)	 Articulating concepts such as religion, spirituality, 
spiritual and existential suffering, self-care, and 
quality spiritual care in the clinical setting;

(II)	 Recognizing that one’s own spirituality, that 
allow us to have continuous Spiritual growth 

Table 2 (continued)

Spiritual care competencies Observable behaviors

Competency 5: supportive and 
collaborative relationships of the 
interdisciplinary team

•	Be responsible for quality spiritual care

•	Develop a clear protocol for quality spiritual care. Every member of the team knows his or her role, 
understands his or her professional limits, and refers patients to specialized spiritual care when 
appropriate

•	Identify a team member—ideally a spiritual care professional—who is responsible for coordinating 
and providing specialized spiritual care. Establish contacts and alliances with religious, spiritual, and 
cultural leaders in the community as valid resources to consider when necessary

Competency 6: inclusivity and 
diversity

•	Respect different expressions of spiritual, religious, cultural, and gender diversity, Spiritual care 
should include those who identify as atheist or agnostic or as having no specific faith

•	Recognize and respect the main characteristics of different local cultures (native peoples, 
immigrants, and ethnic groups)

•	Promote an institutional environment that is inclusive of the cultural differences of patients, 
caregivers, and staff

•	Recognize that the cultural aspects of patients and families can influence medical decision-making

•	Recognize that spiritual care professionals’ own culture and beliefs influence professional practice, 
communication styles, and medical decision-making
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(which includes the entire human experience 
in the search for meaning and purpose and 
connections with themselves and others, and is 
not limited to religion) plays an important role 
in one’s professional life and the need to develop 
it using appropriate self-reflection tools in one’s 
professional practice;

(III)	 Recognizing the importance of self-care as 
conscious acts to stay physically, emotionally and 
spiritually balanced and connected with ourselves 
and with others and the continuous development 
of self-awareness and self-reflection allows one to 
avoid one’s own fears, prejudices, and limitations 
that create barriers to care and maintaining an 
attitude of critical reflection regarding one’s clinical 
spiritual care practice;

(IV)	 Recognizing the signs of burnout syndrome, 
compassion fatigue, and chronic stress in oneself 
and others and activating established protocols 
within the team to address these issues;

(V)	 Establishing an ongoing plan to nurture one’s 
own spirituality, compassionate presence, and self-
reflective capacity;

(VI)	 Establishing a continuous academic education plan 
to develop and strengthen the competencies needed 
to provide quality spiritual care based on clinical 
evidence;

(VII)	Launching active support and consultation 
networks for spiritual, personal, and professional 
development;

(VIII)	Leading and supporting teams in promoting 
performance and professional growth in the 
spiritual aspect of care and optimizing the skills of 
the team to meet the current and future spiritual 
care needs of the healthcare system;

(IX)	 Developing and participating in research and 
quality improvement protocols to address various 
issues related to spiritual care in clinical settings;

(X)	 Basing spiritual care on scientific evidence-based 
practices and adapting to the local context. 

Competency 2: ethics of spiritual care 

The ethics of spiritual care describes the duty to respect 
human life in all its manifestations from the moment 
of conception to death according to the principles of 
autonomy, substituted judgement, beneficence and non-
maleficence. Following these principles in each of its 

interactions and interventions, the team should respect 
the human condition and the dignity of every person. This 
respect for life is inextricably linked with acceptance of the 
vulnerability and essential fragility of each person, especially 
during the trajectory of a life-threatening illness (9). 

In this competency, the observed behaviors of the team 
members consist of the following: 

(I)	 Recognizing that ethical spiritual care is centered 
on the person and respecting his or her dignity;

(II)	 Understanding that the team has an ethical 
obligation to respect and meet the spiritual needs 
of patients and their caregivers;

(III)		 Recognizing self-care as an ethical necessity in 
quality holistic care;

(IV)	 Sharing the care plan with the patient and 
caregivers so that they can identify their treatment 
preferences according to their cultural values and 
taboos; these indications are respected in advance 
directives;

(V)	 Recognizing ethical dilemmas related to spiritual 
and religious needs in palliative care, with a special 
emphasis on the end of life, and referring cases to 
hospital ethics committees if necessary;

(VI)	 Participating in hospital ethics committees to 
represent the spiritual needs of patients and 
caregivers;

(VII)	Identifying and addressing situations in the health 
system or organization that may affect human 
dignity and the human right to medical care;

(VIII)	Not imposing team members’ own visions of 
spirituality and religion, including respecting the 
autonomous decisions of patients and caregivers to 
not receive spiritual care.

 

Competency 3: assessment of spiritual needs and spiritual 
care interventions 

Assessment of spiritual needs and spiritual care interventions 
describes the ability of each team member to recognize the 
immediate spiritual crises and needs of patients and caregivers 
(spiritual screening) and to identify spiritual frameworks, 
needs, and resources (spiritual history) (7,9,23,29). It also 
describes general spiritual care interventions and recognizes 
the differences between general and specialized spiritual care 
(7,9-15,17,20,23-25,43).

In this competency, the observed behaviors of the team 
members consist of the following: 

(I)	 Recognizing the importance of spiritual care in 
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palliative care and receiving the necessary support 
and education to respond to the spiritual needs of 
patients and caregivers;

(II)	 Identifying, evaluating, and documenting the 
spiritual needs and resources that arise throughout 
the course of an illness; integrating them into the 
palliative care plan; and establishing a follow-up plan 
for the family after the death of their loved one;

(III)	 Implementing a standardized spiritual history and 
screening tools that are tailored to the local clinical 
and cultural setting;

(IV)	 Implementing general spiritual care interventions 
based on assessment of resources and the spiritual 
needs of patients and caregivers;

(V)	 Establishing and documenting a spiritual care 
protocol that ensures that patients and caregivers 
receive continued general and specialized spiritual 
care according to their needs. All members of the 
interdisciplinary team should recognize their roles 
in this plan;

(VI)	 Recognizing that the spiritual needs of caregivers 
may be different from those of patients and 
establishing a plan of care according to these needs;

(VII)	Recognizing that an integral part of quality 
spiritual care is responding to the religious needs of 
patients, such as prayer, spiritual practices, holiday 
celebrations, and religious ceremonies and rituals. 
Spiritual care specialists offer this type of care 
according to their training or religious affiliation or 
coordinate the necessary intervention with trained 
religious leaders;

(VIII)	Recognizing the spiritual needs of people at 
different stages of life and with different levels 
of cognitive development (children, adolescents, 
adults, and older adults) and implementing or 
coordinating general spiritual interventions 
according to age and need;

(IX)	 Recognizing one’s professional limits in terms of 
ability to offer general spiritual care and referring 
patients to suitable personnel for specialized 
spiritual care;

(X)	 Identifying spiritual and religious resources for 
patients and caregivers at the end of life that can 
support the grieving process;

(XI)	 Identifying and recognizing the spiritual dimension 
of grief and its different manifestations in patients 
and caregivers and referring them to appropriate 
specialists. 

Competency 4: empathic and compassionate communication 

Empathic and compassionate communication describes 
the ability to communicate effectively with the team and 
members of the clinical institution to respond to the 
spiritual needs of patients and caregivers according to 
reporting, documentation, professional, legal, and ethical 
requirements (9,16,44). Empathic and compassionate 
communication with patients, family, and caregivers is 
essential for quality spiritual care. 

In this competency, the observed behaviors of the team 
members consist of the following: 

(I)	 Demonstrating active and empathic listening skills 
and assertive and compassionate communication 
strategies with patients and caregivers regarding 
spiritual issues;

(II)	 Documenting spiritual screening, history and plans 
of spiritual care in the medical record, balancing 
the need for confidentiality and privacy with the 
need to share pertinent information with the team. 
Each member of the team must have relevant 
information to carry out spiritual care;

(III)	 Identifying and accounting for cultural, social, 
and religious barriers that hinder effective 
communication. When necessary, interpreters and 
appropriate cultural and religious services should 
be used;

(IV)	 Documenting and sharing a spir i tual  care 
plan in team meetings that includes scheduled 
interventions, desired objectives, and methods of 
evaluating the effectiveness of interventions;

(V)	 Adequately explaining the scope of quality spiritual 
care as part of the palliative care plan to patients, 
caregivers, and clinicians in the institution. 

Competency 5: supportive and collaborative relationships of 
the interdisciplinary team 

Supportive and collaborative relationships among the 
interdisciplinary team members define the team’s ability to 
create and maintain collaborative and mutually committed 
relationships with one another and with administrative staff, 
external organizations, and community partners to provide 
quality spiritual care (13-16,22). 

In this competency, the observed behaviors of the team 
members consist of the following: 

(I)	 Each palliative care team should include a 
professional who is responsible for providing 
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and coordinating spiritual care. If a spiritual care 
specialist/professional or spiritual counselor is not 
available, this role can be temporarily assumed by 
a member of the team who is fully trained in the 
competencies for high quality spiritual care, as 
described in this document;

(II)	 The  sp i r i tua l  ca re  l eader  recognizes  the 
contribution of each discipline and integrates it 
into the care plan to provide quality spiritual care 
for patients and their caregivers;

(III)	 Spiritual care professionals know how to work in 
a team and are familiar with the theoretical bases 
for interdisciplinary work. They practice and 
continually develop the basic skills needed for this 
type of work;

(IV)	 The team members recognize that various conflicts 
arise in interdisciplinary work that must be identified 
and resolved to provide quality spiritual care;

(V)	 Spiritual care professionals establish contacts and 
alliances with religious, spiritual, cultural, and 
community leaders who can serve as resources to 
meet the specific needs of patients and caregivers. 

Competency 6: inclusivity and diversity 

Inclusivity and diversity describe the ability to recognize 
the sociocultural factors relevant to the patient, caregivers, 
team, and clinical institution that influence treatment and 
care throughout the course of an illness and are essential 
to creating an inclusive environment that is respectful of 
differences observed in our population (9,40,42,45,46). 

In this competency, the observed behaviors of the team 
members consist of the following: 

(I)	 Establishing processes to ensure that spiritual care 
is respectful of the spiritual, religious, cultural, 
and gender identity and diversity of patients and 
their caregivers at different stages of life as well as 
hospital staff. Spiritual care should include that for 
patients who are atheist or agnostic and those who 
do not identify with a specific faith;

(II)	 Providing spiritual care to all people regardless of 
diagnosis or clinical condition;

(III)	 Knowing the main characteristics of different local 
cultures that may influence spiritual care (e.g., 
native people, immigrants, ethnic groups);

(IV)	 Promoting an institutional environment that is 
respectful and inclusive of the religious, cultural, 
and spiritual preferences of patients, caregivers, and 

hospital staff;
(V)	 Evaluating and addressing the cultural aspects 

of end-of-life care, including cultural rituals and 
beliefs related to the dying process, death and after 
death;

(VI)	 Recognizing that the cultural aspects of patients 
and their caregivers can influence the medical 
decision-making process;

(VII)	Recognizing that one’s own culture and beliefs 
influence one’s professional practice when handling 
information and making clinical decisions;

(VIII)	Identifying and resolving conflicts based on 
different cultural values and beliefs among patients, 
caregivers, and healthcare personnel. 

Discussion 

Herein we provide the first description of six core 
competencies for quality clinical spiritual care in Latin 
America. Many healthcare professionals may be unaware 
of the spiritual dimension in their own lives and therefore 
may have difficulty engaging in spiritual reflection, which 
is a professional requirement for better understanding the 
spiritual needs of their patients (7). Accepting our own 
vulnerability and spiritual needs allows us to improve the 
quality of our compassionate presence and listening in 
clinical encounters and recognizing that our own self-care 
is essential to provide quality spiritual care is important. 
We must also be aware that caring for people who are 
experiencing existential suffering at the end of their 
lives can become an opportunity for personal spiritual  
transformation (15). 

Healthcare professionals who work in teams that care 
for patients with advanced or terminal illnesses in distress 
are at risk for progressive and deteriorating stress, which 
may result in compassion fatigue or burnout syndrome 
(20,47). Because of the existence of personal, organizational, 
and institutional risk factors for compassion fatigue and 
burnout, a team must develop tools for self-care strategies 
for healthcare professionals and caregivers as well as other 
tools for preventing this stress (9,19). 

The importance of spiritual care in palliative care 
highlights the importance of developing leadership capacity 
in the field of spirituality and to promote this field among 
all health professionals and administrators (7,24). Spiritual 
care leadership is necessary to continue the implementation 
of general and professional spiritual care by teams, 
strengthen the spiritual care research environment, and 
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improve evidence-based education on spiritual care in all 
disciplines. 

Clinical spiritual care is centered on and directed by 
patients and caregivers. Clinicians must become competent 
in the care of patients and caregivers with the different 
ethnic, cultural, and religious groups in their local areas 
and identify the various values, cultural aspects, and specific 
spiritual and religious preferences and integrate them into 
the care plan (9,42). Therefore, the team has an ethical 
obligation to establish adequate relationships with patients 
and caregivers through a compassionate presence and 
attentive listening, respect their beliefs, and accept their 
decision to reject any type of spiritual support that does not 
meet their needs (9).

The wishes and needs of patients and caregivers 
may conflict with clinicians’ beliefs and values or their 
obligations to their religious traditions. In such cases, 
considering that the patient’s needs should guide spiritual 
interventions, the provision of spiritual care should be 
referred to another person (7). The team members have 
an ethical responsibility to determine when organizational 
structures and systems create situations in which human 
dignity, human rights, or patient preferences are violated 
and take the necessary corrective measures (25,48). 

Spirituality is a dimension common to all people, and 
having an advanced disease places a patient in a challenging 
situation in which fundamental spiritual and existential 
questions arise. Spiritual care is a continuous process that 
requires presence and attentive listening in a climate of deep 
respect for the spiritual needs of patients and their families, 
as they may be different (9). Team members should listen 
to, evaluate, and attend to patients’ spiritual needs, referring 
them to specialists when needed (7,9,13-15). A patient’s 
spirituality must always be addressed during the course of 
the disease, not just at the end of life (7). When starting 
relationships with patients and caregivers, it is fundamental 
to respect and acknowledge their coping pace and accept 
their possible acceptance or declining of spiritual care, team 
members should continue to accompany them through their 
journey, as patients and caregivers may need spiritual care 
under different circumstances or at other stages of their 
illnesses (7,9,49,50). 

Healthcare professionals should adopt and implement 
structured and val idated instruments of  spiritual 
assessment to facilitate the documentation of spiritual 
needs and evaluate the outcomes of spiritual interventions 
(7,9,21,23,43). We recognize also that tools used in other 
countries will need to be validated in the Latin American 

context. The goal of spiritual screening is to identify the 
presence of a spiritual or existential crisis and immediate 
spiritual needs (7,9). Simple questions that can be used 
in a spiritual screening tool by any member of the 
interdisciplinary team include “Are you at peace?” (23), “Do 
you have spiritual pain (pain deep in your soul or being that 
is not physical)?” (51), and “Are religion and spirituality 
important to you as you cope with your illness, and if so, 
how much do they help you at this time?” (52). Although 
such screening tools serve to guide spiritual screening, there 
is need to validate them and proof their effectiveness in the 
Latin America context. 

Spiritual history tools use more questions to help 
capture the spiritual and religious history of patients and 
caregivers (7,9,23) and can be used by any member of the 
interdisciplinary team in clinical assessment at admission. 
Among the best known tools in the Latin American context 
are: the GES questionnaire (an assessment of spiritual 
resources and spiritual needs and facilitating intervention 
with palliative care patients) (53); the Faith, Importance and 
Influence, Community, and Address Spiritual History Tool 
(FICA) (54); and the Escala Numérica para evaluar Síntomas 
Espirituales en Cuidados paliativos (ENESE) (a numerical 
scale used to assess spiritual symptoms) (55). The spiritual 
dimension in children and adolescents should be considered 
in light of their developmental stages so that spiritual care is 
respectful of their needs and concerns (9,56,57). 

A patient’s spiritual history should be included in the 
healthcare treatment plan after identifying spiritual needs, 
resources, and appropriate interventions with clear and 
precise goals to improve the quality of life of the patients 
and caregivers (58). Spiritual care professionals must be 
trained to plan, provide spiritual care and facilitate prayers, 
practices, rituals, ceremonies, and religious services, 
including funerals and celebrations related to religious 
holidays (25). The religious needs of the patient and/or 
caregivers should be met by a religious leader from their 
own community when requested (7,9,12,42). 

Spiritual care depends on the ability to establish 
an effective connection with the patient or caregiver. 
Healthcare professionals must recognize the most frequent 
barriers to communication and use basic tools and resources 
for effective communication (such as spoken or sign 
language interpreters or a person familiar with the patient’s 
culture) to overcome barriers related to the end of life, 
planning of care, prognosis, and expectations of care (42). 
The spiritual care provider must communicate to the team 
any information obtained during the spiritual assessment 
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that may affect the patient’s medical care (7). To respect the 
patient’s confidentiality and privacy, determining the type of 
information that the entire team (or specific team members) 
must know to provide care is necessary; concealing specific 
details that may violate the patient’s trust or confidentiality 
is important (7). 

One of the most common barriers to providing quality 
spiritual care is discomfort of healthcare professionals when 
initiating conversations about spirituality (11,12,14,59-61). 
Being able to effectively communicate the scope and 
benefits of spiritual care in the context of health care is 
essential for helping patients and caregivers understand and 
accept this type of care. All team members should know 
how to explain the basic concepts of spiritual care (e.g., 
describing the difference between spirituality and religion) 
and initiate a general dialogue to identify basic spiritual 
needs and resources (25,49,62). 

Conflicts are natural parts of interpersonal relationships 
that influence communication with patients and caregivers 
and with other team members, affecting the ability to 
provide quality spiritual care. Therefore, each team 
member should identify and implement methods of conflict 
resolution and effective communication (63-65). 

Teamwork with a shared philosophy and common goals 
is the main tool needed to provide a holistic approach 
to ensuring quality spiritual care for patients and their 
caregivers (7,9,15,16). Understanding and respecting one’s 
own professional limits and recognizing how and when to 
refer patients to specialists for spiritual care consultations 
and interventions are important (7,9,11,14,19,20,62,63). 
Also important is facilitating patients’ and caregivers’ 
access to pastors, religious leaders, and traditional healers 
in their community. Establishing such collaborative 
networks and relationships facilitates quality spiritual care 
for patients and caregivers in the clinical setting and may 
be associated with increased levels of patients’ health care  
satisfaction (7,9,12,39). 

For some patients and caregivers, following cultural and 
religious practices during treatment is important. Clinical 
staff should be prepared to allow family visits, family 
collaboration in patient care and hygiene, rituals such as 
meditation and prayer, and rituals related to food. Good 
communication that clarifies health standards and what is 
allowed in the clinical context avoids conflicts, improves 
the well-being of patients and caregivers, and facilitates the 
work of the clinical staff (7). 

In addition to being documented in the patient’s medical 
history, the information obtained in spiritual assessments 

should be shared in team meetings. This will ensure that 
all members are aware of the patient’s spiritual needs and 
strengths that are relevant to treatment. 

Patients and caregivers of minority sexual orientations or 
gender identities may have had negative experiences related 
to religious and sociocultural tolerance. A responsibility of 
team members is to ensure that these individuals experience 
respectful and inclusive quality spiritual care that is 
responsive to their specific needs and honors their human 
worth and dignity (66). 

Cultural and religious majorities may make the spiritual 
needs of minorities invisible. This can occur in institutions 
affiliated with a specific religious community where the 
needs of people of minority religions or who identify as 
atheist or agnostic might not be considered. It can also 
occur in secular institutions where the religious or spiritual 
needs of patients or caregivers might not be considered. 
Ensuring that the religious symbols and language used at 
the professional and institutional level are inclusive and 
respectful of everybody is important (9). 

Spiritual care must also take into account the needs of 
people with different cognitive, physical, visual, or hearing 
abilities. Thus, languages and interventions must be adapted 
to meet different needs (9,67). 

In carrying out spiritual care activities, the team must 
recognize and respect the different spiritual, religious, 
and cultural traditions of its own members. Furthermore, 
healthcare professionals must be aware of their own cultural 
and religious beliefs and values. This awareness is necessary 
to minimize the possibility that prejudices, or personal 
preferences interfere with the interprofessional and 
caregiving relationships among people who have different 
values or beliefs (7,9,20). 

We recognize that this article is not without limitations. 
To the best of our knowledge, this is the first published 
article on competencies regarding the quality of spiritual 
care in Latin America. We believe that a more rigorous, 
consensus approach about Latin America quality spiritual 
care competencies must be taken to include more 
perspectives and experiences relevant to our reality and 
experiences. Also, we recognize that given the different 
settings in which palliative care is provided in Latin 
America, not all teams will be able to develop these 
competencies in a short period. Our hope is that this article 
will mark the beginning of not only a conversation about 
but also an action plan toward integrating and adopting 
high standards in spiritual care for the benefit of all health 
care teams and for the high-quality care of patients and 



Annals of Palliative Medicine, Vol 11, No 10 October 2022 3259

© Annals of Palliative Medicine. All rights reserved.   Ann Palliat Med 2022;11(10):3247-3262 | https://dx.doi.org/10.21037/apm-22-519

caregivers in Latin America. At the same time, to help 
developing high quality educational programs and research 
about different aspects of spirituality, considering different 
cultural, social, and religious expressions impact decision 
making, quality of life, symptom expression, and coping 
mechanisms in our region.

Conclusions

We identified six essential competencies that every member 
of an interdisciplinary palliative care team needs to 
provide quality spiritual care and thus improve the overall 
care and quality of life for patients and their caregivers 
and to facilitate the systematization of multidisciplinary 
educational programs and research protocol about different 
aspects of Spiritual Care in Latin America. 
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