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Spiritual Care: It is just not what it used to be! 

Abstract 

Spiritual care in the United Kingdom has undergone a profound transformation from its 
monastic origins to the present day. What began as sacramental and pastoral provision, 
deeply embedded within ecclesiastical structures, has gradually shifted towards a 
professionalised and contextually agile service. This paper traces the historical 
development of spiritual care, focusing on its integration within healthcare systems, 
particularly the NHS and hospice movement. It examines sociological shifts that 
underpin the decline of institutional religiosity and the concurrent rise of non-religion 
and personalised spirituality, engaging with the work of leading scholars such as Davie, 
Bruce, Woodhead, and Heelas. Against this backdrop, the paper argues for a 
redefinition of spiritual care as fundamentally psycho-spiritual: centred on meaning, 
purpose, and connectedness rather than bound exclusively to religious practice. 
Drawing on the example of St Michael's Hospice in Hereford, the discussion highlights 
the integration of mindfulness as an evidence-based intervention and the potential for 
partnerships with community-based initiatives such as End-of-Life Doula UK. A hub-
and-spoke model of provision is proposed, ensuring tiered, equitable access to 
universal, targeted, and specialist psycho-spiritual support. The conclusion calls for a 
deliberate evolution: retaining tradition where relevant but embedding spiritual care as 
a clinically credible, culturally agile, and context-centred practice fit for modern 
healthcare. 

Introduction 

Spiritual care in the United Kingdom has a long and complex history that mirrors the 
broader cultural, religious, and social transformations of British society. It is a discipline 
that has continually adapted in response to shifts in culture, religion, healthcare, and 
society, demonstrating remarkable resilience and adaptability across centuries of 
change. Once synonymous with clerical ministry, sacramental rites, and religious 
presence at the bedside, it is today a far broader practice—often psycho-spiritual in 
orientation, multidisciplinary in application, and shaped by the diverse needs of 
contemporary society. 

The journey from medieval monasteries to modern healthcare chaplaincy represents 
more than institutional evolution; it reflects fundamental changes in how British society 
understands suffering, meaning, and human flourishing. Where once spiritual distress 
was primarily understood through theological frameworks of sin, redemption, and 
divine providence, contemporary spiritual care encompasses existential anxiety, loss of 
meaning, disconnection from community, and the search for purpose in an increasingly 
secular age. 
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This transformation has not occurred in isolation but has been shaped by broader 
societal forces: the decline of institutional Christianity, the rise of religious pluralism, 
the professionalisation of healthcare, and the emergence of what scholars term "post-
Christian spirituality." These changes present both opportunities and challenges for 
spiritual care practitioners, requiring new models of provision that remain faithful to the 
core mission of addressing human spiritual needs while adapting to radically different 
cultural contexts. 

This paper explores that evolution, demonstrating how spiritual care has changed, why 
those changes occurred, and what future models may look like in the context of hospice 
and healthcare chaplaincy. It argues that the future lies not in abandoning tradition but 
in creative adaptation—developing approaches that honour the wisdom of the past 
while engaging meaningfully with contemporary realities. 

Historical Foundations of Spiritual Care 

Medieval Origins and Monastic Healthcare 

The earliest organised forms of healthcare in the British Isles were absolutely 
intermeshed with religious life, representing a holistic understanding of human 
wellbeing that contemporary healthcare is only beginning to rediscover. Monasteries 
functioned as centres of healing, hospitality, and sanctuary, embodying the Christian 
imperative to care for the sick, poor, and vulnerable. Orders such as the Benedictines 
and Augustinians established hospitals where monks and nuns combined rudimentary 
medical practice with pastoral and sacramental support (Granshaw, 2004). 

This integration was not merely practical convenience but reflected a theological 
anthropology that understood human beings as embodied souls rather than bodies with 
minds. Illness was viewed not merely as physical affliction but as a spiritual trial that 
could lead to purification, deeper faith, or mystical union with divine suffering. Healing, 
therefore, encompassed both body and soul within a holistic theological vision 
grounded in the Imitatio Christi—the imitation of Christ's compassionate response to 
human suffering. 

The monastic hospitals of medieval Britain—such as St Bartholomew's in London 
(founded 1123) and St Thomas's (founded around 1173)—established patterns of care 
that persisted for centuries. These institutions provided not only medical treatment but 
also spiritual preparation for death, confession, last rites, and communal support for 
families. The integration of prayer, sacrament, and healing created an environment 
where spiritual and physical care were understood as complementary aspects of a 
single therapeutic approach. 

The Reformation Disruption 

This paradigm was dramatically disrupted by the English Reformation of the 16th 
century. The dissolution of the monasteries under Henry VIII (1536–1541) dismantled 
much of the infrastructure that had sustained healthcare provision for over four 
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centuries. The loss was not merely institutional but represented a fundamental shift in 
how society understood the relationship between religion and healing. 

Surviving hospitals persisted under royal patronage, civic oversight, or charitable 
endowments, but the integrated model of spiritual and physical care largely collapsed. 
Pastoral care was left largely to the parish clergy, whose involvement in infirmaries and 
workhouses was inconsistent and informal (Bebbington, 1989). While Anglican 
chaplains occasionally served in charitable institutions, the absence of systematic 
frameworks meant that spiritual care became fragmented, often dependent on local 
relationships and resources rather than institutional commitment. 

This fragmentation had profound consequences that would shape spiritual care for 
centuries. The loss of institutional integration meant that spiritual care became 
increasingly peripheral to healthcare provision, seen as an optional extra rather than an 
essential component of healing. This marginalisation would prove difficult to overcome 
even as spiritual care later sought to re-establish its place within modern healthcare 
systems. 

Industrial Revolution and Victorian Reform 

The Industrial Revolution and rapid urbanisation of the 19th century created pressing 
public health challenges that demanded new approaches to healthcare provision. In 
response, voluntary hospitals and municipal infirmaries proliferated, many of which 
were founded or supported by religious organisations motivated by evangelical revival 
and social reform movements. 

It was during this period that chaplaincy began to be formalised as a distinct 
professional role within healthcare institutions. Notably, the London Hospital appointed 
a chaplain in 1879, followed by other major urban institutions (Swift, 2004). These 
chaplains, typically Anglican clergy, were responsible for conducting services, 
administering sacraments, and visiting patients. Their work remained predominantly 
sacramental and reactive, responding to crises rather than providing preventive spiritual 
care. 

The Victorian era also witnessed the emergence of denominational diversity within 
healthcare chaplaincy. Catholic and Jewish chaplaincies emerged, though they 
remained marginal compared to the Anglican presence, reflecting both the gradual 
diversification of Britain's urban populations and the slow recognition of religious 
plurality within public institutions. This period established patterns of multi-faith 
provision that would become increasingly important in the post-war era. 

The influence of evangelical Christianity during this period also introduced new 
emphases on personal conversion, biblical literacy, and social action that would shape 
chaplaincy practice. Evangelical chaplains were often more actively engaged in patient 
evangelism and moral reform, reflecting broader Victorian concerns about urban 
poverty, moral degradation, and social improvement. 
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Spiritual Care in the NHS Era 

Establishment and Early Development 

The establishment of the National Health Service in 1948 represented a watershed 
moment for spiritual care in British healthcare. As a publicly funded, secular healthcare 
system committed to universal access based on clinical need rather than ability to pay, 
the NHS raised fundamental questions about the role of religion in medical provision. 
The tension between public secularity and traditional Christian chaplaincy would shape 
debates about spiritual care for decades to come. 

Yet the NHS Act 1946 explicitly recognised the importance of "spiritual welfare," 
legitimising chaplaincy within the new framework (Government, 1946). This clause, 
included after lobbying by church leaders and healthcare professionals, allowed 
hospitals to appoint chaplains, typically from the Church of England, either on a full-
time basis or as honorary posts. However, these chaplains were usually accountable to 
diocesan structures rather than hospital governance, creating a complex dual 
accountability that would generate tensions around professional standards, line 
management, and integration with clinical teams. 

The early decades of NHS chaplaincy were characterised by considerable variation in 
provision and practice. Some hospitals maintained traditional models of clerical 
ministry focused on sacramental care and crisis intervention, while others began to 
develop more integrated approaches that engaged with psychology, counselling theory, 
and multidisciplinary teamwork. This variation reflected both the autonomy of 
individual chaplains and the lack of standardised training or professional oversight. 

Ecumenical Cooperation and Diversification 

The post-war decades witnessed increasing ecumenical cooperation as traditional 
denominational boundaries began to soften under the influence of the broader 
ecumenical movement. The British Council of Churches encouraged 
interdenominational chaplaincy, resulting in hospital chaplaincy teams that 
represented multiple Christian traditions while reducing duplication and reflecting the 
growing recognition of patient diversity (Orton, 2008). 

Roman Catholic chaplains expanded their role significantly during this period, 
particularly in areas with large Irish communities, while Jewish and Free Church 
chaplains gradually gained recognition. This diversification required new approaches to 
training, coordination, and resource allocation that challenged traditional Anglican 
dominance while creating opportunities for genuine theological dialogue and 
collaborative practice. 

The development of ecumenical chaplaincy also reflected broader changes in British 
Christianity, including the decline of anti-Catholic prejudice, the growth of evangelical 
churches, and increasing theological sophistication among lay Christians. These 
changes created space for chaplains to engage more thoughtfully with theological 
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diversity while developing shared approaches to spiritual care that transcended 
denominational boundaries. 

Multi-Faith Developments 

Immigration from the Caribbean, Africa, and South Asia in the mid-20th century 
fundamentally reshaped Britain's religious landscape, creating new demands for 
spiritual care that challenged existing Christian-dominated models. By the 1960s and 
1970s, hospitals in cities such as Birmingham, Leicester, and Bradford began to receive 
requests for Muslim, Sikh, and Hindu chaplaincy provision (Swift, 2009). 

While institutional uptake was initially slow, hampered by lack of familiarity with non-
Christian traditions and concerns about resource allocation, these early developments 
laid the groundwork for genuinely multi-faith chaplaincy. Pioneer Muslim chaplains 
such as Dr Abduljalil Sajid and Sikh chaplains began to establish their presence in 
major hospitals, often working voluntarily while developing models of spiritual care that 
honoured religious diversity. 

This diversification required fundamental reconsideration of chaplaincy assumptions. 
Traditional Christian models of bedside ministry, sacramental care, and pastoral 
counselling had to be adapted to accommodate different understandings of illness, 
death, family involvement, and spiritual practice. Islamic concepts of tawhid (divine 
unity), Sikh emphasis on seva (service), and Hindu understandings of karma and 
moksha brought new theological perspectives to healthcare chaplaincy. 

The development of multi-faith chaplaincy also highlighted practical challenges around 
prayer facilities, dietary requirements, ritual purity, and family involvement that required 
institutional adaptation. These challenges, while sometimes creating tensions, 
ultimately enriched chaplaincy practice by forcing greater attention to cultural 
sensitivity, religious literacy, and inclusive practice. 

Professionalisation and Reform 

Clinical Pastoral Education and Psychological Integration 

From the 1970s onwards, UK chaplaincy underwent a significant process of 
professionalisation that fundamentally transformed both practice and identity. Inspired 
by the clinical pastoral education (CPE) model developed in the United States, 
chaplains began to pursue training that integrated psychological theory with theological 
reflection, moving beyond traditional clerical formation towards genuinely 
interdisciplinary competence. 

This period saw the incorporation of counselling and grief theory into chaplaincy 
practice, drawing on the work of Elisabeth Kübler-Ross, Colin Murray Parkes, and other 
pioneers in thanatology and bereavement studies (Swift, 2004). Chaplains were no 
longer simply ritual providers but were beginning to be recognised as contributors to the 
emotional and existential dimensions of care, equipped with therapeutic skills that 
complemented their theological expertise. 
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The influence of humanistic psychology, particularly the work of Carl Rogers and 
person-centred counselling, was particularly significant in reshaping chaplaincy 
practice. Rogerian concepts of unconditional positive regard, empathetic listening, and 
non-directive support aligned well with chaplaincy values while providing practical 
skills for pastoral encounters. This integration helped chaplains articulate their 
distinctive contribution to healthcare teams while developing greater therapeutic 
competence. 

Institutional Integration and Quality Assurance 

A milestone in professionalisation came with the creation of the College of Health Care 
Chaplains (CHCC) in 1994. The CHCC, open to chaplains of all faiths and traditions, 
sought to establish codes of conduct, promote continuing professional development, 
and represent chaplains in wider NHS structures. Its creation coincided with NHS 
reforms emphasising quality assurance, multidisciplinary working, and measurable 
outcomes that required chaplains to articulate their contribution in terms that 
resonated with healthcare management. 

The establishment of professional standards, competency frameworks, and 
accreditation processes marked a decisive shift towards chaplaincy as a healthcare 
profession rather than simply a religious ministry located within healthcare settings. 
This transformation required chaplains to develop new skills in outcome measurement, 
evidence-based practice, and interdisciplinary collaboration while maintaining their 
distinctive spiritual focus. 

By the 1990s and early 2000s, chaplains were increasingly integrated into hospital 
governance structures. They contributed to ethics committees, supported palliative 
care teams, participated in clinical decision-making processes, and played crucial roles 
in staff wellbeing and crisis support. This integration marked a decisive move towards 
chaplaincy as a professional discipline within healthcare rather than a clerical adjunct 
to medical treatment. 

The professionalisation process also required chaplains to engage more systematically 
with research, evidence-based practice, and outcome measurement. Studies 
demonstrating the health benefits of spiritual practice, the importance of meaning-
making in illness narratives, and the role of chaplains in patient satisfaction began to 
provide empirical support for spiritual care provision. 

Cultural and Sociological Shifts 

The Decline of Institutional Religion 

The second half of the 20th century brought not only institutional change but also 
sweeping cultural shifts that fundamentally altered the religious landscape of Britain. 
England, like much of Western Europe, witnessed a steady and accelerating decline in 
institutional religious affiliation that has profound implications for spiritual care 
provision. This transformation has been explored through several complementary 



7 
 
SC/PS/2025 
 

sociological frameworks that help explain both the scale and the character of religious 
change. 

Grace Davie (1994; 2015) described contemporary religiosity as "believing without 
belonging," suggesting that while individuals may retain residual belief or cultural 
identification with Christianity, they no longer express it through formal church 
membership or attendance. This pattern creates a complex landscape where spiritual 
needs persist even as traditional religious institutions decline, requiring chaplains to 
engage with spiritual seeking that occurs outside conventional religious frameworks. 

Steve Bruce (2002; 2011) offered a more classical secularisation account, arguing that 
modernisation—through science, education, urbanisation, and rationalisation—
systematically erodes the plausibility of religion. In Bruce's analysis, religious decline is 
not merely about institutional affiliation but reflects deeper epistemological shifts that 
make religious worldviews less credible to contemporary minds. Generational 
replacement then accelerates decline as each new cohort is socialised into 
increasingly secular assumptions about reality. 

The Expressivist Turn and Personalised Spirituality 

Linda Woodhead (2012; 2016) emphasised what Charles Taylor terms the "expressivist 
turn": the rise of self-expression, autonomy, and personalised meaning-making in late 
modern societies. Religion, once communal and compulsory, has become optional and 
individualised, subject to personal choice and customisation rather than inherited 
tradition and social conformity. Woodhead also highlighted the phenomenon of 
"vicarious religion," where institutions maintain rituals and commentary on behalf of a 
largely non-participating public who nevertheless value religious presence in public life. 

This transformation reflects broader cultural shifts towards what Taylor (2007) calls "the 
age of authenticity," where personal fulfilment and self-realisation become primary 
values that shape approaches to all aspects of life, including spirituality and religion. 
For chaplains, this means engaging with individuals who may construct highly 
personalised spiritual narratives that draw eclectically from multiple traditions while 
rejecting institutional authority and orthodox doctrine. 

Heelas and Woodhead (2005) further advanced this argument in "The Spiritual 
Revolution," identifying a cultural shift from "life-as" (defined by roles, institutions, and 
external authorities) to "subjective-life" (focused on personal fulfilment, self-
expression, and authentic experience). This analysis suggests the rise of "subjective-life 
spirituality" as qualitatively distinct from traditional religious belonging, characterised 
by emphasis on personal experience, therapeutic benefit, and individual authority 
rather than communal worship, doctrinal orthodoxy, and institutional mediation. 

Statistical Evidence and Future Projections 

The empirical evidence for religious decline in Britain is compelling and consistent 
across multiple measures. It is significant that census data on religion was not 
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collected until 2001, when the question was introduced as voluntary, but data since 
then demonstrates a sharp decline in those identifying as Christian and a steep rise in 
those identifying as having no religion. Between 2001 and 2021, the proportion of the 
population identifying as Christian fell from 71.7% to 46.2%, while those identifying as 
having no religion rose from 14.8% to 37.2%. 

Linear projections based on current trends suggest that around 47% of England's 
population, and 48% in Herefordshire specifically, will identify as non-religious by 2031. 
These projections, while necessarily speculative, indicate the trajectory of religious 
change and its implications for spiritual care provision. This represents a cultural 
transformation unprecedented in British history, creating both challenges and 
opportunities for spiritual care practitioners. 

The rise of the "spiritual but not religious" category, while still relatively small in census 
terms, represents a particularly significant development for spiritual care. Research by 
James Murphy and colleagues (2023) suggests that this group, while rejecting 
institutional religion, maintains strong interest in meaning, transcendence, and spiritual 
practice. This creates opportunities for chaplains who can engage with spiritual seeking 
that occurs outside traditional religious frameworks. 

 

Implications for Spiritual Care Practice 

In light of these fundamental shifts, spirituality must be redefined beyond clerical or 
religious categories to encompass the full range of human meaning-making activity. A 
more encompassing definition is offered by the European Association for Palliative 
Care (EAPC) Consensus Group and adapted by Puchalski et al. (2014): 

Spirituality can be understood as an individual's or community's search for, and lived 
experience of, meaning, purpose, and connectedness — to the self, to others, to nature, 
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and to what is held to be sacred, ultimate, or of deepest significance. This orientation 
may be expressed within, outside of, or apart from organised religion. 

This redefinition reflects the shift from institutionally mediated faith to plural, 
experiential, and often non-religious modes of meaning-making. For hospice and 
palliative care, this means spiritual care cannot be reduced to religious rites or 
confined to those with explicit religious affiliation. Instead, it must be reframed as 
psycho-spiritual care, grounded in existential support and holistic wellbeing that 
addresses universal human needs for meaning, connection, and transcendence. 

Hospice Care and Psycho-Spiritual Integration 

The Hospice Philosophy and Holistic Care 

The modern hospice movement, pioneered by Dame Cicely Saunders at St 
Christopher's Hospice in the 1960s, defined its philosophy as care that addresses the 
whole person: physical, psychosocial, and spiritual dimensions of experience 
(Saunders, 1967; Clark, 1998). This holistic approach represented both a return to 
earlier traditions of integrated care and a radical departure from the increasing medical 
specialisation and technological focus of contemporary healthcare. 

Saunders, herself trained in nursing, social work, and medicine, understood that 
effective end-of-life care required attention to "total pain"—physical symptoms, 
emotional distress, social disconnection, and spiritual suffering. This multi-
dimensional understanding recognised that physical pain could be exacerbated by 
spiritual distress, while spiritual peace could enhance the effectiveness of medical 
interventions. The World Health Organization continues to affirm this tripartite model as 
essential to palliative care (WHO, 2025). 

However, despite this philosophical commitment, spiritual care has often struggled to 
achieve parity with medical and nursing provision in hospice settings. Physical 
symptom management, with its objective measures and clear protocols, tends to 
receive priority attention and resource allocation, while psychosocial and spiritual 
care, with their more subjective outcomes and complex interventions, may be treated 
as secondary considerations. 

Innovation in Practice: The Mindfulness Example 

One significant example of innovation in hospice spiritual care is the integration of 
mindfulness-based interventions as a core component of psycho-spiritual support. At 
St Michael's Hospice in Hereford, the Breathworks model of mindfulness—developed 
by Vidyamala Burch specifically as a response to chronic pain and illness—has become 
a central part of spiritual care provision rather than an optional complementary 
therapy. 

Breathworks combines traditional Buddhist meditation techniques with contemporary 
pain science and cognitive-behavioural approaches to help individuals manage 



10 
 
SC/PS/2025 
 

suffering and live fuller lives despite physical limitations (Burch, 2010). The approach 
emphasises acceptance of what cannot be changed while developing skills to reduce 
secondary suffering caused by resistance, anxiety, and mental elaboration of physical 
symptoms. 

The integration of mindfulness into hospice spiritual care represents several important 
developments. First, it provides evidence-based interventions that demonstrate 
measurable outcomes in terms of anxiety reduction, improved quality of life, and 
enhanced coping strategies. Second, it offers accessible practices that do not require 
particular religious beliefs or cultural background, making them suitable for the 
increasingly diverse populations served by hospice care. Third, it addresses core 
spiritual themes of acceptance, presence, and meaning-making through practical 
techniques that can be learned and practised independently. 

Research evidence demonstrates benefits across patient, family, and staff groups. 
Patients report greater acceptance of end-of-life processes, reduced anxiety about 
death and dying, and improved ability to find meaning and peace in their remaining 
time. Families experience reduced anticipatory grief and agitation, improved capacity 
for presence with their dying loved ones, and better adjustment to loss. Staff members 
gain practical tools for resilience in emotionally demanding environments while 
developing greater capacity for mindful presence in their professional relationships. 

Recognition and Expansion 

In October 2023, St Michael's Hospice became the first hospice in the UK to be 
recognised as a Breathworks Centre of Excellence, affirming mindfulness not as an 
adjunct therapy but as a core component of psycho-spiritual care provision. This 
recognition reflects a broader shift in understanding spiritual care as encompassing 
evidence-based practices that address universal human experiences of suffering, 
meaning-making, and transcendence rather than being confined to traditional religious 
ministries. 

The ability to anchor attention in present-moment experience becomes, in itself, a 
spiritual practice that reconnects individuals with what is most deeply significant in 
their lives. Mindfulness cultivates qualities of acceptance, compassion, and 
equanimity that are recognised across spiritual traditions while offering practical 
benefits that can be measured and evaluated according to healthcare standards. 

Community Partnerships: The Doula Model 

A further innovation in expanding hospice spiritual care capacity is collaboration with 
community-based end-of-life support organisations such as End-of-Life Doula UK. This 
organisation is dedicated to training and supporting doulas who accompany individuals 
and families through the dying process, providing emotional, practical, and spiritual 
presence tailored to individual needs and preferences (Fersko-Weiss, 2017; EOL Doula 
UK, n.d.). 
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End-of-life doulas offer a different model of spiritual support that complements rather 
than replaces hospice chaplaincy. While chaplains typically work within institutional 
frameworks and may have limited capacity for extended presence and continuity of 
care, doulas can provide sustained accompaniment throughout the dying process, 
offering practical support, emotional presence, and spiritual companionship according 
to individual preferences rather than institutional protocols. 

Partnerships with doula organisations represent a way of expanding spiritual care reach 
without proportionally expanding specialist caseloads. Doulas provide continuity of 
presence, community connection, and individualised support that can enhance the 
effectiveness of hospice interventions while addressing spiritual needs that may not 
require specialist chaplaincy expertise. 

The Leeds NHS pilot project demonstrated that such partnerships can be successfully 
integrated into healthcare systems without disrupting existing provision or creating role 
confusion (Borgstrom et al., 2023). The evaluation showed high levels of satisfaction 
among patients and families while reducing demands on statutory services through 
provision of practical and emotional support that prevented crisis situations. 

International Perspectives and Future Directions 

Internationally, death doula practices are gaining recognition in North America and 
Australia, where community-based end-of-life support increasingly complements 
formal healthcare provision. The hospice sector in these regions has pioneered 
innovative partnerships between professional healthcare providers and trained 
volunteers or paraprofessionals who extend care capacity into community settings. 

The UK hospice sector has the opportunity to lead in developing context-centred 
partnerships that reflect British cultural needs and healthcare structures while learning 
from international experience. This requires careful attention to training standards, 
supervision arrangements, and integration with existing services to ensure quality and 
safety while maximising the benefits of community involvement. 

The Future of Spiritual Care: Towards a Psycho-Spiritual Model 

A Hub-and-Spoke System 

The future of effective spiritual care lies in developing hub-and-spoke systems that 
combine specialist expertise with distributed capacity across healthcare teams and 
community partners. In this model, a core team of specialist chaplains and spiritual 
care professionals serves as the hub, maintaining professional standards, providing 
supervision and consultation, managing complex cases, and ensuring quality 
assurance across the system. 

The spokes of such a system extend through trained clinical staff, volunteers, 
community organisations, faith communities, and specialist partners such as doulas, 
counsellors, and complementary therapists. This distributed model allows spiritual 
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care to reach across wards, homes, and neighbourhoods while maintaining 
professional oversight and ensuring consistent quality of provision. 

Such a system requires robust training programmes for non-specialist staff, clear 
referral pathways, regular supervision arrangements, and effective communication 
systems. It also demands new approaches to outcome measurement and quality 
assurance that can evaluate the effectiveness of distributed interventions while 
identifying areas for improvement and development. 

 

 

 

 

 

 

 

 

 

 

A Tiered Model of Provision 

A sustainable model of psycho-spiritual care requires tiered provision that ensures 
equity and accessibility while making efficient use of specialist resources. This tiered 
approach recognises that spiritual needs exist on a spectrum from universal human 
experiences to complex clinical presentations requiring advanced therapeutic 
intervention. 

Universal Level: At the foundation level, all healthcare staff should be equipped to 
provide meaning-sensitive, trauma-informed care that recognises and responds to 
spiritual dimensions of illness and suffering. This includes basic skills in presence, 
listening, and recognition of spiritual distress, along with knowledge of referral 
pathways and available resources. Universal provision ensures that spiritual care is not 
confined to those who explicitly request it or who meet particular criteria for specialist 
referral. 

Targeted Level: The middle tier provides brief psycho-spiritual interventions for 
individuals with identifiable spiritual needs that do not require specialist therapeutic 
expertise. This might include guided reflection, meaning-making conversations, 
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assistance with ritual or ceremonial needs, connection with faith communities, or 
introduction to practices such as mindfulness or prayer. Targeted interventions can be 
provided by trained staff, volunteers, or community partners under appropriate 
supervision. 

Specialist Level: The top tier addresses complex existential distress, spiritual crisis, 
and cases where spiritual factors significantly impact clinical outcomes or treatment 
decisions. Specialist provision requires advanced training in psychological and 
theological approaches to spiritual distress, competence in brief therapeutic 
interventions, and ability to work with complex cases involving trauma, mental health 
issues, or difficult family dynamics. 

Policy Alignment and Strategic Integration 

This tiered model aligns with emerging policy frameworks such as NHS Scotland's 2023 
spiritual care strategy, which emphasises person-centred wellbeing and the integration 
of spiritual care across all levels of healthcare provision (Scottish Government, 2023). It 
also positions spiritual care as a contributor to health equity by strengthening 
belonging, resilience, and social support particularly in marginalised communities 
where spiritual resources may be especially important for coping and recovery. 

Commissioners and healthcare managers increasingly require demonstrable outcomes 
and cost-effective interventions that contribute to organisational objectives around 
patient experience, staff wellbeing, and efficient resource utilisation. Psycho-spiritual 
care can demonstrate impact across all these domains through improved patient 
satisfaction, reduced anxiety and depression, enhanced treatment compliance, and 
better end-of-life decision-making. 

The integration of spiritual care into broader health and wellbeing strategies also 
creates opportunities for partnership with public health initiatives, mental health 
services, and community development programmes that share similar objectives 
around meaning, connection, and resilience. 

Conclusion 

Spiritual care in the UK has not diminished in relevance or importance; rather, it has 
undergone a process of differentiation and adaptation that reflects broader cultural and 
institutional changes. From its monastic origins through multi-faith chaplaincy to 
contemporary psycho-spiritual integration, the discipline has continually evolved to 
meet changing human needs while maintaining its core commitment to addressing the 
spiritual dimensions of human suffering and flourishing. 

The task ahead is not to resist these changes or retreat into traditional models that may 
no longer serve contemporary populations effectively, but rather to embed this 
evolution deliberately and thoughtfully. This requires developing models of care that 
are clinically credible, culturally agile, and context-centred while remaining true to the 
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fundamental insights about human spiritual needs that have sustained spiritual care 
across centuries of change. 

Tradition remains valuable and necessary—sacramental care and faith-specific 
ministry must continue to be available for those who seek them and find them 
meaningful. However, the centre of gravity in spiritual care is shifting towards psycho-
spiritual practice that can engage with the full spectrum of human meaning-making 
activity, from traditional religious faith through personalised spirituality to secular 
approaches to meaning and transcendence. 

Practices such as mindfulness demonstrate that accessible, evidence-informed 
interventions can become core components of hospice provision rather than optional 
extras. They show how spiritual care can maintain its distinctive focus on meaning, 
purpose, and connection while contributing to measurable improvements in quality of 
life and clinical outcomes. Similarly, partnerships with community initiatives such as 
End-of-Life Doula UK illustrate how reach and capacity can be expanded sustainably 
without compromising quality or professional standards. 

The future of spiritual care is perhaps best captured not in the traditional chaplain's 
question, "Do you want a blessing?" but in the more open and inclusive invitation, 
"What blesses you?" This shift in language reflects a fundamental reorientation from 
providing religious services to facilitating encounters with meaning, purpose, and 
connection that honour individual preferences and cultural backgrounds while 
addressing universal human needs. 

By designing care around these deeper human needs rather than around particular 
religious traditions or institutional preferences, spiritual care fulfils its fundamental 
vocation: helping people to live well and find meaning even in the midst of suffering and 
loss. This is the challenge and opportunity that faces spiritual care in the twenty-first 
century—to become more fully itself by adapting creatively to serve contemporary 
needs while maintaining its essential commitment to the spiritual dimensions of human 
flourishing. 

The transformation of spiritual care from its traditional forms to contemporary psycho-
spiritual practice represents not a loss of identity but a deepening understanding of 
what spiritual care can offer to individuals, families, communities, and healthcare 
systems. As British society continues to evolve, spiritual care must continue to adapt, 
ensuring that its ancient wisdom about human suffering and transcendence remains 
accessible and relevant to each new generation while contributing to the development 
of truly holistic, person-centred healthcare. 
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