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IMPORTANCE Despite growing evidence, the role of spirituality in serious illness and health
has not been systematically assessed.

OBJECTIVE To review evidence concerning spirituality in serious illness and health and to
identify implications for patient care and health outcomes.

EVIDENCE REVIEW Searches of PubMed, PsycINFO, and Web of Science identified articles with
evidence addressing spirituality in serious illness or health, published January 2000 to April
2022. Independent reviewers screened, summarized, and graded articles that met eligibility
criteria. Eligible serious illness studies included 100 or more participants; were prospective
cohort studies, cross-sectional descriptive studies, meta-analyses, or randomized clinical
trials; and included validated spirituality measures. Eligible health outcome studies
prospectively examined associations with spirituality as cohort studies, case-control studies,
or meta-analyses with samples of at least 1000 or were randomized trials with samples of at
least 100 and used validated spirituality measures. Applying Cochrane criteria, studies were
graded as having low, moderate, serious, or critical risk of bias, and studies with serious and
critical risk of bias were excluded. Multidisciplinary Delphi panels consisting of clinicians,
public health personnel, researchers, health systems leaders, and medical ethicists
qualitatively synthesized and assessed the evidence and offered implications for health care.
Evidence-synthesis statements and implications were derived from panelists’ qualitative
input; panelists rated the former on a 9-point scale (from “inconclusive” to “strongest
evidence”) and ranked the latter by order of priority.

FINDINGS Of 8946 articles identified, 371 articles met inclusion criteria for serious illness; of
these, 76.9% had low to moderate risk of bias. The Delphi panel review yielded 8 evidence
statements supported by evidence categorized as strong and proposed 3 top-ranked
implications of this evidence for serious illness: (1) incorporate spiritual care into care for
patients with serious illness; (2) incorporate spiritual care education into training of
interdisciplinary teams caring for persons with serious illness; and (3) include specialty
practitioners of spiritual care in care of patients with serious illness. Of 6485 health outcomes
articles, 215 met inclusion criteria; of these, 66.0% had low to moderate risk of bias.
The Delphi panel review yielded 8 evidence statements supported by evidence categorized
as strong and proposed 3 top-ranked implications of this evidence for health outcomes:
(1) incorporate patient-centered and evidence-based approaches regarding associations of
spiritual community with improved patient and population health outcomes; (2) increase
awareness among health professionals of evidence for protective health associations of
spiritual community; and (3) recognize spirituality as a social factor associated with health in
research, community assessments, and program implementation.

CONCLUSIONS AND RELEVANCE This systematic review, analysis, and process, based on
highest-quality evidence available and expert consensus, provided suggested implications for
addressing spirituality in serious illness and health outcomes as part of person-centered,
value-sensitive care.
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S pirituality, the way persons seek and experience ultimate
“meaning, purpose, and transcendence…and the significant
or sacred,”1 has over millennia been viewed as central to health

as well as personal, interpersonal, or transcendent beliefs and values.2

According to a 2014 Pew survey of 35 071 US adults,3 most identi-
fied with a faith tradition, reported regular experiences of spiritual
peace, or reported that they attended religious services a few times
a year or more. A 2021 Gallup survey of 1837 US adults4 reported simi-
lar themes, although religious expressions of spirituality, such as ser-
vice attendance, were decreasing. Spirituality, while encompassing be-
liefs and practices of religious communities, extends beyond religion
to include how ultimate meaning, purpose, and transcendence can
arise through, for example, vocation, family, or nature5 (see Box for
definitions). Any individual may thus experience spirituality.

Over the past 2 centuries, deep historical connections between
health and spirituality have fragmented.2 Despite increasing data link-
ing spirituality with improved health outcomes, including among
groups for whom spirituality has a salient role, such as US older per-
sons and Black and Latinx populations,3 such issues remain largely out-
side standard considerations regarding health. Failure to consider
these aspects may have potential adverse effects, including under-
mining person-centered care. Attention to spirituality—a source of per-
sonal meaning and value—is a requisite component of person-
centered care, defined by the Institute of Medicine as “care that is
respectful of and responsive to individual patient preferences, needs,
and values and ensuring that patient values guide all clinical decisions.”9

To clarify the role of spirituality, (1) a systematic review was per-
formed of the available evidence regarding spirituality in serious illness
and health outcomes; (2) data from these studies were interpreted and
synthesized by a multidisciplinary, expert Delphi panel; and (3) impli-
cations for integrating spirituality into health care were suggested.

Methods
The RAND/UCLA Appropriateness Method,10 used to synthesize the
highest-quality evidence available and identify evidence-based im-
plications for health care, was established for situations in which ran-
domized clinical trials are “either not available or cannot provide suf-
ficient detail…to guide everyday clinical practice.” Using this method,
the research team coordinated a 5-step process that summarized
the relatively contemporary evidence available in spirituality and
health and used a multidisciplinary, expert Delphi panel to synthe-
size the data into concise evidence statements and to yield top-3 im-
plications for health care in serious illness and health (Figure).
The research team consisted of 17 trained persons (T.A.B., T.J.V.,
S.D.D.-S., K.N.G.L., P.A.B., H.K., and 11 research assistants with train-
ing in research methods) who participated in regular meetings from
March 2020 to May 2022 regarding methodological procedures. The
study protocol was approved by the Dana-Farber/Harvard Cancer
Center Institutional Review Board as exempted research given that
survey responses were disconnected from panelists’ identifying in-
formation; formal written, informed consent was waived.

Step 1: Research Team Conducted Systematic Review
to Identify and Summarize the Available Evidence
The systematic review was performed by searching the electronic da-
tabases PubMed (National Center for Biotechnology Information), Psy-

cINFO (EBSCO), and Web of Science (Clarivate Analytics) for studies
that (1) considered spirituality during serious medical illness (ie, ter-
minal, late-stage, or catastrophic illness) or during end-of-life or pal-
liative care (eAppendix 1A in the Supplement) and (2) considered as-
sociations of spirituality and health outcomes, including mental illness,
substance use, suicide, quality of life (eg, life satisfaction), health be-
haviors, and mortality (eAppendix 1B in the Supplement). Searches
were conducted in April 2020 by a medical librarian (P.A.B.) and, when
available, included appropriate controlled vocabulary terms. Fol-
low-up systematic reviews in serious illness and health outcomes were
performed in May 2022 using identically performed searches of the
literature from April 2020 to April 2022 to update the evidence (eAp-
pendixes 1A and 1B in the Supplement).

Using Covidence (Veritas Health Innovation), an online sys-
tematic review tool, 2 trained reviewers independently screened
each study and included those for which both agreed that the
article met eligibility criteria; differing assessments of inclusion
were arbitrated by a third trained reviewer, by group discussion,
or both. Although studies could focus on populations worldwide,
eligible studies for “serious illness” and “health outcomes”
reviews had to be in English and published from January 2000 to
April 2020 in a peer-reviewed journal. This time frame, later
updated to April 2022, was chosen to prioritize up-to-date
research while permitting sufficient breadth and quantity of lit-
erature to identify evidence themes. For studies of serious illness,
eligible studies met the following criteria: (1) examined popula-
tions of 100 or more persons with serious illness; (2) were pro-
spective cohort studies, cross-sectional descriptive studies, meta-
analyses (containing data not otherwise included), or randomized
clinical trials; and (3) included validated measures of spirituality.
Retrospective and scale validation studies were excluded.

For health outcomes, eligible studies met the following crite-
ria: (1) prospectively examined the relationship between spiritual-
ity and health; (2) used data from prospective cohort studies, case-
control studies, or meta-analyses (containing data not otherwise
included) with sample sizes of 1000 or more or were randomized
clinical trials (eg, public health interventions) with sample sizes of
100 or more; and (3) used validated measures of spirituality. Retro-
spective or cross-sectional studies were excluded. There were dif-
fering exclusion criteria for cross-sectional studies in the serious ill-
ness and health outcomes sections; for serious illness, studies were
included to provide descriptive assessments of spirituality in ill-
ness, whereas for health outcomes, such studies were excluded to

Key Points
Question How can considerations of spirituality guide health care
and health outcomes?

Findings A systematic review and a multidisciplinary Delphi panel
assessed the evidence regarding spirituality and health, developed
16 evidence statements, and offered 6 implications regarding
incorporation of spirituality in the care of patients with serious
illness and in health outcomes.

Meaning This systematic review and process, based on the
highest-quality evidence available and expert review, led to
consensus-suggested implications for how to address spirituality
in serious illness and health outcomes.
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focus on how spirituality was associated with subsequent health, re-
quiring large longitudinal designs.

An initial trained reviewer extracted information from all
articles that met inclusion criteria, including study population and
location(s), methods, assessment of spirituality, assessment of out-
comes, study findings, and risk of bias. Risk-of-bias judgments (low,
moderate, serious, or critical) were based on adapted Cochrane cri-
teria (eAppendix 2 in the Supplement).11 A second trained reviewer
checked the extraction and independently judged risk of bias. Dif-
fering bias assessments were arbitrated by a third reviewer, by
group discussion, or both. The research team synthesized and
tabulated the data and developed initial evidence summaries and
tables (eAppendix 3 in the Supplement). Even though standard
Cochrane review procedures exclude only studies with critical risk
of bias, for this review, to maximize rigor, data evaluation excluded
studies with serious or critical risk of bias. Studies on spirituality and
serious illness were categorized into 1 or more of 5 content areas:
(1) role of spirituality in illness; (2) spiritual needs; (3) spiritual care;
(4) spirituality in medical decision-making; and (5) spiritual inter-
ventions. Studies on spirituality and health outcomes were catego-
rized into 1 or more of (1) all-cause mortality; (2) physical health;
(3) health behaviors; (4) mental health; and (5) quality of life.

Step 2: Delphi Panel Assessed (Qualitative) Systematic
Review Results, Generated Initial Evidence Statements,
and Suggested Implications
Using the Delphi expert panel process,10,12 a multidisciplinary group
of experts (eAppendix 4 in the Supplement) assessed the evidence
and generated evidence-based suggested implications for health
care. The panel was divided into 2 subpanels (n = 13 for serious ill-
ness and n = 15 for health outcomes; total = 27; 1 participated in
both). Twenty-three panelists responded to an optional, anony-
mous survey on spiritual characteristics (response rate = 85%). Pan-

elists represented a diversity of spiritual viewpoints and/or tradi-
tions, including those who self-identified as atheist (n = 1 [4.3%]),
Anglican (n = 2 [8.7%]), Baptist (n = 3 [13.0%]), Catholic (n = 4
[26.1%]), Jewish (n = 2 [8.7%]), Hindu (n = 1 [4.3%]), mainline
Protestant (n = 2 [8.7%]), Muslim (n = 1 [4.3%]), nondenomina-
tional Christian (n = 2 [8.7%]), Quaker (n = 2 [8.7%]), and spiritual,
not religious (n = 1 [4.3%]). Additionally, 3 (13%) indicated spiri-
tual, not religious as a secondary viewpoint. Furthermore, 24 pan-
elists’ self-identified minority group representations included Asian
(n = 3 [16.7%]), Black (n = 2 [8.3%]), Latinx (n = 1 [4.2%]), LGBTQ+
(n = 2 [8.3%]), and persons with disability (n = 1 [4.2%]). Panelists
typically contributed more than 1 health expertise area and in-
cluded physicians (n = 11; primary care, pediatrics, palliative care,
emergency medicine, psychiatry, oncology); nurses (n = 3); spiri-
tual care professionals (n = 4; chaplains, community clergy); a so-
cial worker (n = 1); mental health care practitioners (n = 4); health
care systems experts (n = 9); public health experts (n = 14); health
policy experts (n = 10); a patient and family advocate (n = 1); and
medical ethicists (n = 3). Panel discussions were moderated by 2 non-
voting members. Panelists received an honorarium on Delphi pro-
cess completion.

On March 4, 2021, the research team convened the Delphi panel
virtually for an initial meeting; introduced the project; provided rel-
evant definitions (see Box); explained the systematic literature re-
view process, data tables, and data syntheses; and coordinated group
discussion. Over the next 2 months, panelists independently re-
viewed the data tables and literature summaries and provided quali-
tative feedback on the content of the literature review, including sug-
gestions on missing studies. Additionally, using studies with low to
moderate risk of bias only, the Delphi panelists qualitatively sum-
marized the literature into evidence statements and provided im-
plications for health care.

Step 3: Research Team Analyzed Qualitative Delphi Panel
Feedback to Create a Portfolio of Evidence Statements
and Suggested Implications
Using an online qualitative data repository and data analysis
application (Dovetail), the research team conducted a qualitative
analysis of all feedback, evidence statements, and suggested im-
plications from the Delphi panelists. The standard qualitative
methodology13 included independent review of qualitative
responses by 2 trained reviewers each for the serious illness and
health outcomes sections, independent development of prelimi-
nary coding themes for each section, and finalization of coding
themes using an iterative comparison process by the research
team. Using the final set of themes, 2 reviewers independently
coded qualitative responses, with discrepancies resolved through
research team meetings. Applying the thematically analyzed data
from the Delphi panelists, the research team revised the data
summaries and tables and created the final portfolio of evidence
statements and suggested implications for serious illness and
health outcomes.

Step 4: Delphi Panel Evaluated (Quantitative)
Strength of Data Supporting Evidence Statements
and Ranked Suggested Implications
On May 28, 2021, panelists were provided with revised (based on
panelists’ prior input) data tables and summaries and the evidence

Box. Definitions of Terms in Spirituality in Health Research
and Practicea

Spirituality (spiritual): Spirituality is a dynamic and intrinsic aspect
of humanity through which persons seek ultimate meaning,
purpose, and transcendence and experience relationship to self,
family, others, community, society, nature, and the significant or
sacred. Spirituality is expressed through beliefs, values, traditions,
and practices (International Conference on Improving the Spiritual
Dimension of Whole Person Care definition).1

Religion (religiosity): Religion is the search for significance that
occurs within the context of established institutions that are
designed to facilitate spirituality.6

Spiritual needs (spiritual concerns, spiritual distress, spiritual
struggle, spiritual pain, existential distress): Needs related to
a person’s spirituality, including spiritual questions, concerns,
practices, and struggles.7

Spiritual care: Recognition of and attention to spirituality within
health care. Spiritual care relies on a multidisciplinary team
(eg, chaplains, physicians, nurses, social workers) and requires
standard inclusion of a spiritual history as part of a comprehensive
medical history.1,8

a These definitions were used throughout this study and provided
to Delphi panelists.
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synthesis statements and suggested implications, together with
a summary presentation (presented virtually and provided elec-
tronically). Using revised data tables and summaries based on
studies with low to moderate risk of bias, from May 29, 2021, to
July 23, 2021, panelists assessed the evidence synthesis state-
ments quantitatively using the 9-point RAND/UCLA assessment of
appropriateness adapted to the current project—an ordinal scale of
integers from 1 to 9, grouped into 3 categories: inconclusive to
weak evidence (1-3), moderate-strength evidence (4-6), and strong
evidence (7-9). Panelists ranked suggested implications for serious
illness and health outcomes.

Step 5: Based on Delphi Panel Quantitative Data,
Research Team Identified Evidence Statements Supported
by Synthesized Evidence and 3 Top-Ranked Implications
The research team next used descriptive statistics to quantita-
tively analyze Delphi panelists’ quantitative assessments of
the evidence statements, including medians, interquartile ranges,
means, and standard deviations. Using the RAND/UCLA Appropri-
ateness Method,10 the location of the median established the

category grouping (inconclusive to weak, moderate, or strong
evidence) into which the evidence rating fell. The degree of rater
agreement was considered, with agreement vs disagree-
ment assessed using the interpercentile range adjusted for
asymmetry10 (IPRAS; see eAppendix 5 in the Supplement). When
data medians and means were within the strong evidence cat-
egory (strong category defined as median of 7 or greater; mean of
7 or greater after rounding) and the calculated IPRAS indicated
panel agreement, the evidence statement was deemed to be sup-
ported by evidence categorized as strong.

For each suggested implication, the proportion of individ-
ual rankings for which the implication was 1 of any individual’s
top-3 ranked implications was assessed. Rank-order statistics
based on the sum of the ranks were used to confirm the 3
top-ranked suggested implications for serious illness and health
outcomes. All qualitative and quantitative data from panelists
were anonymized. Proportions of non–North American studies
in the initial (2000-2020) vs the updated (2020-2022) literature
were compared with a χ2 test; P < .05 was considered statisti-
cally significant.

Figure. Methodological Procedures From Systematic Reviews of the Evidence to Suggested Implications for Spirituality
in Serious Illness and Health Outcomes

Methodological procedure

Research team conducts systematic review 
to identify and summarize the strongest 
data available.a

Delphi panel assesses (qualitative) systematic
review results and generates initial evidence 
statements and suggested implications 
for health care.

Research team analyzes qualitative Delphi 
panel feedback to create a portfolio of 
evidence statements and implications 
for health care.

Delphi panel evaluates (quantitative) strength 
of data supporting evidence statements and 
ranks suggested implications for health care.

Based on Delphi panel quantitative data, 
research team identifies evidence statements 
supported by strong evidence and top 3
implications for health care.

Spirituality and serious illness

Systematic review of spirituality in serious illness
evidence, 2000-2020, with grading and tabulation
of eligible data into data tables.b Updated literature 
review to include 2020-2022 was performed
in May 2022.c

Delphi panel review of the evidence. Each reviewer
produced qualitative evidence statements and qualitative
recommendations for the practice of medicine based on
review of low to moderate risk of bias evidence from the
systematic review.

Qualitative analysis of Delphi panelists’ evidence
statements and recommendations for practice of 
health care in serious illness resulting in qualitatively
derived evidence statements and suggested implications
for health care in serious illness. 

Delphi panelists quantitatively assessed the qualitatively
derived evidence statements using RAND/UCLA-adopted
assessment and methodsd and quantitatively assessed
suggested implications by ranking them in order of 
priority for practice of health care in serious illness. 

RAND/UCLA quantitative assessment used, including
interpercentile degree of agreement and medians/means
indicating strength of evidence. Consensus ratings as
strong evidence were reported. For suggested implications
in serious illness, proportion ranking the implication in
the top 3, confirmed by rank-order statistics, yielded 
the top 3.e

Spirituality and health outcomes

Systematic review of spirituality in health outcomes
evidence, 2000-2020, with grading and tabulation
of eligible data into data tables.b Updated literature
review to include 2020-2022 was performed 
in May 2022.c

Delphi panel review of the evidence. Each reviewer
produced qualitative evidence statements and 
qualitative recommendations for health promotion 
based on review of low to moderate risk of bias 
evidence from the systematic review.

Qualitative analysis of Delphi panelists’ evidence
statements and recommendations for health 
promotion resulting in qualitatively derived 
evidence statements and suggested implications 
for health promotion.

Delphi panelists quantitatively assessed the 
qualitatively derived evidence statements using 
RAND/UCLA-adopted assessment and methodsd and 
quantitatively assessed suggested implications by 
ranking them in order of priority for health promotion.

RAND/UCLA quantitative assessment used, including
interpercentile degree of agreement and medians/means
indicating strength of evidence. Consensus ratings 
as strong evidence were reported. For suggested 
implications for health promotion, proportion ranking 
the implication in the top 3, confirmed by rank-order 
statistics, yielded the top 3.e
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a See eAppendix 1 in the Supplement for systematic review procedures,
including eligibility and ineligibility criteria.

b See eAppendixes 2A and 2B in the Supplement for Cochrane evidence
grading criteria, and see eAppendixes 3A and 3B in the Supplement for the
tabulated data.

c See eAppendixes 7A and 7B in the Supplement for the a summary of the
updated research literature from 2020-2022.

d See eAppendix 5 in the Supplement for the RAND/UCLA method for
determining Delphi panel consensus.

e See eAppendixes 6A and 6B in the Supplement for a full list of
recommendations in order of their ranking.
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Results

Literature Reviews
The database search initially yielded 13 203 original research articles
pertaining to spirituality in serious illness; 8946 remained after
duplicates were removed. After applying eligibility criteria, includ-
ing for 16 additional studies recommended by the Delphi panel, 371
studies were identified. Table 1 summarizes these findings (see eAp-
pendix 3A in the Supplement for full data tables). Studies deemed
to have low to moderate risk of bias (76.9%) informed Delphi pan-
elists’ evidence assessments in 5 topic categories (studies could in-
form multiple areas). Proportions of studies that were deemed to
have low to moderate risk of bias in the following categories were
as follows: role of spirituality, 128/173 (74.0%); spiritual needs, 37/47
(78.7%); spiritual care, 82/112 (73.2%); medical decision-making,
32/38 (84.2%); and interventions, 30/32 (93.8%).

The database search initially yielded 10 133 original research ar-
ticles pertaining to spirituality and health outcomes; 6485 re-
mained after duplicates were removed. After applying eligibility cri-
teria, including for 40 additional studies recommended by the Delphi
panel, 215 studies were identified. Table 2 summarizes these find-
ings (see eAppendix 3B in the Supplement for full data tables). Stud-
ies deemed to have low to moderate risk of bias (66.0%) informed
Delphi panelists’ evidence assessments in 5 topic categories (stud-
ies could inform multiple areas). Proportions of studies that were
deemed to have low to moderate risk of bias in the following cat-
egories were as follows: all-cause mortality, 26/32 (81.3%); physi-
cal health, 21/32 (65.6%); health behaviors, 42/66 (63.6%); men-
tal health, 47/73 (64.4%); and quality of life, 31/50 (62.0%).

Evidence Synthesis Statements
and Strength-of-Evidence Ratings
From the qualitative statements summarizing the evidence, evi-
dence synthesis statements were derived, including 12 for serious
illness and 28 for health outcomes. Delphi panelists’ quantitative as-
sessments of the data supporting each evidence statement are
shown in Table 3 and Table 4.

Spirituality in serious illness yielded 8 evidence synthesis state-
ments (of 12 statements) for which panel ratings met criteria for
agreement as supported by evidence categorized as strong, includ-
ing the following: (1) spirituality is important for most patients;
(2) spiritual needs are common; (3) spiritual care is frequently de-
sired by patients; (4) spiritual needs are infrequently addressed in
medical care; (5) spirituality can play a role in medical decision-
making; (6) spiritual care is infrequent in medical care; (7) unad-
dressed spiritual needs are associated with poorer patient quality
of life; and (8) provision of spiritual care is associated with better pa-
tient end-of-life outcomes.

Spirituality and health outcomes yielded 8 evidence synthesis
statements (of 28 statements; the most frequent rating was mod-
erate) that met criteria for panel agreement as supported by evi-
dence categorized as strong, including the following: (1) frequent re-
ligious/spiritual service attendance is associated with a lower risk of
mortality; (2) frequent attendance is associated with subsequent less
smoking and use of alcohol, marijuana, and illicit drugs; (3) fre-
quent attendance is associated with subsequent better quality of life;
(4) frequent attendance is associated with subsequent better men-

tal health outcomes; (5) there is a dose-response relationship be-
tween frequent attendance and lower risk of mortality; (6) fre-
quent attendance is associated with subsequent less smoking, risky
sexual behaviors, and use of alcohol, marijuana, and illicit drugs in
adolescents; (7) frequent attendance is associated with fewer sub-
sequent depressive symptoms; and (8) frequent attendance is as-
sociated with subsequent fewer suicidal behaviors. See eAppendix
3B in the Supplement for effect size ranges. For 2 outcomes, avail-
able meta-analyses of longitudinal studies with control for baseline
outcome (Table 2) indicated that religious/spiritual service atten-
dance was associated with lower all-cause mortality (hazard ratio,
0.73; 95% CI, 0.63-0.84)15 and incidence of depression (odds ra-
tio, 0.67; 95% CI, 0.58-0.81).16,17

Ranked Suggested Implications for Spirituality
and Health Outcomes
After the research team thematically compiled suggested implications
for serious illness (n = 4) and health outcomes (n = 14) proposed by the
Delphi panelists, the implications were presented to the Delphi pan-
elists for ranking by priority. Table 5 shows the 3 top-ranked suggested
implications for serious illness and for health outcomes; eAppendixes
6A and 6B in the Supplement provide the full lists.

For serious illness, the 3 top-ranked suggested implications were
(1) routinely incorporate spiritual care into the medical care of pa-
tients with serious illness (92.5% ranked in the top 3); (2) include
spiritual-care education in the training of members of the interdis-
ciplinary medical team (76.9% ranked in the top 3); and (3) include
specialty practitioners of spiritual care (eg, chaplains) in the care of
patients with serious illness (69.2% ranked in the top 3).

For health outcomes, the 3 top-ranked suggested implications
were (1) explicitly recognize and consider evidence-based protec-
tive and beneficial associations of religious/spiritual community par-
ticipation as part of efforts to improve patient-centered care and
population health (80.0% ranked in the top 3); (2) increase aware-
ness of public health professionals and students about the evi-
dence regarding the protective and beneficial associations of reli-
gious/spiritual community participation (73.3% ranked in the top 3);
(3) recognize spirituality as a social factor associated with health in
research, community assessments, and program implementation
(66.7% ranked in the top 3).

An updated systematic review (April 2020 to April 2022) in se-
rious illness resulted in 1460 original research articles. After apply-
ing eligibility criteria, 70 remained; 57 had low to moderate risk of
bias. In health outcomes, 1536 articles were reviewed, resulting in
61 eligible articles; 32 had low to moderate risk of bias. Findings, sum-
marized in eAppendixes 7A and 7B in the Supplement, corroborate
the 2000-2020 evidence themes. Notable additions include an in-
creasing proportion of research in serious illness among non–
North American populations; 93 of 284 (32.7%) studies were from
non–North American populations in 2000-2020, compared with 36
of 57 (63.2%) in 2020-2022 (P < .001). Furthermore, some 2020-
2022 research in serious illness and health outcomes addressed the
role of spirituality during the COVID-19 pandemic.18-20 Two studies
conducted during the pandemic demonstrated frequent spiritual
needs for cancer patients in India18 and for COVID-19–positive pa-
tients in Turkey.19 A UK cohort study of healthy adults20 found that
more frequent online religious/spiritual service attendance was as-
sociated with reduced thoughts of self-harm.
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Discussion

This study synthesized evidence over the past 2 decades regarding
spirituality in serious illness and health outcomes and provided sug-
gested implications for health care. Based on a systematic review
of the highest-quality studies available, a Delphi panel of experts sup-
ported 16 evidence statements (8 each for serious illness and health
outcomes) and determined 3 top-ranked suggested implications in
each area.

Spirituality in Serious Illness: Evidence and Suggested
Implications
The serious illness Delphi expert panel review identified 8 findings,
as enumerated: (1) spirituality is important to most patients with
serious illness (eg, literature estimates ranged from 71%-99%);
(2) spiritual needs are common in that setting (eg, estimates
ranged from 23%-98%); (3) spiritual care is frequently desired by
patients with serious illness (eg, estimates ranged from 50%-
96%); and (4) spirituality can influence medical decision-making in
serious illness. Despite these findings, (5) spiritual needs of
patients with serious illness are frequently unaddressed within
medical care, especially since (6) spiritual care is infrequent in the
care of such patients (eg, estimates of patients not receiving spiri-
tual care ranged from 49%-91%). Findings noted that (7) the provi-
sion of spiritual care in the medical care of patients with serious ill-
ness was associated with better end-of-life outcomes, while (8)
unaddressed spiritual needs can be associated with poorer patient
quality of life.

These findings prompted the Delphi panel to set forth the
standard inclusion of spiritual care as its top-rank suggested impli-
cation in serious illness. Doing so could improve the quality of life of
patients21 and their families22 and may also influence medical
decision-making to advance patient-centered care.21 Conversely,
although patient spirituality is often associated with better quality
of life among patients with serious illness, unmet spiritual needs
are also frequent in this setting and can be associated with reduced
patient well-being.23 Raising issues of spirituality can also be a
source of distress in serious illness. For example, a patient who has
experienced past spiritual harms—such as rejection from spiritual
community—may experience the resurfacing of past harms or dis-
tress related to spirituality as they face serious illness. Attention to
both the positive and negative associations of spirituality can shape
person-centered, quality-of-life–focused care in serious illness.

This suggested implication is consistent with guidelines of the
National Consensus Project for Quality Palliative Care,24 the qual-

ity standard-setting body for specialty palliative care. Since the stan-
dard inclusion of spiritual care may be of greatest benefit for those
who particularly value spirituality,25 including patients from under-
represented racial and ethnic groups and older patients,3 such care
could serve as a potential mechanism to help address health care
disparities for patients with high disease burdens. Nonetheless, the
infrequency of spiritual care for patients with serious illness26 re-
flects, at least in part, the lack of attention to patient spirituality by
care team members. In a generalist-specialist model for multidisci-
plinary care, spiritual care1,8 involves clinicians carrying out initial
screenings through a short (<2 minutes) spiritual history27,28; this
can lead to referrals to a spiritual care specialist, as needed. Such
screening is often omitted, perhaps because clinicians do not have
time, do not consider attention to spiritual needs as their responsi-
bility, or are uncomfortable discussing spirituality with patients.29

However, simple spiritual history questions such as “Are spirituality
or faith important to you in thinking about your health and illness?”
and “Do you have, or would you like to have, someone to talk to about
spiritual or faith matters?” signal respect for patient spirituality, are
not time consuming, and do not require patients and clinicians to
have similar views on spirituality.30

The second highest-ranked suggested implication is that all
members of the multidisciplinary care team should receive training
in spiritual care provision. Achieving competence in history taking
in accordance with the generalist-specialist model1,8 requires only
time-limited training and resources; guides for integrating vali-
dated spiritual history tools are readily available for clinicians.31-33

Although spiritual care training is one of the strongest predictors of
subsequent provision of spiritual care, most clinicians report hav-
ing never received it.29 Medical schools have increasingly inte-
grated brief education in spirituality at least as electives within
curricula.34 Instruction, reinforcement, or both, of spiritual care skills
during clinical training and continuing education, through short
1- or 2-session spiritual care or spiritual history training modules, could
readily advance care provision. Studies (Table 1) suggest that train-
ing interventions could help standardize spiritual care, such as spiri-
tual history taking.35

The Delphi panel’s third highest-ranked suggested implication
highlights the need to involve spiritual care professionals (eg, chap-
lains) in the care of patients with serious illness. Such professionals,
trained to address spiritual needs in a manner sensitive to the
patient’s particular spirituality—ranging from “spiritual, not reli-
gious” to myriad religious traditions—can administer more in-depth
spiritual assessments and interventions and also serve as a liaison,
as necessary, to patients’ spiritual communities. Although further
study is needed, the extant data highlight that their involvement is

Table 5. Spirituality in Health: Multidisciplinary Delphi Expert Panel 3 Top-Ranked Suggested Implications for Serious Illness and Health Outcomesa

Ranking of suggested
implication

Suggested implication

Serious illness Health outcomes
Highest ranking Routinely incorporate spiritual care into the medical care

of patients with serious illness.
Incorporate patient-centered and evidence-based approaches regarding
the beneficial associations of religious/spiritual community participation
to improve medical care and population health.

Second highest
ranking

Include spiritual care education in the training of all members
of the interdisciplinary medical team caring for seriously ill
patients.

Increase awareness among public health professionals of evidence
of protective health associations of religious/spiritual community
participation.

Third highest ranking Include specialty practitioners of spiritual care (eg, chaplains)
in the care of patients with serious illness.

Recognize spirituality as a social factor associated with health in research,
community assessments, and program implementation.

a The full lists of ranked suggested implications are available in eAppendixes 6A and 6B in the Supplement.
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associated with improved patient quality of life21 and family satis-
faction with medical care.22

Spirituality and Health Outcomes:
Evidence and Suggested Implications
The Delphi panel review of spirituality and health outcome evi-
dence yielded 8 evidence statements supported by the data, as enu-
merated: (1) frequent service attendance was associated with lower
risk of mortality, with a (2) dose-response association between at-
tendance and lower risk of mortality. Additionally, frequent atten-
dance was associated with (3) less smoking and less alcohol, mari-
juana, and illicit drug use compared with adults with less frequent
or no attendance; (4) better measures of quality of life (eg, life sat-
isfaction); (5) better mental health; (6) fewer depressive symp-
toms; and (7) fewer suicidal behaviors. Furthermore, (8) among ado-
lescents, frequent attendance was associated with less risky sexual
behaviors, less smoking, and reduced use of alcohol, marijuana, and
illicit drugs.

The evidence synthesized related to health outcomes ad-
dressed how an array of aspects of spirituality, ranging from com-
munity involvement to prayer, might be related to health out-
comes. Of all the measures of spirituality (eg, frequency of prayer,
spiritual salience), a prominent theme was the consistent associa-
tion of frequency of service attendance with beneficial prospec-
tive outcomes, such as all-cause mortality risk (27% reduction in lon-
gitudinal meta-analysis15), depression incidence (33% reduction in
odds in longitudinal meta-analysis16,17), lower suicide risk, and less
substance use. This theme suggests that among relatively healthy
populations, the community elements of spirituality relate to health
most measurably,36 although other factors may be involved.37 This
salient role of religious/spiritual communities in health is notable
given a 2021 Gallup poll4 demonstrating declines in community af-
filiation and attendance over time, including during the COVID-19
pandemic. Further study of nontraditional forms of spiritual com-
munity and other aspects of spirituality merit attention.

Based on this evidence, the Delphi panel’s top-ranked sug-
gested implication for health outcomes was that health care pro-
fessionals recognize and consider the benefits of spiritual commu-
nity as a part of efforts to improve well-being. For example, a primary
care clinician might, after taking a spiritual history, raise the topic of
spiritual community engagement for patients who already posi-
tively self-identify as spiritual or religious.30 However, this consid-
eration needs to be highly individualized and delivered with re-
spect for each person’s values and beliefs. For patients who may have
experienced harm by a spiritual community, a spiritual history may
help uncover distress that should be addressed through counsel-
ing and appropriate referrals to specialists. For patients who do not
identify with a religious/spiritual tradition, other forms of commu-
nity involvement could be suggested.

The panel’s second highest-ranked suggested implication was
for education of public health professionals and students regard-
ing spirituality and health outcomes, especially given the evidence
concerning community participation in health and the frequency of
such participation in the US and many other countries. Training,
which could take many forms, could involve incorporating discus-
sion of the role of spirituality and spiritual communities into curri-
cula at universities and other institutions. Despite developments in
recent years,38 many educational programs do not address the topic.

The Delphi panel’s third highest-ranked suggested implication
was to recognize spirituality as a social factor associated with
health39—joining other social factors such as social integration,
healthy work conditions, economic supports, protection from dis-
crimination, access to healthy foods, and safe environments.
Although it is not possible to reach causal conclusions regarding
associations between spiritual engagement and health outcomes,
sufficiently strong unmeasured confounding to negate the associa-
tions seems unlikely. For example, prior sensitivity analysis30,40

suggested that to shift the meta-analytic estimate for all-cause
mortality to a hazard ratio of 1,15 an unmeasured confounder asso-
ciated with both attendance and reduced mortality by risk ratios of
2.08-fold each, above and beyond the measured covariates, could
suffice,30 but weaker joint confounder associations could not; and
to shift the confidence interval for the estimate to include no asso-
ciation, unmeasured confounding risk ratios for attendance and
reduced mortality of 1.67-fold each could suffice, but weaker con-
founder associations could not.30 Similarly strong unmeasured
confounding would be needed to attenuate the meta-analytic esti-
mate, or confidence interval, for the association of attendance with
depression to an odds ratio of 1.17,30 For these reasons, spirituality
might reasonably be recognized as a potentially important social
factor associated with health, opening collaborations leveraging
the strengths of spiritual communities in addressing health needs,
particularly for the communities most vulnerable and at risk of
chronic health challenges.41

The updated literature from 2020-2022 in serious illness
and health outcomes underscore the 2000-2020 findings.
The increase in studies within non–North American populations
provides increasing support for the role of spirituality in illness
within diverse cultural settings. In addition, although the few stud-
ies of spirituality in COVID-19 suggest that spirituality may have
had some similar roles in the pandemic as in other illnesses and
health settings, data are insufficient and further study is needed
to characterize the role of spirituality in the COVID-19 global
health crisis.

These suggested implications for serious illness and health out-
comes could aid in furthering the National Academy of Medicine’s
goals for improving health care quality in the 21st century, calling for
more attention to patients’ values, often shaped by spiritual views,
in health care.9 While research and ethical reflection is needed to
determine their practical application in clinical and other health set-
tings, these suggested implications suggest a potential to improve
well-being for patients and other populations, including vulnerable
groups and those with the highest burden of disease.41 Further-
more, potential implications may apply to a range of important out-
comes including overall mortality, quality of life, mental health, and
substance use. However, attention to matters of spirituality in health
care should be individualized, patient-centered, and respectful of
beliefs and preferences.

Further research should explore the dimensions of and mecha-
nisms by which spirituality may influence health and well-being.
Moreover, standardized measures are needed to move the field to-
ward more consistent, multidimensional assessment of spiritual-
ity, a shift that requires multidisciplinary insights. Additionally, re-
search must inform best practices, as well as potential harms, to
ensure optimal person- and community-centered attention to spiri-
tual health.
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Limitations
This study has several limitations. First, as evidenced in the defini-
tions (Box), spirituality is a multidimensional construct with dimen-
sions that are variably assessed across studies, complicating compa-
rability among findings. Second, the methods in some studies
addressed some, but not all, aspects of the relationship between spiri-
tuality and health, leaving unanswered questions about potential
mechanisms of action. Third, studies that addressed the role of spiri-
tual communities in providing health care and promoting health were
largely excluded from this review because they were not large, popu-
lation based, or prospective. Fourth, most of the studies in this re-
viewwerebasedonobservationaldataandfewwererandomizedtrials,

typically because such trials are not feasible or ethical. Fifth, the weight
of evidence was largely driven by North American samples, although
studies from other areas were included and growing cultural diversity
of the evidence is demonstrated in the updated literature.

Conclusions
This systematic review, analysis, and process, based on highest-
quality evidence available and expert consensus, provided sug-
gested implications for addressing spirituality in serious illness and
health outcomes as part of person-centered, value-sensitive care.
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