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Background

Although spirituality is usually considered a positive resource for coping with illness, spiritual distress may have a
negative influence on health outcomes. Tools are needed to identify spiritual distress in clinical practice and
subsequently address identified needs. This study describes the first steps in the development of a clinically
acceptable instrument to assess spiritual distress in hospitalized elderly patients.

Methods

A three-step process was used to develop the Spiritual Distress Assessment Tool (SDAT): 1) Conceptualisation by a
multidisciplinary group of a model (Spiritual Needs Model) to define the different dimensions characterizing a
patient's spirituality and their corresponding needs; 2) Operationalisation of the Spiritual Needs Model within
geriatric hospital care leading to a set of questions (SDAT) investigating needs related to each of the defined
dimensions; 3) Qualitative assessment of the instrument's acceptability and face validity in hospital chaplains.

Results

Four dimensions of spirituality (Meaning, Transcendence, Values, and Psychosocial Identity) and their
corresponding needs were defined. A formalised assessment procedure to both identify and subsequently score
unmet spiritual needs and spiritual distress was developed. Face validity and acceptability in clinical practice were
confirmed by chaplains involved in the focus groups.

Conclusions

The SDAT appears to be a clinically acceptable instrument to assess spiritual distress in elderly hospitalised
persons. Studies are ongoing to investigate the psychometric properties of the instrument and to assess its potential
to serve as a basis for integrating the spiritual dimension in the patient's plan of care.
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The relationship between spirituality and medicine is a field of growing interest [1, 2, 3]. In palliative care, the
spiritual dimension is considered as an important component of care along with physical, psychological, and social
or existential support [4]. PRBIMFHCS AEHEQusidered an essential component of the multidimensional approach
used in geriatric care of elderly patients who face illness, disability, and potentially life-threatening events [3].

gy

Spirituality has been shown t1 ) uaually in a positive way, coping with illness, disability, or life-
threatening events [6, 7, 8, Qiglj rstudies have documented significant associations between spirituality and
better mental, physical, and fin sealth, especially in cancer, HIV, and hospice patients [11, 12]. Some studies
have, however, shown that neg nifestations of spirituality may be associated with poorer health outcomes.
Religious struggle, defined a%hggl)%l&sfﬁ%%%ings towards God, feeling punished by God, or believing that « the devil
is at work in the illness », ha beAe‘rr’crssg'cmFed with increased mortality in elderly patients [13]. Spiritual distress,
that can be defined as "a state,ir\WRICH Hie individual is at risk of experiencing a disturbance in his/her system of
belief or value that provides s{i€T Sand meaning to life" [14], seems also associated with more severe
depression and desire for hastenc n end-of-life patients [15, 16]. Spiritual distress might have a potentially

harmful effect on patients' prognosis and quality of life [17, 18, 19, 20].

Despite evidence suggesting an association between spiritual distress and worse health outcome, very few
intervention studies have been conducted to improve patients' spiritual health [21, 22]. This may be explained by
the lack of consensus on the definition of spirituality, and, as a consequence, of spiritual distress, within health care
research [23, 24, 25]. Numerous instruments have been developed to assess spirituality. Most currently available
describe behaviours, beliefs or attitudes towards spirituality [26, 27, 28]. Although some instruments measuring
spiritual well-being or spiritual needs might equally reflect spiritual distress [29, 30, 31], none of these instruments
has been designed for this specific purpose. Moreover, conceptual models on which to base spiritual assessment,
spiritual distress recognition and spiritual intervention in hospital settings are essentially lacking, and are called for
in order to improve patient care [25, 32]. These conceptual models should also be congruent with other Bio-
Psycho-Social processes of care in order to promote integrative models of care in hospital settings. These
shortcomings need to be addressed as a prerequisite to conducting intervention studies.

The present paper describes work to address this issue and presents: a) an operational definition of spiritual
distress; b) the successive steps in the development of an instrument to assess spiritual distress in hospitalized
elderly patients; c) the subsequent assessment of this instrument's face validity and acceptability in clinical practice.

Methods

Basic concepts

There are different ways to assess spirituality; this research focuses on assessment of the patient's spiritual state.
Spiritual state is here defined as the patient's feelings regarding his or her spirituality. Spiritual state is dynamic: it
fluctuates according to a hypothesised spectrum of spiritual wellness, ranging from spiritual well-being to spiritual
distress. A spiritual state might be worse because of external stressors such as illness or bereavement; it may also
be improved by spiritual intervention. This concept of spiritual state appeared as the most appropriate way to assess
spirituality within the hospital setting. The intention is that assessment of a patient's spiritual state should serve to
determine the need for specific interventions.

Based on this definition of a spiritual state, an operational definition of spiritual distress was hypothesised. The
hypothesis was made that spiritual distress arises from unmet spiritual needs and that the greater the degree to
which a spiritual need remains unmet, the greater the disturbance in spiritual state and the greater the level of
spiritual distress experienced by the patient.

Development of the Spiritual Distress Assessment Tool (Figure 1)

Figure 1
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Process of SDAT development and assessment of face validity and acceptability of the SDAT.

The development of The %?Bigsbpé?ﬁﬁﬁﬁfssmem Tool (SDAT) was based on a conceptual model of spiritual
needs assessment previously 1shed under the name of the Spiritual Needs Model [33].

Development of the Spiritual b‘ég‘%@ﬂc&sse(fsment Tool was yet carried out in three stages.
2. Backgroun

a) Conceptualisation offgpgfiﬁ%iity and spiritual needs in hospitalised persons: definition of
the Spiritual Needs Modeb|33ksion

6. Conclusions
An interdisciplinary group ofhealihapditessionals (one physician, four nurses, and three chaplains), working in five
different geriatric hospitals ir8SWezkikandnimet on fourteen occasions over a two-year period to define and
conceptualise spirituality in thbe Regpisakisgd person. The group was directed by one of the co-authors (ER).

A literature search and review in PubMed and Google, using "spirituality" and "religiosity" as search terms, was
performed to select and define candidate dimensions that could characterize spirituality in hospitalised persons.
Candidate dimensions were discussed and consensus was achieved through the sharing of spiritual care
experiences, role play and case analysis. Finally, using the same process, the working party further defined the
spiritual needs corresponding to each selected dimension of spirituality.

The work of the interdisciplinary group resulted in a definition of spirituality in hospitalised persons, of the
dimensions that characterize a patient' spirituality and of the needs corresponding to each of these dimensions.

The overall concept was defined as The Spiritual Needs Model [33].

b) Definition of the Spiritual Distress Assessment Tool (SDAT) and guidelines for
administration

Two of the authors (SM and ER) decided to integrate the Spiritual Needs Model into hospital geriatric care over a
six month period in order to assess its practicability in clinical care.

This phase of the research was conducted in the post-acute care unit of the Department of Geriatric Medicine,
University of Lausanne Medical Center. This 66-bed unit admits patients aged 65 years and older and provides
interdisciplinary care to restore the highest possible level of functional independence and quality of life. Eighty
percent of patients report a Judaeo-Christian religious background.

During this phase, the leader of the working party (ER) was integrated into the interdisciplinary team. He
performed systematic bedside assessments of patients' spirituality using the framework of the Spiritual Needs
Model and participated in weekly interdisciplinary team meetings to share the results of this assessment with health
professionals.

Over the six month period, 69 patients were assessed by the chaplain using the framework of the Spiritual Needs
Model. Of those patients proposed a meeting with the chaplain, only one refused. Characteristics of the participants
are described in Table 1.

Table 1

Patients' characteristics

Characteristics Population (N = 69)
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Characteristics Population (N = 69)
Table ofl Contents

Age (years) 1. AbgBac + 8.3
2.
3.
Women (%) 4.
5.
6. Coriclusions
Living alone (%) 7. Ap }Q&E’X
8. Deglarations
9. Retkrences

Cognitive impairment™ (%)||30.4

Depressive symptoms ' 12.1

Basic ADL at admission ¥ |[2.5+ 1.6

* defined as a score < 24 at the Mini Mental State Examination (score ranging from 0 to 30, with
higher scores indicating better cognition)

T defined as a score > 6 at the 15-item Geriatric Depression Scale (score ranging from 0 to 15, with
higher scores indicating more depressive symptoms)

¥ Katz's basic Activities of Daily Living (score ranging from 0 to 6, with higher score indicating better
function)

Based on this experience, spiritual needs assessment with use of the Spiritual Needs Model was progressively
structured and systematised. In the course of this process, a set of questions was gradually devised for use in the
interview to investigate the patient's spiritual needs and guidelines to conduct spiritual needs assessment (e.g.
patient's consent, confidentiality) were defined. In parallel, a structured analytical framework was developed to
assess the severity of unmet spiritual needs, as manifested in the interview.

This process resulted in the definition of the SDAT, that is, a formalised assessment procedure to identify unmet
spiritual needs, to score the degree to which spiritual needs remained unmet and to determine the presence of
spiritual distress.

This part of the SDAT development was approved by the institutional Ethical Review Board of the University of
Lausanne.

¢) Assessment of the face validity and acceptability of the SDAT

It was considered important to assess the validity of the SDAT. However, as no consensus exists regarding the
definition of spirituality and the dimensions that characterize spirituality, no real "definitional standard" could be
said to exist [34]. Thus, true assessment of the content validity of the SDAT against a gold standard would not have
been possible. However, face validity, considered as being a particular type of content validity, was assessed. Face
validity refers to whether persons not involved in the development of an instrument perceive it as measuring what it
is deemed to measure [35]. In this case, we established whether hospital chaplains experienced in hospital pastoral
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care, who had not been in any way involved in the development or use of the SDAT, perceived the instrument as
able to measure a patient's' spirituality.

Table of Contents
Face validity of the SDAT in chaplains with no experience of the SDAT, but experienced in providing
hospital pastoral care 1. Abstract

2. Background
In order to assess these charadtevstiksds moderated structured discussion group was conducted with chaplains
practising at the chaplaincy of tRediifiversity of Lausanne Medical Center (see Appendix) who were unfamiliar
both with the Spiritual NeedsSModelusatbwith the SDAT. Of the six chaplains invited, four protestant chaplains
accepted the invitation, one déclimedhisdomse catholic chaplain was not available. Participants were invited to watch
a video of a pastoral interview. i Amgetiiix>SDAT and subsequently participated in a moderated discussion lasting two
hours. Chaplains were asked 8§ Pawipazétihe interview with their own way of conducting a first pastoral encounter
with a patient, to determine vh@ledemhdimensions of a patient's spirituality were addressed in the SDAT interview
and to express their view on the structured approach used to assess a patient's spirituality in the hospital setting.

Acceptability of the SDAT in chaplains already skilled in using the SDAT

Assessment of acceptability is commonly made in health services research with a view to determining the potential
impact of proposed services, since services can only be effective if delivered and taken-up as intended. It is
therefore important during implementation to assess acceptability in both service providers and service users.

As the SDAT was specially designed to be used by chaplains, the acceptability of the SDAT was assessed in
members of the chaplaincy of the University of Lausanne Medical Center who were already trained in use of the
instrument. In this case, the aim was to ascertain to what extent these chaplains perceived the instrument as relevant
to their work and to what extent they considered its use feasible within the hospital setting.

Assessment of acceptability of the SDAT's use in other interdisciplinary team members (medical and paramedical)
has also been performed [36] and is to be published separately.

All four chaplains skilled in application of the SDAT, and working in different hospital departments, participated in
two structured, moderated group discussions, each lasting two hours. Topics covered included: methods and level

of appropriation of the SDAT by the chaplains; acceptability of the sets of questions proposed for the patient's
interview; definition of skills necessary to identify and score unmet spiritual needs.

Results

a) Conceptualisation of spirituality and spiritual needs in hospitalised persons: definition of
the Spiritual Needs Model (Table 2)

Table 2

Spiritual Needs Model: dimensions of spirituality and corresponding needs in hospitalized patients

Dimension of .. . . Needs associated with
. . . Definition of dimension . .
spirituality dimension

https://bmcgeriatr.biomedcentral.com/articles/10.1186/1471-2318-10-88 6/17
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Dimension of .. . . Needs associated with
. . . Definition of dimension . .
spirituality Table of Contents dimension
1. Abstract
2. Background The Need for life balance:
The dinmMdliesipnithat provides orientation to an The need to rebuild a new life
Meaning indivighRésdife and promotes his or her overall life |balance and the need to learn
balan§eDiscussion how to better cope with illness
6. Conclusions or disability.
7. Appendix

8. Declarations
An ascRefpointexterior to the person; the
relationship with an external foundation that The Need for connection:
provides a sense of grounding. The group The need for connection with
Transcendence|considered that everyone has an external foundation, ||his or her existential
even if different from God. For example, for some |[foundation and the need for
people, this transcendence might be found in nature, |[Beauty (aesthetic sense).
beauty, or art.

*The Need for values
acknowledgement: The need
that health professionals know
and respect one's values.

The system of values that determines goodness and
Values trueness for the person; it is made apparent in the
person's actions and life choices.

*The Need to maintain
control: The need to
understand and to feel
included in decision-making
processes and to be associated
with health professionals'
decisions and actions.

The Need to maintain
identity: The need to be
loved, to be heard, to be
recognized, to be in touch, to
have a positive image of
oneself and to feel forgiven.

The patient's environment; those elements, such as
society, caregivers, family, and close relationships
that together make up the person's singular identity.

Psycho-social
Identity

* According to the hospital setting, two different needs were clearly distinguished to translate the
values dimension.

Overall, spirituality in the hospitalised elderly person was defined as the particular coherence expressed when
describing one's meaning of life, referring to one's transcendence and explaining one's values.

Spirituality, in the particular context of hospital setting, was defined as a multidimensional concept that includes
four dimensions considered to be interrelated: Meaning, Transcendence, Values and Psycho-social Identity.

The Meaning dimension was defined as that which provides orientation to an individual's life and promotes his or
her overall life balance.

https://bmcgeriatr.biomedcentral.com/articles/10.1186/1471-2318-10-88 717
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The Transcendence dimension was defined as an anchor point exterior to the person; the relationship with an
external foundation that provides a sense of grounding.

: . Table of Contents :
The Values dimension was ﬁetllnedf as t?le system of values that determines goodness and trueness for the person, as

made apparent in his or her aciti%lbss?r%% tlife choices.

The Psycho-social Identity di?i ¥ efined as the patient's environment; those elements, such as society,
caregivers, family, and close 461 y ips that together make up a person's singular identity.
. Results

In hospital care, the patient's ﬁl@i@%ﬂﬁﬁ%@hological and social needs are systematically defined, assessed and
addressed. The same approacﬁ' > been applied regarding the patient's spiritual needs. Needs

corresponding to each dimendiof B uality were thus defined.
8. Declarations

The four defined dimensions dfRgfeifeatis and their corresponding needs are summarized in Table 2.

b) Definition of the SDAT (Additional file 1: Table S1)

Using the Spiritual Needs Model, a set of questions was developed to facilitate investigation of the patient's needs
(Additional file 1: Table S1). These questions serve as prompts to be used only if the patient does not
spontaneously mention anything related to the investigated need.

Guidelines for administering the SDAT

The SDAT is administered according to the following procedure:

First, in order to identify unmet spiritual needs, a 20-30 minute semi-structured interview is conducted by the
chaplain with the patient after having obtained his/her consent.

Second, immediately following the interview, the chaplain conducts an assessment of how the patient spoke about
his or her five spiritual needs, using the analytical framework to determine the eventual presence of spiritual
distress.

Third, needs are scored on a 4-point Likert scale ranging from 0 (no unmet spiritual need) to 3 (severe unmet
spiritual need). A global score of spiritual distress may therefore range from 0 (no spiritual distress) to 15 (severe
spiritual distress). Examples of statements made by patients experiencing unmet needs are provided in Table 3.

Table 3

Examples of statements made by patients experiencing unmet needs

Need for life "I know I've got to find a way to cope, but I just can't manage. I just don't have
balance the strength any longer"

"I think that God has abandoned me";

AL "I am no longer able to paint and it was the painting that kept me in touch with

the force that kept me going".

Need for values

"I'm just a number here. The staff doesn't know who I am."
acknowledgement

[ Il I
https://bmcgeriatr.biomedcentral.com/articles/10.1186/1471-2318-10-88 8/17
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Need to maintain "I don't know what I'm doing here in the hospital. Why hasn't anyone given
control me any medicine?"

Table of Contents

Need to maintain "My dgignds don't come and visit me; my family has no idea of what I'm going
identity ) &4l just don't know myself any longer."

4

8 _Methods

4. Results
At the end of the interview, the gjjaplaiidglls the patient precisely what information he or she intends to relay to the

interdisciplinary team membeggscanpd xesidests the patient's consent to proceed. When presenting results of spiritual
assessments to the team, specalsgttsating is taken to avoid unnecessarily sharing intimate information and to ensure

confidentiality. 8. Declarations
9. References

c) Assessment of the face validity and acceptability of the SDAT

Face validity of the SDAT in chaplains with no experience of the SDAT, but experienced in hospital pastoral
care

Chaplains reported overall positive appraisal of the SDAT.

The Meaning, Transcendence and Psychosocial Identity dimensions were clearly acknowledged by this group. The
Values dimension and, in particular, its related needs (need to maintain control; need for values acknowledgement)
were more debated. The group mostly acknowledged that chaplains do not systematically address this dimension
unless they perceive some discomfort around these issues for the patient. Nevertheless, they generally agreed that
this dimension was part of the patient's spirituality, as it reflects the patient's need to make meaningful life choices.
Some chaplains also commented that certain aspects of religiosity, such as connection with the faith community
and the need for ritual, should have been more clearly assessed in the video interview. They considered that these
aspects should not simply be subsumed under the 7Transcendence dimension, but viewed as an additional
dimension.

Their appraisal of the structured format for spiritual assessment differed from that of the group of chaplains skilled
in using the SDAT (see below). They raised the question of the overall goal of a pastoral interview; for most, it is to
engage with the patient and not to assess or to evaluate disturbance in their spiritual health. They argued that a
spiritual interview should be tailor-made for each patient, and should, therefore, be less directive or restrictive than
the SDAT. Some reluctance was expressed about using a structured format, as this seemed to imply that spirituality
could be reduced to an assessment instrument. They perceived a risk of "medicalising” [37, 38] spirituality and
limiting its assessment to a health perspective. Nevertheless, it was agreed that the structured format of the SDAT
would be of use when integrating pastoral care into health care and could help chaplains synthesise their evaluation
and transmit meaningful information to health professionals. The group also agreed that a structured format could
stimulate the assessment of dimensions that are not systematically addressed by chaplains, such as the Values
dimension.

Acceptability of the SDAT in chaplains already skilled in using the SDAT

Overall, the SDAT was perceived by the chaplains as a useful adjunct to their pastoral interviews. They reported
that the instrument allowed for more precise assessment of patients' spiritual needs. They also reported that the
SDAT facilitated the communication of their observations to health professionals, and helped them clarify their
potential role as well as their own implication in patient care. The structured format of the SDAT emerged as both
an advantage (more efficient use of time, better organisation of the interview, systematic investigation of the four
dimensions) and a disadvantage (restricts the flexibility of the interview, conveys the impression that spirituality
can be "put in a box"). The group related that they tended to use the SDAT when asked by health professionals to
visit a patient, the instrument allowing for a better synopsis and transfer of relevant information.

https://bmcgeriatr.biomedcentral.com/articles/10.1186/1471-2318-10-88 917
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The set of standardised SDAT questions for the patient's interview was considered as acceptable and appropriate by
the group. Chaplains felt comfortable enough with the instrument to consider potential useful applications in other
settings or with younger pp&ipts sevgiteniat additional questions such as how they saw their future in terms of
work, family life, or children were used).

1. Abs
a

Chaplains considered that it t—r&ﬁ%c t to identify unmet spiritual needs during the patient interview. In
: 2 kground . : b )
contrast, assessing the severi et ritual needs proved more problematic. In particular, they pointed to the
issue of adequately distinguis 1r§%eb‘ei?ween the severity of unmet spiritual needs and the availability of resources to
. 4. Results . . . g
cope with these needs. A patlg‘n severe unmet need for life balance may either be with or without resources

(]

to face this unmet need (e.g., .eDlscussmnt have a good social network). The chaplains noted that when coping

] 1 ' M o . .
resources were absent, they te7n er?sll:znsmore highly the level of spiritual distress than when these resources
were present. - Appendix

8. Declarations

Numerous skills necessary togus%%eer%%ﬁ were outlined by the group, the most important being good
communication skills, such as the ability to build a meaningful relationship with the patient before going ahead
with the semi-structured interview, and having empathetic listening skills. A second group of required skills was
more related to knowledge, such as familiarity with the four spiritual dimensions and their related spiritual needs,
and theological and pastoral skills. A third group of skills included the capacity to analyse and synthesise the
interview, and, a fourth group, the capacity to transmit relevant information to other team members.

Discussion

This paper presents in detail the different steps in the development of an instrument aimed to assess spiritual
distress in hospitalised older persons.

Overall, results show that the proposed conceptualisation of spirituality in hospitalised elderly patient as defined in
the Spiritual Needs Model and the corresponding assessment instrument (SDAT) have face validity in chaplains
providing hospital pastoral care and prove acceptable to those experienced in their application. Furthermore,
chaplains did not report a feeling of confusion with psychological assessment, a criticism sometimes made of other
spirituality constructs [39]. Certain reservations were, however, expressed.

Some chaplains felt that the definition of the different dimensions was somewhat unusual. The Meaning dimension
is widely recognised as central components of spirituality [40, 41]. In the literature, Meaning generally refers to the
finding of a global meaning to life and death, and is generally associated with purpose in life [3]. Elderly patients
often mention that because of their "old age", they have no purpose in life, but still see meaning in life. Thus, the
definition of Meaning given in the Spiritual Needs Model refers to what provides orientation to an individual's life
and promotes his or her overall life balance, rather than to definitions of the individual's new projects. Special
attention was also given to the Values dimension. This dimension is less frequently identified as a specific
dimension of spirituality. However, this dimension was warranted by the importance of recognising each patient's
personal values so as to ensure respect for the patient's autonomy, dignity and integrity [42, 43]. This was
considered especially important in the hospital setting, given the vulnerability of elderly patient in this respect.

Second, some chaplains would have attributed a stronger, more explicit, place to religious practice, considering, for
example, that rituals should be viewed as an additional spirituality dimension. Third, an additional important
reservation concerned the raison d'étre of pastoral hospital work: several chaplains expressed their concern that
pastoral care could become medicalised and then be seen as a simple adjunct to health care. These reservations will
need to be adequately addressed when attempting to further integrate spirituality assessment and management into
routine care.

Interestingly, chaplains did not challenge our initial assumption that spiritual distress results from unmet spiritual
needs. In fact, chaplains commonly recognized that the most promising way to integrate spirituality into health care
is to be consistent with the other care processes established by the interdisciplinary team and the established
institutional policy. This approach implies that the same approach be applied to spiritual needs as to bio-psycho-
social needs. It seemed therefore rational to define spiritual distress as unmet needs.

https://bmcgeriatr.biomedcentral.com/articles/10.1186/1471-2318-10-88 10/17
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Although not formally assessed, information obtained from patient contact during the development process
indicates the feasibility and acceptability to patients of a systematic and structured bedside assessment of their
spirituality. Also, the chapfgigRePgfticipnitents weekly interdisciplinary team meetings to share the results of his
assessment has demonstrated the feasibility of integrating spirituality assessment into routine interdisciplinary
geriatric care. A survey enquiging about interdisciplinary team members' appraisal of systematic spirituality
assessment was conducted alﬁ K the contribution of the chaplain to improving patient care through
weekly team meetings was CONSIFISHS Wltial [36].

It is, however, acknowledged;‘ﬂ%tia}rlﬁ‘%hsgashibility and acceptability demonstrated is context-specific. Whether
similar acceptance will be obsé ther settings requires further study. This work was performed in a clinical
setting already familiar with albg’?%ggn%%ﬁgfgve approach to patients' needs; these conditions may prove to be a pre-
requisite for successful integr; "[IBEC IS %}grtlgality assessment and for the participation of chaplains in routine care.
The Christian origin and advajiced age ot patients enrolled in this phase of the development probably facilitated the
acceptability of the encounter V\ig%‘ﬁ lain. Further assessment of acceptability will therefore be needed in

larger, more diverse, elderly populations.

Besides these acknowledged limitations, the present work also has several strengths. The SDAT was developed
according to a rigorous structured process: spirituality in hospitalized older patients was conceptualized through a
consensus process, and its dimensions and their corresponding needs were then specified. The model was
subsequently implemented within a clinical setting in order to operationalize further the assessment process. This
process, going from the definition of spirituality to the definition of an instrument to assess spirituality, has
previously been adopted in the development of other spirituality assessment instruments (e.g. The spirituality Index
of Well-Being [44, 45]) and strengthens the relevance of the instrument. Finally, face validity and acceptability in
experienced chaplains were assessed. Though relatively long and complex, this approach had the advantage of
ensuring contextual relevance for the instrument since issues regarding implementation could be dealt with
progressively and in situ.

Although the SDAT was developed specifically in a population of hospitalized elderly patients, chaplains working
with different populations saw considerable potential for use in other settings and in other age groups. Our
procedure of assessment (a semi-structured interview) enables the patient to speak about spirituality with his or her
own words and from very different perspectives. This should ensure relevancy of the SDAT for every patient,
whatever their age or religious or spiritual background. Ultimately, the quality and limitations of the SDAT will be
judged by the sustainability and dissemination of its use: by other chaplains, in other Departments and institutions,
in research and evaluation, and, ultimately, in different cultural and religious contexts. Furthermore, as previously
mentioned, the instrument's use is conditional on the availability of staff experienced in interdisciplinary care and
with access to appropriate training facilities.

As yet, very few instruments have been developed on the basis of a spiritual needs construct. Two instruments,
coming from nursing research, have been identified [31, 46]. These two instruments were based on qualitative
studies of patients who were asked to describe their specific spiritual needs. The approach presented here is unique
because spiritual needs were assessed on the basis of a previously defined concept of spirituality. This structured
approach ensures coherence between theoretical work and the investigative process.

Conclusions

These preliminary results suggest that the SDAT is an acceptable instrument to assess spiritual distress in
hospitalised persons. The instrument provides a tool for communication between disciplines, based on a shared
vocabulary, and provides a new basis for integrating spirituality into the patient's plan of care. Further research is
underway to assess the SDAT's acceptability in a larger sample of elderly patients and to investigate its
psychometric properties. These are necessary steps before its application in intervention studies; that is, before
using the SDAT to assess the impact of spiritual distress on health outcomes and patient prognosis.
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