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Spirituality is a dynamic and an intrinsic aspect of humanity and is usually intense in 
cancer for patients, families, and health care teams. Evidence on spirituality, health, and 
healing have increased over the last decades. This consensus is for those involved in 
cancer patient care, with concepts and possible strategies for addressing spirituality, with 
discussion on the relevance, impact, and challenges of spirituality care. The purpose and 
intent of the consensus are to highlight the need for spirituality inclusion in the complex 
and delicate trajectory of cancer patients.
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A espiritualidade é um aspecto dinâmico e intrínseco da humanidade e costuma ser intensa 
no câncer para pacientes, familiares e equipes de saúde. Evidências sobre espiritualidade, 
saúde e cura aumentaram nas últimas décadas. Esse consenso é para os envolvidos no 
cuidado ao paciente oncológico, com conceitos e possíveis estratégias de abordagem da 
espiritualidade, com discussão sobre a relevância, impacto e desafios do cuidado com 
a espiritualidade. O objetivo e a intenção do consenso são destacar a necessidade da 
inclusão da espiritualidade na complexa e delicada trajetória dos pacientes com câncer.
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INTRODUCTION
Science moves forward due to the emergence of 

questions and the search for answers. The encoun-
ter of such answers, whether expected or unpre-
dictable, are consequences of a standardized, clear, 
and reproducible scientific method of investigation. 
Therefore, asking a good question is a crucial step 
in the investigation process and, therefore, revisit-
ing questions that have intrigued the scientific com-
munity for several years, since remote times when 
scientists were known as natural philosophers has 
proved to be an interesting movement in a scientific 
investigation.

Cancer has an increasing prevalence, according 
to recent research data carried out by the Interna-
tional Agency for Research on Cancer (IARC), about 
19.3 million cancer cases with 10 million deaths by 
2020.[1] According to the World Health Organization 
(WHO), one in five people will develop cancer at some 
point in their lives.[2] In Brazil, according to estimates 
by the Instituto Nacional do Cancer (INCA), around 
625,000 new cancer cases (including nonmelanoma 
skin cancer) and approximately 260,000 deaths will 
occur between 2020 and 2022.[3]

The finitude of organic matter is a bitter reality 
in the oncologist’s routine. The cancer phenotype 
gathers knowledge accumulated in the genetic code 
for billions of years, a time when life on Earth was 
mostly unicellular chaos.[4] Cancer cells mechanisms 
of resistance, escape and proliferation are highly 
specialized, becoming fallible when they conquer the 
organism and corrupt the balance of the systems, as 
they end up depleting the host’s forces that provide 
the necessary conditions for the maintenance of life.

The journey of cancer is similar to the journey 
of humanity itself, a constant search for immortali-
ty. The insane game of mutations in search of such 
an objective is the same stimulus that motivates 
the most accomplished human minds. Mankind, as 
a rational species, has the intrinsic need for tran-
scendence in their finite life span. The perception of 
eternity can be experienced through spirituality in 
the form of meditation, religious practices, prayers, 
music, contact with nature, relationships, as well as 
inside the laboratory and in various other situations 
of spiritual contentment.

These exercises and connections with spirituality 
can supply cancer patients with improved quality of 
life and physical health, reinforce trust in the health-
care team, and result in greater adherence and bet-
ter care in the treatment - a recent increase in pub-
lications regarding spirituality and health support 
such findings.[5-7]

What truly motivates scientific research re-
mains a mystery to be revealed. Therefore, the 
question of this review article, developed togeth-
er with intensivists, palliative care specialists, clin-
ical oncologists, and radiation oncologists is to 
demonstrate how spirituality and science associate. 

The construction of the most possible concrete an-
swer to such an abstract and challenging topic will ex-
plore basic concepts, the importance of team training, 
impacts on patient care, in addition to the potential 
protection of the mental health of professionals and 
family members involved in cancer treatment.

As former questions are answered, new ques-
tions arise at the same pace and most scientists 
dedicate part of their lives, whether eternal or not, to 
flirting with the unknown and accepting the limited 
capacity to unravel various obscure points of human 
nature and all that surrounds it.

This review designed to assist all those who par-
ticipate cancer patient care and who seek a more 
tangible explanation for the meaning of our exis-
tence. The authors wish the reader an excellent and 
spiritual read!

MATERIAL AND METHODS
The Brazilian Society of Clinical Oncology Pres-

ident coordinated the Consensus work throughout 
2021. The group was composed of physicians with 
knowledge and activities related to the topic with 
specialists in oncology, palliative care, intensive care, 
radiotherapy, and pain control. This group includ-
ed participants from different areas of the country, 
including the states of Maranhão, Bahia, Rio de Ja-
neiro, São Paulo, and the Rio Grande do Sul. The 
participants constituted work subgroups according 
to the divisions present in this final format. Due to 
the COVID-19 pandemic, the interactions took place 
through virtual and digital means. In a first digital 
meeting, the group established main themes and 
relevant demands related to spirituality in oncology. 
Work subgroups reviewed literature and elaborated 
specific materials with possible discussion by the 
group for adjustments. The group approved the fi-
nal material presented here.  During the Spirituality 
in Oncology session at XXII Congress of the Brazilian 
Society of Clinical Oncology, the Brazilian Society of 
Clinical Oncology President and some participants 
presented and partially discussed the consensus.

CONCEPTS AND DEFINITIONS

Spirituality

Spirituality remains difficult to be defined and 
measured, but there is a general agreement regard-
ing its reference to the connection with a greater re-
ality, capable of offering meaning to our existences 
through religion or, increasingly in Western civiliza-
tions, through meditation, nature, and art. Defini-
tions of spirituality typically merge with other con-
cepts such as religion and psychological well-being, 
especially relationships with other people, purpose 
in life, and sometimes paranormal beliefs. The diver-
sity of concepts has been widely recognized and, for 
some authors, spirituality does not have a clear defi-
nition. Therefore, the term is used imprecisely and 
inconsistently, fluctuating according to religion, cul-
ture, and date, proving challenging to standardize.[8]
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Historically, spirituality was considered a process 
developed within a religious context, with institu-
tions designed to facilitate the practitioner’s spiritu-
alization. Recently, spirituality has been recognized 
in a way that is dissociated from religion, as a distinct 
construction. That is due, in part, to the increasing 
distance of religious institutions’ authority in mod-
ern social life and the emphasis on individualism in 
Western cultures.[9]

Faced with the need to standardize a definition for 
spirituality in palliative care, a palliative and spiritual 
care interdisciplinary group defined spirituality as “a 
dynamic and intrinsic aspect of humanity, through 
which people search for meaning, purpose, transcen-
dence and experience relationships with themselves, 
family members, their community, society, nature, 
and the meaningful or sacred. Spirituality is expressed 
through beliefs, values, traditions, and practices”.[10]

For the Study Group on Spirituality and Cardio-
vascular Medicine (GEMCA) of the Brazilian Society of 
Cardiology, “spirituality is a set of moral, mental and 
emotional values that guide thoughts, behaviors, 
and attitudes in the circumstances of intra- and in-
terpersonal relationships. Added to being motivated 
or not by will and being subject to observation and 
measurement”.[11] It is important to consider spiritu-
ality an intrinsic aspect of humanity, regardless of re-
ligious affiliation, which includes atheists, agnostics, 
or even those with religious affiliation, but without 
observation and practice of it. Both atheists and ag-
nostics, although not believing or doubtful about the 
existence of God, have a form of spirituality based 
on existential philosophy, finding meaning, purpose, 
and fulfillment, for example, in life itself. Spiritu-
ality evokes concerns, compassion, and a sense of 
connection with something greater than ourselves.[12]

Religion
The word religion stems from the Latin term “religio” 

which refers to the rereading (of scriptures), the act 
of (re) connecting, or even re-election (back to a God), 
inferring connections with a deity, other people, or 
with beliefs and values. Although the term religion 
in the past (and in the current theological erudition) 
was used to capture the institutional and individual 
dimensions of experience, contemporary references 
to religion increasingly reflect institutional, social, 
and doctrinal experiences.[9]

Religion is a multidimensional construction 
that includes beliefs, behaviors, dogmas, rituals, 
and ceremonies, and can be performed or prac-
ticed in private or public settings. Nevertheless, in 
some form, resulting from established traditions, 
which have developed, over time, within a commu-
nity. Religion was also conceived to facilitate close-
ness to the transcendent and promote an under-
standing of one’s relationship and responsibility 
regarding others, especially when living in a com-
munity.[13] Religiousness is the depth of an individ-
ual’s belief and, therefore, the intensity with which 
such individual follows and practices a religion. 

It can be organizational (church or temple participa-
tion, or religious services) or nonorganizational, such 
as praying, reading books, or watching religious pro-
grams.

IMPORTANCE
Spirituality is a human necessity considering that 

it represents the individual’s search for connection 
and transcendence. As a structuring element of hu-
man experience, spirituality is potentially linked to the 
maintenance and strengthening of physical, mental, 
and social health. The search for spirituality can be in-
tensified in times of crises, losses, and physiological 
changes, such as pregnancy, aging, and diseases. Spir-
ituality and religiosity are valuable resources used by 
patients in coping with diseases and suffering.

There is a vast amount of evidence demonstrat-
ing a strong relationship between spirituality, re-
ligion, religiosity and health, illness, and healing.[14] 
The majority of the available evidence is often asso-
ciated to health promotion; and therefore, caution is 
necessary for the analysis of causality and its appli-
cability in clinical practice. Publications describe that 
higher levels of spirituality and religiosity are associ-
ated with lower prevalence of smoking, lower alcohol 
consumption, sedentary lifestyle, obesity, diabetes, 
improved nutrition, increased exercise and pharma-
cological adherence, contributing to well-being, and 
health. Mental health studies report that individuals 
with higher spirituality or religiosity are less likely to 
develop depression and anxiety and are associated 
with lower rates of drug abuse and suicide, in addi-
tion to better outcomes in psychiatric treatment.[15] 
Longer longevity and increased survival have also 
been reported.[16]

The WHO definition of “health” is a state of com-
plete physical, mental and social well-being, under-
standing the need for comprehensive patient care. 
Awareness and the provision of adequate spiritual 
and religious support benefit both patients and mul-
tidisciplinary teams, in addition to the healthcare 
system itself. Around 80% of the world’s population 
has some kind of religious affiliation[17] and, as such, 
an individual’s beliefs and ethical values will influ-
ence how one copes with and decides upon adverse 
situations.

The physician’s approach to spirituality may 
strengthen the doctor-patient relationship, trust, 
as well as empathy. It is essential to try to compre-
hend the patient’s beliefs, identify aspects that may 
interfere with healthcare, and assess the individu-
al, family, or social spiritual strength that will allow 
easier coping with the disease. Other important as-
pects encompass: detecting negative feelings that 
may contribute to the illness process or worsening, 
such as sorrow, resentment, lack of forgiveness, and 
ungratefulness. However, and of equal importance, 
attention to positive feelings, such as forgiveness, 
gratitude, and resilience.[18] is imperative, as well as 

the recognition of conflicting situations or spiritual 
suffering that require evaluation and care.
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Still, enforcing a spiritual approach to patient 
care has proved to be somewhat challenging, per-
haps due to prejudice, considering a dissociation 
and a historical competition between science and 
religiosity, as well as a confusion between religiosity 
and spirituality. Other arguments cited in the med-
ical literature are lack of time during consultations, 
fear of exceeding the role of the physician, and lack 
of training.[19] In fact, a study conducted in Brazil 
demonstrated low insertion of spirituality in medical 
curricula and, although medical students recognize 
the importance of the subject, there are large gaps 
in medical school training.[20]

Spirituality in cancer patients

It is important to recognize that we cannot under-
estimate the value of spirituality to cancer patients.
[21,22] In that regard, the first step is to welcome the 
demands of spiritual nature and, if they are not spon-
taneous, demonstrate an active and natural interest 
in the subject, as a manifestation of an active desire 
to familiarize with the patient. The physician inter-
est in spirituality is one of the ways to try to meet 
the potential demands that can be associated with 
formal referrals to chaplaincy, specialists in spiritual 
support, support groups that work with spirituality, 
in addition to encouraging the patient to seek assis-
tance or guidance in his religious community, if be-
longing to one.[23]

Patients diagnosed with cancer experience sever-
al moments of crisis throughout their illness.[24] The 
moment of diagnosis has been reported by patients 
and family members as one of the most traumatic 
from the psychological and existential point of view.
[25] Life-threatening feelings, physical deterioration, 
and the interruption of life projects commonly pro-
mote the need to rethink values and build new foun-
dations. As such, those with a more elaborated spir-
ituality may cope more easily, possibly with greater 
treatment adherence and resilience.

Throughout the course of the disease, different 
physical and psychological deterioration occur. So-
cial and psychological declines tend to accompa-
ny physical decline, while well-being and spiritual 
distress fluctuate with other interferences.[24] In all 
these stages, the healthcare team, as well as patient 
beliefs and spirituality, influence decision-making 
and patient acceptance.[26]

In clinical practice, treatments with varying re-
sponse rates and different toxicities are used, ob-
taining results with different impacts. Therefore, it is 
worth considering that more than 30% of patients ex-
press a desire to discuss spirituality, including man-
ifesting interest in spiritual and religious resources, 
need for guidance in the search for the meaning of 
life, assistance in finding hope, discussing death and 
dying, and attaining peace of mind.[27] Patients report 
a variation between 15 and 50% in approaches to 
spirituality, and, thus, demands might not be prop-
erly met and this valuable resource is neglected.[28]

The OASIS (Oncologists Assisted Spiritual Interven-
tion Study) study showed that, in a patient population 
consisting of 81% of Christians, a 5-minute approach 
to explore spirituality/religion concerns by four on-
cologists of three different religions showed a de-
crease in depression and an improvement in quality 
of life. In this study, 76% of patients considered the 
approach very useful or somehow useful.[29]

In cancer survivors, spirituality is also associat-
ed with an improved quality of life.[30] Patients who 
report having strengthened their beliefs and who 
regard that the cancer diagnosis provided an op-
portunity for growth were shown to have an im-
proved quality of life when compared to those who 
felt resentful and with sequelae of diagnosis and 
treatment.[31,32]

APPROACH

Initial care

Studies have shown that most patients would 
like their physicians to address their spiritual con-
cerns.[33] However, this responsibility is not be-
stowed exclusively upon the medical team; the en-
tire multidisciplinary team involved in patient care 
should be aware of this demand. The chaplain is the 
professional with the greatest expertise regarding 
spiritual care, yet other members of the healthcare 
team may have a minimal general approach.[34]

The multidisciplinary team should have clear 
communication to establish how and who will offer 
spiritual care to each patient and caregiver.[35] Mul-
tidisciplinary meetings are often useful for bringing 
the team together and providing discussions regard-
ing the spiritual aspects of care.

The spiritual approach by the healthcare team 
may include:

•	 The practice of compassionate presence – 
being completely present and watchful for 
their patients, being supportive of all their 
sufferings: physical, emotional, and spiritual;

•	 Active listening to patient’s fears, hopes, pains, 
and dreams;

•	 Obtaining a spiritual history;

•	 Awareness of all dimensions of the patient and 
his/her family members: body, mind, and spirit;

•	 Incorporate attention to spiritual practices, if 
appropriate;

•	 Involve chaplains as members of the multi-
disciplinary team.[36]

WHO describes the professional evaluation of the 
patient’s spiritual suffering, as well as physical and 
psychosocial suffering as an ethical obligation, regard-
less of whether the disease or health condition can be 
cured or not.[37] Furthermore, the American College 
Ethics Manual describes the spiritual approach as an in-
dication of good medical practice in end-of-life care.[38] 
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An important point to be highlighted in spiritual care 
is to avoid proselytizing, that is, the imposition of be-
liefs and values.[39]

Facilitating strategies: questionnaires for spiritual 
anamnesis and approach of religiosity and spirituality

A spiritual anamnesis is a history of beliefs or 
values that explicitly initiates a conversation about 
the role of spirituality and religion in a person’s life. 
It may express as a relationship with God and/or 
with nature, art, music, family, or community. In oth-
er words, it is the gathering of beliefs and values that 
allow the individual a sense of meaning and purpose 
in life.[40]

Many spiritual needs are detected in cancer pa-
tients. In a review article, Lazenby et al. (2018)[41] 
described that meaning, purpose, hope, family and 
social relationships, support with spiritual practic-
es, and specific religious concerns seem to be con-
sistent with spiritual needs. Table 1 enlists some of 
such spiritual needs.

After a question, it is critical to listen to and observe 
the patient’s response, in addition to nonverbal 
communication.[42]

Some open-ended questions can be useful to 
initiate discussions and patient interviews and may 
reveal important spiritual and religious issues.[42] 
Table 2 enlists some examples.

Table 1. Spiritual needs identified in cancer patients.

Finding meaning in the disease experience
Finding hope
Practice and assistance with meditation or personal 
prayer
Relationship with God or something beyond yourself
Finding meaning and purpose in life
Finding meaning in the illness experience
Being connected to God, other people, and nature
Having access to religious and spiritual practices
Having physical, psychological, social, and spiritual 
well-being
Talking about death and dying
Making the best use of your time
Being independent and treated like a normal person
Questioning life's priorities and personal faith

This subject is of extreme importance for critical-
ly ill patients, cancer patients, and/or those reach-
ing the end of life. Addressing patient suffering and 
asking questions that lead patients to think deeply 
about their experience can be oppressive, but can be 
useful when executed with sensitivity. It is important 
to first evaluate whether the patient is willing to initi-
ate conversations regarding spirituality. Establishing 
bonds and trust allows patients to feel more comfort-
able discussing such an intimate topic. It can then be 
helpful to start with an open question to assess pa-
tient comfort with spirituality. Additional discussions 
about spirituality are welcome and open-ended 
questions such as “how”, “what”, “when” or phrases 
like “tell me about” are better accepted than ques-
tions starting with “why” that may come across as 
threatening (for example, “why do you believe that?”). 

Table 2. Examples of spiritual assessment questions 
and interview tools.
What do you see as the purpose of your life now, 
since your body is not allowing you to do everything 
you used to do?
What is helping you cope with the disease?
What hopes and dreams do you have for your future? 
And for your family?
What do you rely on during periods of illness?
Are faith, religion, and spirituality important to you 
during the disease?
Tell me about a time in your life when you faced a 
great challenge. How did you get by? Is this resource 
available to you now?
Do you have someone to talk to about religious subjects?
Would you like to explore religious subjects with someone?
Are you in peace?
What is the importance of spirituality or religion to you?
What is your understanding of how things are now 
with your illness?
What are your hopes (your expectations, your fears) 
for the future?
When thinking about the future, what is most important 
to you?

After an initial screening, a more detailed spiritual 
and religious assessment, in different domains, may 
be performed. There are specific instruments to be 
used in this assessment. Although these instruments 
are often used in the initial evaluation, they should 
also be used throughout the patient’s disease experi-
ence, due to the dynamic characteristic of spirituality.

The Duke University Religion Index (DUREL) 
can be used to approach religiosity. It is validated 
in Portuguese in Brazil and consists of a five-item 
scale that evaluates the following religious dimen-
sions: organizational and nonorganizational reli-
gious activity and intrinsic religiosity. It also briefly 
evaluates the involvement and dedication to the in-
dividual’s religion.[43]

Several tools were developed in order to accurate-
ly evaluate spirituality. In a systematic review aiming 
to verify such tools in the Portuguese language, 20 
instruments were found, most of which were trans-
lated in Brazil and maintained good internal consis-
tency.[44] However, few scales were evaluated for all 
their psychometric qualities.
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In another review that evaluated a total of 2,641 
articles, 25 instruments were included. The authors 
independently evaluated each instrument and those 
better rated in the final analysis were the FICA, SPIR-
ITual History, FAITH, HOPE, and the Royal College of 
Psychiatrists instruments. The use of each instru-
ment should be individualized according to pro-
fessional reality, available time, patient profile, and 
questionnaire settings.[45] Some of which are detailed 
below:

FICA: the FICA tool means Faith, Importance or 
Influence, Community, and Address in Care. It has 
adequate psychometric properties and may be used 
in many clinical conditions. Examples of questions 
to be used with this tool are: “Which spiritual beliefs 
are important to you now? What importance does 
your faith or beliefs have in your life? Are you part of 
a spiritual or religious community? How would you 
like your healthcare provider to use this information 
about your spirituality as they care for you?”

SPIRIT: the SPIRIT tool is used to ask about re-
ligious affiliation and the importance of religion in 
everyday life. In addition, it is used to learn about 
sensitive areas of care and to plan the end-of-life ap-
proach. Each letter has a meaning, i.e.:  S - Spiritual 
belief system/P - Personal (spirituality)/I - Integration 
with a spiritual community/R - Rituals and restric-
tions/I - Implications for medical practice/ T - Termi-
nality (planning).

HOPE: this tool includes questions such as: 
“What do you hold on to during difficult times? What 
gives you internal support in your life? Are you part 
of a religious or spiritual community? Do you have 
any personal practice of spirituality regardless of 
organized religion? Does your current situation af-
fect your ability to do the things that usually help 
you spiritually?”. It is also a mnemonic: H - sources 
of Hope?/O - Organized religion/P - Personal spir-
itual and practices/E - Effects on medical care and 
end-of-life issues.

It is also important to mention the World Health 
Organization (WHO) Quality of Life Spirituality, Reli-
giousness Personal Beliefs (WHOQOL-SRPB) Field-
Test Instrument. It is a 32-item instrument that in-
cludes spiritual strength, meaning in life, admiration, 
connection, spiritual strength, hope, optimism, and 
faith.

A comparative study highlighted some of the 
advantages and disadvantages of such instru-
ments. The FICA tool is validated and concise, in 
addition to having suggestions about how to ap-
proach discussions about spirituality, interface 
with health issues, and how to clarify patient ex-
pectations regarding the role of health profes-
sionals in meeting spiritual needs. Among the po-
tential disadvantages of the FICA tool, the initial 
question, “what is your faith/belief?” may be inter-
preted with considerable religious connotations, 
potentially excluding those with spiritual needs 
who do not identify with any particular religion. 

In addition, since there is no consensus on what 
“to be spiritualized” means, it is not clear how under-
standable is the question “do you consider yourself 
spiritualized?”. Some authors consider this instru-
ment excessively rigid and may limit spontaneity and 
hinder the progress of the medical consultation. It 
also does not explore existential issues of patients 
approaching death, somewhat limiting its applica-
tion in end-of-life care.[46]

The SPIRIT instrument is a mnemonic and, there-
fore, can be easier to approach the subject sequen-
tially and logically, in addition to recognizing the 
differences between religious beliefs when asking 
which beliefs that are important or not to the indi-
vidual. It also addresses the importance of a spiritual 
community, the role that the individual plays within 
such community, and their expectations. Explicitly 
addresses the spiritual and ritual practices that are 
important to the individual. It dedicates more ques-
tions to end-of-life concerns than other spiritual in-
struments, which encourages the patient to commu-
nicate any advanced directives regarding treatment, 
as well as to clarify aspects of care linked to spiritual-
ity at the end of life.

Notwithstanding, it lacks a consistent valida-
tion, also it is lengthy, and has a religious bias as 
it emphasizes religious beliefs, activity, and com-
munity. Not all patients are willing to answer the 
questionnaire, because there are direct questions 
about the extent to which the individual is adherent 
to the practices of his or her religious belief. While 
it is clear that sensitivity and good communication 
skills are prerequisites for the use of any spiritual 
evaluation instrument, it is possible that such direct 
questions may be perceived as threatening to the 
patient at a time when they are vulnerable to belief 
crises.[46]

The HOPE instrument has the advantage of 
being mnemonic and accessible. However, the 
initial avoidance of terms such as “spiritual” and 
“religious” may prevent barriers to further discus-
sion. The authors use “source of hope, strength, 
comfort, and peace” as alternative terms. The tool 
explores the role of these elements in supporting 
the individual in difficult times, clarifying their im-
portance for the present moment. When using the 
phrase “for some people...is this true for you?”, 
the patient may perceive the approach as less 
threatening and intrusive, easing communication 
regarding religious matters and spiritual beliefs. It 
specifically addresses the importance of spiritual 
practices for the individual, investigating tradition-
al religious practices, as well as others, such as the 
role of music and nature. There is also an interface 
between spirituality and health, including end-of-
life needs. However, it lacks validation, and has a 
western cultural bias, especially upon questioning 
“the type of your relationship with God”. This may 
be unintelligible to certain cultures. It is time-con-
suming, as the initial question assumes that a pre-
liminary inquiry has been carried out.[46]
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Considering the evaluations described above, 
here are some important recommendations when 
making a spiritual history:

1.	 Consider spirituality as a potentially import-
ant component of the physical and mental 
well-being.

2.	 Address spirituality during the first clinical 
assessment and continue to address it at fol-
low-up visits, if appropriate. Remember that 
spirituality is dynamic and accompanies the 
individual on his journey, from diagnosis to 
the end-of-life.

3.	 Respect the patient’s privacy regarding spiritual 
beliefs; do not impose your beliefs on others.

4.	 Refer to chaplains, spiritual mentors, or re-
sources related to the patient’s spirituality, if 
appropriate.

5.	 Be aware that your own spiritual beliefs will 
help you personally in your meetings with all 
those you care about, which makes the doctor-
patient relationship more humanistic.[40]

Observations and deliberations

If in the objective field the facts are lost before 
the interpretations, imagine in the dimension of hu-
man subjectivity, with all its reach and unfolding in 
the universe of choices in life. It is possible to do an 
exercise understanding health as a capacity to mobi-
lize internal and external resources to deal with our 
own nature. A nature that has a physical expression, 
that is in constant transformation, transitory, perish-
able, fragile, and finite. There is also human nature, 
which is less tangible, which crosses “long distances” 
on the scale of time, whether through works, mes-
sages, stories, or mysteriously in the eternity of a 
possible immortal soul.

There is indeed a mystery. Even if we reduce, 
model, study and revise that theme, restricting the 
field of observation, there will always be a mystery. 
This is the dimension of spirituality. It is also a reason 
for referring to medicine both science and art. Art 
deals better with mystery. Even the most material-
istic of material individuals will still be able to admit 
the mystery. Spirituality is revealed in the way one 
lives and deals with the most varied forms of life. 
Everyone is together in this process, connected and 
full of opportunities. The way choices are exercised 
encapsulates human spirituality: how looks, phone 
calls, demands, people, the diagnosis, the beginning 
and the end are received. This is how spirituality is 
practiced. There are no bibliographic references; 
it is unique and lived differently by each individual.

Despite the existing controversies and uncertain-
ties regarding outcomes related to spirituality/religion, 
the importance of human capacity and the need to re-
late cannot be denied. The pro-social trait was and is 
a decisive element in its evolutionary process.[47] Spir-
ituality can thus be seen as an expression of nature. 

One element that can justify the different outcomes 
found when comparing spirituality/religion practiced 
in an organization compared to what is practiced on 
an individual level is the powerful effect exerted by the 
group that is established around the individual.[48,49]

A threatening diagnosis such as cancer can cause 
feelings of loss of identity due to the limitations in 
the performance of previously played roles that may 
eventually occur. Recognizing this transitory nature, 
even from a biological point of view, can help to pre-
serve the patient’s identity. Those who have spiritual/
religious beliefs - a secular spirituality or religion - can 
access specific reference points that enable patients 
to recognize their own identity and also rediscover a 
sense of belonging. In that regard, humanism may be 
present among agnostics, atheists, and in all religions, 
being a structural axis in human experience.

When Seligman explains the important elements 
concerning well-being, using the expression PERMA, 
as Positive emotions, Engagement, Relationships, 
Meaning, and Achievements, he is also addressing 
spirituality.[50] Spirituality crosses paths with positive 
psychology,[51] with strong correlations between the 
traits of positive psychology and the level of person-
al spirituality. The sense of belonging takes place 
through established connections and is strongly 
nourished in the field of spirituality/religion.

Addressing spirituality presumes welcoming pa-
tients’ utmost needs, with a solid doctor-patient rela-
tionship construction, and should be understood as 
an expression of care, in order to offer adequate pa-
tient-center care. This construction takes place over 
time, through welcoming and truly attentive listening, 
which empathically considers the patients’ subjective 
experience that comes with such a difficult diagnosis. 
In this regard, it is important patients comprehend 
that they are seen as more than a diagnosis, but also 
as people. Once aware of a welcoming listening, the 
patient will know that he has a professional that will 
support him in times of crisis throughout his journey.

The anamnesis is a starting point in constructing 
a legitimate relationship, as familiarizing with the 
person in all their dimensions is a core element in 
this process. Information related to spirituality/re-
ligion is a component of the anamnesis that must 
be addressed in a natural and fluid way. The use 
of specific instruments to support the collection of 
such information is an important source of support, 
but should preferably be memorized, so it does not 
appear to be part of a standardized and mechani-
cal script. The collection of these data can also occur 
progressively and does not necessarily need to be 
completed in the first meeting.

Once these issues are approached, it is pos-
sible to face a wide spectrum of situations that 
range from patient refusal to approach the theme 
to total openness, including interest of the patient 
in the physicians’ own beliefs, and may also reveal 
guilt, stress, fatalism, and even the identification 
that this theme is not of interest to the patient. 
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Healthcare professionals should identify disposable 
resources, opportunities for supporting deci-
sion-making and treatment options, as well as issues 
that require the involvement of community and fam-
ily members. Conversations that can be interpreted 
as a asking for prescription of a religious/spiritual na-
ture such be approached with caution, even if there 
is an expressed demand on the part of the patient.

The integral care that seeks lenitive actions must 
understand that, besides physical pain, there may be 
emotional, mental, and also spiritual pain or suffer-
ing. The spiritual dimension also requires acceptance 
on behalf of the healthcare professional, especially 
when the patient’s beliefs may interfere with ther-
apeutic choices. An adequate rapport between the 
healthcare team and patient based on trust, hope, 
and the feeling that the patient is known by the phy-
sician can be of upmost assistance.[52]

Chaplaincy

Spiritual support is increasingly recognized as a 
factor related to the quality of care. The term chap-
laincy, well established for over 1,000 years, refers to 
various types of religious/spiritual and pastoral figures, 
regardless of their bonds (volunteering or employee). 
Although it originally refers to a Catholic origin, this 
support does not solely depend on religious beliefs.[53]

In the hospital setting, chaplaincy presents itself 
as a source of spiritual support at a critical moment, 
when the patient’s usual routine is interrupted. For 
patients and family members who have organiza-
tional spiritual practices, chaplaincy can mitigate an 
important gap that occurs with the hospitalization.

Some important factors may be highlighted when 
chaplaincy is offered along with appropriate clinical 
support: greater satisfaction with care, improvement 
in quality of life, reduction of therapeutic obstinacy, 
and greater referrals in end-of-life care programs 
(Hospice), in addition to a reduction in the number 
of deaths in the hospital.[28,33,54,55]

Ideally, the hospital and the entire healthcare 
team should be aware of the identification of unmet 
spiritual demands, so that chaplaincy can be called.

IMPACT AND CARE

Diversity of practices, connections, and mean-
ings - nonreligious practices

As stated previously, spirituality is related to qual-
ity of life and coping in cancer patients.[56] There is 
also a potential regarding the process of perception 
of suffering, coping with adversities, and the devel-
opment of a critical awareness of experiences, en-
abling support and resignification of the processes 
of illness and finitude.[57] Spirituality is a universal hu-
man trait that encompasses different ways of being 
addressed, felt, and experienced, with both religious 
and nonreligious practices.[58] Some nonreligious 
practices will be commented on here.

Meditation is a secular practice associated with 
physiological and cognitive effects in several studies, 
promoting spiritual awareness and transformation.[59,60] 
Eastern and Buddhist traditions have a philosophical 
and moral system that dialogues with existential anx-
ieties.[60] From such traditions arise practices without 
religious bonds, such as mindfulness meditation for 
stress relief and mindfulness-based cognitive therapy, 
as created by Jon Kabat-Zinn.[61] These practices support 
health and may be related to spirituality, for example, 
when working on issues of self-control and reactivity, 
impacting the relationship of the practitioner with peo-
ple and with the world around them. Thus, it allows for 
different experiences of coping with existential ques-
tions and with the impacts of illness and treatment.

Among the Indo-Tibetan traditions, Yoga is an im-
portant health and spiritual practice, using breathing 
(Pranayama) as a possibility for developing physical 
well-being and preparing for deeper meditations. The 
practice allows resilience to stress and the potential 
for a compassionate assessment of suffering.[62] A re-
view of 24 phase II and one phase III clinical trials re-
ported that low-impact Yoga, particularly low-impact 
Hatha Yoga and Restorative Yoga, are feasible and 
safe, and they are useful in the treatment of sleep 
disorders, cancer-related fatigue, cognitive impair-
ment, psychosocial distress, and musculoskeletal 
symptoms in patients receiving chemotherapy and 
radiotherapy, as well as in survivors.[63]

Art is the result of human creativity and is consid-
ered a skill that can be learned by study, practice, and 
observation, working as a means of expression and also 
as stimuli, motivating neuroscience and neuroimaging 
studies.[64] A systematic review on mindfulness-based 
arts interventions with cancer patients, including 13 
studies, eight of which were randomized clinical trials, 
showed a significant benefit on quality of life and psy-
chological and spiritual well-being.[65] Music therapy can 
also be promising and a systematic review with seven 
studies (five randomized) demonstrated association 
with improvement of spirituality, evaluated in four stud-
ies with measures related to spiritual well-being.[66,67]

Another important coping strategy is contact with 
nature. This strategy is highlighted in a Swedish can-
cer patient study and demonstrated two trends for this 
contact: search for spiritual proximity to God or a su-
preme being, and search for natural romanticism. Pos-
sibly, the influence of culture can help to understand 
such trends.[68] Another intervention that has been 
highlighted is animal contact, from pets in general to 
dog therapy, enabling means of connection and spiri-
tual care, especially in hospitalized patients.[66]

It is also important to highlight relationships as 
practices devoid of religious bonds. An Australian 
study evaluated the experiences of spiritual care for pa-
tients and family members and indicated the power of 
relationships for strengthening spirituality from the 
perception of the individual being treated as a per-
son, remembering his/her abilities, and possible con-
versations about what his/her considered important. 
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This study also demonstrated the importance of 
maintaining contact with friends and family, includ-
ing various means of communication and interac-
tion.[66]

Religion and coping

Religion can be defined as the set of practices 
and dogmas performed by a given group, which 
can influence mental health, habits, and addic-
tions, potentially impacting physical health. As 
previously discussed, spirituality is part of and 
contributes to the care of cancer patients and 
religion is a resource and source of support and 
meaning.[5,66,69-72]

However, it is also possible to associate certain 
religious beliefs in an unfavorable way to coping. As 
an example, we highlight the association of the dis-
ease with punishments or the understanding of the 
disease as a consequence of guilt.[70]

The term religious coping can be defined as the 
use of religious strategies to help deal with conflicts 
and stress arising from an adverse situation or cri-
sis, such as illness, treatment, and possible unex-
pected outcomes.[73] Therefore, the use of religion, 
including practices, community support, and scrip-
ture interpretations in search of meaning, can occur 
in a way that favors (positive) or not favors (nega-
tive) coping of both the patient and his/her family 
members. Therefore, coping will have impacts that 
require attention from the multidisciplinary team 
for care.

Communication

Throughout the natural history of the disease, 
cancer patients should be familiarized with the 
terms used by healthcare professionals in order to 
enhance communication, ease alignment of expec-
tations, understand the treatment, and facilitate 
patient care. This process empowers the patient 
to become the main decision-maker and allows an 
adequate assessment of the potential treatments 
offered. Some terms such as healing and hope, mir-
acle and expectation, can dialogue with spirituality. 
Spirituality, besides helping to cope with suffering, 
can sustain empowerment and the construction of 
hope to enable decision making.[57]

It is also worth highlighting the concept of dys-
thanasia, which is the prolongation of the dying 
process. The term is also used for useless treat-
ments that do not bring benefits or modify the 
disease course. Other related terms are therapeu-
tic obstinacy and medical futility.[74] It is import-
ant that the construction of effective communi-
cation gives way to clarification, welcoming, and 
explanation of the subjective meanings of some 
terms, making care objectives and directives more 
approachable with conciliation and less conflict, 
respecting the integrity of the human being with 
its singularity, favoring treatments and dignifying 
care patient care.

Approaching the family

Families of cancer patients are also involved in 
care dynamics and issues related to the natural his-
tory of the disease including practical issues related 
to patient care and support, conflicts, and emotional 
and spiritual suffering. It is important to emphasize 
that this view must include, besides the family mem-
bers, caregivers and those belonging to the sphere 
of patient relationships, who are somehow implicat-
ed in support.[75]

A systematic review published in 2020 highlights 
the strain and burden upon cancer patients. Those 
individuals are involved in the management of mul-
tiple symptoms and various treatment modalities, as 
well as a set of uncertainties that accompanies the 
course of the disease. Among the possible strate-
gies to assist caregivers, psychoeducation and cog-
nitive-behavioral approaches stand out as the main 
interventions. The effectiveness of spiritual interven-
tions is not established due to the limitations of the 
methodology of the included studies.[76]

In a systematic review published in 2012, on 
unmet demands from partners and caregivers of 
people with cancer, spirituality was included among 
the six domains of needs. A common unmet need 
is related to feeling there is hope for the future, be-
sides the spiritual support itself. The review high-
lighted the few studies available on spiritual needs 
involving family members and caregivers of cancer 
patients.[77]

Another review published in 2008 evaluated the 
quality of life of family members and caregivers along 
the course of the disease, revealing the oscillation 
and dynamics of quality of life components, includ-
ing spiritual well-being. The existential questioning 
associated with the diagnosis of cancer may persist 
and accompany family members after the end of 
treatment, especially when patients become cancer 
survivors. In the context of advanced and end-of-life 
disease, the strain of spirituality is shown in studies 
on the impacts of religious coping on quality of life. 
These impacts continue during mourning.[78]

Regarding religiosity, studies show the impor-
tance of understanding the patient family’s meaning 
of religion in both sickness and health with beliefs 
being an important available resource for coping. Re-
ligious symbols throughout the disease and finitude 
are potentially reinterpreted and reused uniquely 
impacting in multiple different ways family spiritual-
ity and coping.[79]

Therefore, attention to caregiver and family spir-
ituality is of upmost importance as it allows a possi-
bility for approaching the burden of demands during 
the disease, as well as the impact of spiritual needs. 
It is worth mentioning that the same ethical and 
communication principles of the patient’s approach 
such be used, with the caution to detecting possible 
conflicts that concern the needs and suffering of the 
patient.
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Healthcare team

Awareness of one’s spirituality impacts directly 
on patient care. It is important to recognize the in-
fluence of one’s uncomfortable feelings and needs 
in response to the perceived suffering of others.[80] 
Moreover, the potential for personal development of 
those who care for people in suffering also occurs 
through the need to come into contact with one’s 
awareness regarding values, beliefs, attitudes, and 
finitude itself.[81]

The religion and spirituality in cancer care study 
showed that healthcare professionals with lower 
spirituality do not wish to receive training on spiri-
tual care. This article discusses the impact of train-
ing for adequate spiritual care through awareness 
of the importance of spiritual care, education for 
the identification of spiritual needs, development of 
competencies that preserve patient autonomy, and 
also reflections about the spirituality of profession-
als themselves.[82]

A Brazilian literature review discusses spiritu-
al care not as a set of interventions, but as an atti-
tude of care, with planning of actions that promote 
well-being and meaning of life. This review highlights 
the importance of spiritual care regardless of the 
healthcare professional’s own beliefs, reinforcing 
that the difficulties related to the professional’s spir-
ituality may interfere with the ability to offer care. 
The interdisciplinary model of spiritual care is also 
discussed, where there is the sharing of responsibil-
ity for spiritual matters among all team members, 
enhancing the scope and quality of spiritual care.[83]

It is understood that approach to spirituality re-
quires empathic communication, suggesting that 
healthcare professionals should not act with criti-
cism when patients’ beliefs and values conflict with 
their own. It is also important to pay attention to the 
limits involved in the actions and functions of health-
care professionals. As an example, we highlight the 
need to differentiate the understanding between 
spiritual concerns from direct counseling and a cer-
tain type of spiritual support to the patient. Some 
situations may strain these limits, for example, when 
patients believe that God (or a higher power) is work-
ing through healthcare professionals.[84]

Also, regarding the attention to function and lim-
its of action, it should be emphasized that spiritual 
care, preferably occurring as a team, comprises from 
access to issues and possible spiritual needs to ap-
propriate referral and support. Anamnesis or spiritu-
al history and the tracking of spiritual needs may be 
performed by any team member, provided that he/
she is aware of the objectives and strategies, build-
ing the appropriate assessment and possible ways 
for the follow-up. Healthcare professionals should 
also be aware of the potential of their issues impact-
ed. Then, the appropriate support occurs with the 
assistance of chaplaincy and/or services and com-
munities related to the patient, considering the par-
ticularities and settings of the moment of care.[85]

Some aspects of the relationship between the 
healthcare professional and patients need to be high-
lighted. The imbalance in this relationship and the loss 
of the patient’s sense of control when facing a severe 
illness can enhance the role and function attribut-
ed by the patient to the healthcare professional. The 
professional has the moral obligation of reliability and 
take actions based on the patient’s best interests, and 
one should never explore the patient’s weakness or 
condition of vulnerability. Thus, it is reinforced that 
proselytizing – the intention of or the action of impos-
ing practices or beliefs on the other – is a violation of 
the trust placed in such relationship and inadequate to 
healthcare professionals. Addressing spirituality does 
not imply finding or suggesting answers to the other’s 
questions, but rather allowing a dialogue in an empa-
thetic way about the spiritual needs of each patient.[81]

In summary, healthcare professionals have the role 
of aiding and caring for the suffering of cancer patients 
at any time in the natural history of their illness. The 
recognition of limits, finitude itself, and impotence in 
the face of irreversibility enables the professionals 
to get closer to spiritual needs and care.[85] This care 
mobilizes its own resources and questioning, and it is 
important to establishment boundaries that allow at-
tention to spiritual needs in a dignified and ethical way, 
with a look at the real demands of patients and family 
members, as well as the healthcare team.

Also, regarding the healthcare team, there is an 
important discussion and reflection about burnout 
and compassion fatigue and the potential of spiritu-
ality to impact these issues.

Burnout is a term that indicates a human reac-
tion to something external, commonly defined as a 
work-related syndrome, characterized as emotional 
exhaustion, depersonalization, and low personal ful-
fillment. It usually occurs in a situation of high demand 
coupled with insufficient resources. It is important 
that burnout is adequately differentiated from other 
mental health disorders that require specific atten-
tion and care, such as major depressive disorder.[86]

Moral injury is a syndrome studied in military pop-
ulations, associated with events such as suicide, de-
pression, anxiety, abuse of psychoactive substances, 
and self-destructive behaviors. It is the result of a vi-
olation or transgression of moral limits, reflecting the 
difficulty in dealing with the imbalance between the 
way certain actions occurred and how they should 
occur. Due to professional dynamic changes, moral 
injury is observed in work environments related to 
healthcare and may be present in high overload situa-
tions. Thus, attention to moral injury is also necessary 
when bringing the discussion about burnout and 
mental well-being in healthcare professionals.[87]

Compassion fatigue is described as a decrease in the 
ability of the healthcare professional for caring due to 
repeated exposure to patient and family member suf-
fering. Among the factors associated with compassion 
fatigue are working conditions, such as professional envi-
ronment, work overload, and the intensity of exposures. 
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These factors should also be present in the dis-
cussions about burnout and the mental health of 
healthcare professionals.[88]

In parallel with the greater presence of spirituality 
in the care proposed by the biopsychosocial model, 
the spirituality of the healthcare professional has 
also been highlighted when discussing possibilities 
of self-care related to the impacts of professional 
practice. Thus, spirituality is related as a means of 
searching for meaning and purpose, besides being a 
component of the construction of one’s identity. It is 
also considered as a potential variable when facing 
situations of high demand and complex care.[89]

The care for people in suffering, common in the 
natural history of cancer, has a potential impact on 
those involved. This impact may affect the quali-
ty of the relationship and the follow-up of patients 
and family members. Here the authors attempt to 
prompt a reflection on the possibility of spirituality 
and the meaning of professional performance as 
coping variables for healthcare professionals when 
facing conflicts and work-related strains.[81]

A study conducted in four cancer centers in the 
United States, with both inpatient and outpatient 
nursing teams from adult and pediatric patients, 
evaluated the presence of burnout and possible vari-
ables related to stress management through ques-
tionnaires. Spirituality was pointed out as the main 
mechanism for dealing with stress, followed by sup-
port among co-workers and religious beliefs.[90]

Another study evaluating healthcare profession-
als involved in the care of people with cancer, in-
cluding medical and nursing teams caring for inpa-
tients and outpatients, evaluated variables related to 
symptoms of burnout and spirituality. Professionals 
with higher religious self-perception had a lower de-
crease in empathy, less depersonalization, and less 
emotional exhaustion in comparison to those with 
lower religious self-perception.[91]

Another literature review published in 2015, on 
the approach to spirituality by medical teams, dis-
cusses the potential impact on aspects related to 
end-of-life care and the greater propensity to burn-
out. Among these aspects, emotional and spiritual 
needs are highlighted. This review emphasizes the 
importance of recognizing that training in spirituality 
communication can benefit teams both in the abil-
ity and quality of care and in the personal spiritual 
growth, that is, in the team self-care.[92]

The process of professional development, in-
cluding the recognition of vulnerabilities and the re-
cording of uncertainties regarding suffering, makes 
it possible to sustain the dynamic construction of 
care practice. Spirituality may configure as a possible 
mean to access and explore these variables intrin-
sic to the care process, and may become a resource 
that, at the same time, preserves the real possibilities 
of action of the professional. Such suggestion also 
allows for powerful care for all individuals involved.

Existential matters and psychotherapy

In the philosophical tradition, the sense is de-
fined by Aristotle as the faculty of feeling and un-
dergoing alterations by the work of external or 
interior factors. Sense includes both the ability to 
receive sensations and awareness of their existence 
(“meaning”). Thus, sense can have a definition that 
brings it closer to meaning, providing, among other 
explanations, the understanding of emotional and 
symbolic meaning.[93]

Illness is associated with a potential search for 
the meaning of suffering. The meaning implied to 
the same event can have, simultaneously, cognitive, 
emotional, physical, and spiritual meanings. The spir-
itual or transcendent meaning may reduce suffering 
through its contextualization in a broader dimension 
and by sharing with others. This experience does not 
need to involve religion.[94]

In a historical context, it is worth mentioning that 
philosophy and psychology are inserted in the his-
tory of the culture of humanity, thus including the 
long-standing questioning about meaning. Psychol-
ogy was proposed as a science at the end of the 19th 
century, but the scientific project of psychology is 
complex, with distinct and plural theoretical-meth-
odological approaches to the human being. Each 
approach contributes with different ways of under-
standing subjectivities and forms of interventions in 
specific fields of action.[95]

Briefly, among the various approaches to clinical 
psychology, three broad categories may be men-
tioned: psychodynamic, behavioral, and existential. 
As for the psychodynamic approach, psychoanaly-
sis can be presented, from Breuer and Freud, and 
Jung’s analytical psychology, aiming to interpret 
latent meanings and unconscious motivations of 
human actions. The behavioral approach focuses 
on the behaviors of the human in his relationship 
with the environment, having Skinner as one of the 
representatives. The existential approach, influ-
enced by the Phenomenology of the 1950s, aims 
to understand human existence and considers the 
meaning of life as a central question, and Carl Rog-
ers and his person-centered therapy as one of the 
representatives.[96,97]

Carl Gustav Jung’s psychodynamic approach 
brings, among other important contributions, the 
psyche as a space of the experience of the numi-
nous, with the numinous term designating a state 
inspired by transcendence. Transcendence for C.G. 
Jung can be conceptualized as a function that deals 
with the union of the conscious and the uncon-
scious contents. This function can occur through 
symbols and has importance in the process of 
individuation of a person. Analytical psychology, 
through the confrontation between meaning and 
lack of meaning, and numinous experiences, en-
ables a process of individuation that is therapeuti-
cally monitored.[98]
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On the other hand, the existential approach in-
cludes, among other references Viktor Frankl, and 
logotherapy. Frankl developed, from observation and 
his own experience in a Nazi concentration camp, 
the questioning of the meaning of life and the pos-
sibility of maintaining inner freedom in conditions of 
extreme dehumanization. Among the fundamental 
concepts discussed by logotherapy are the desire for 
meaning as the primary motivation of an individual’s 
life, frustration, and existential emptiness, and the 
potential of awareness of the human’s responsibility 
in creating a dynamic meaning for his life.[99]

To illustrate the impact of these approaches, two 
randomized studies conducted by William Breitbart 
are of relevance. Breitbart developed meaning-cen-
tered therapy using logotherapy in cancer patients. 
The first study included 90 patients with advanced 
cancer and group meaning-centered psychotherapy. 
The second study included 120 patients with individual 
meaning-centered psychotherapy intervention. Group 
psychotherapy consisted of eight weekly meetings and 
the individual psychotherapy consisted of seven weekly 
meetings, addressing, among other topics, sources of 
meaning, past legacy, and perspective of future legacy 
after death. Both psychotherapies had benefits related 
to spiritual well-being, and the group intervention also 
obtained results related to the improvement of the 
sense of meaning, anxiety, and wish to die, and the 
individual psychotherapy was also associated with 
improving quality of life and stress.[100,101]

In summary, the attention and monitoring of 
spirituality and its existential issues can involve psy-
chology as a science and profession, emphasizing 
the plurality of possible approaches in terms of the-
ories and techniques. Discomfort and the search for 
meaning are potentially exacerbated by the suffer-
ing during the natural history of cancer. The history 
of humanity in philosophy and psychology brings the 
possibility of resources that sustain the possible and 
necessary reflections about human existence.

Cancer survivors – personal growth potential after 
the illness process and treatment.

According to the National Cancer Institute (NCI), 
an individual is considered a cancer survivor from the 
time of diagnosis through the end of his/her life.[102] 

In the United States, the number of cancer survivors 
was approximately three million in 1971, rising ex-
ponentially to 16.9 million in 2019.[103-105] These num-
bers are estimated to exceed 22 million by 2030. This 
increase is attributed to the increased incidence of 
cancer, resulting from an expanding and aging popu-
lation, as well as advances in cancer-specific survival 
due to early detection and treatment.[105]

The patient’s continuum of care after a cancer di-
agnosis represents a period of potentially distressing 
events, when patients first must adapt to a new rou-
tine related to the diagnostic investigation, staging 
tests, and initiation of specific treatments. Among 
cancer survivors, in the United States, the 5-year 
survival rate is found to be more than 67.7%.[106] 

Even among survivors who remain free of cancer 
recurrence, the distress caused by the impacts of a 
cancer diagnosis and the late and long-term effects 
of treatment tend to last long throughout life.

The distress among cancer survivors may result 
from the cancer diagnosis itself, its residual impact 
on the sense of control and/or self-efficacy of survi-
vors, or even from a need not met because of over-
whelming amounts of information. All these factors 
can reduce the quality of life of cancer survivor pa-
tients.[107] Distress can present as fear, sadness, an-
ger, concerns about the future, financial and spiritu-
al concerns, or existential concerns.[108] The intensity 
of patient distress or anguish can range from normal 
fear and sadness to debilitating depression, anxiety, 
social isolation, or spiritual crisis. The National Com-
prehensive Cancer Network (NCCN), National Cancer 
Institute (NCI), and National Consensus Project for 
Quality Palliative Care (NCP) endorse routine assess-
ment and documentation of distress among cancer 
survivors in all healthcare environments, followed by 
appropriate intervention, if necessary.[108-110]

However, although the literature is replete with 
anamnesis guidelines and distress management re-
lated to psychological, social, and physical aspects 
among cancer survivors, the spiritual components of 
the distress have been somewhat overlooked. Phy-
sicians often forget to address spiritual well-being 
among survivors, although this has been identified 
as an important factor in health-related quality of life 
(HRQoL).

Spiritual distress is a broad concept that is not 
necessarily associated with specific religious beliefs, 
practices, or affiliations. As previously mentioned, 
spirituality remains difficult to be defined and mea-
sured with precision, but there is a consensus that 
it refers to a connection with a broader reality that 
gives meaning to a person’s life. It is experienced 
through a religious tradition, or, increasingly, in sec-
ular Western culture, through meditation, nature, 
or art.[111] Some definitions emphasize the differ-
ences between spirituality and religion,[81,112] others 
emphasize their overlapping dimensions,[113] while 
others favor the concept of religion rather than 
spirituality in healthcare research since the latter 
is more difficult to measure accurately. However, 
both religious and nonreligious people may have a 
strong sense of spirituality.[109]

Spiritual well-being has been related to the follow-
ing aspects of HRQoL among cancer survivor patients: 
lower levels of anxiety, good health habits, hope, great-
er life satisfaction, and better psychological adjust-
ment.[114] However, according to a review published 
in 2017, regarding the instruments used to assess 
the needs for supportive care among breast cancer 
survivors, of the 82 tools evaluated, only four (4.8%) 
addressed the spiritual concerns of survivors.[115] 

Another recently published study aimed to evalu-
ate the performance of healthcare professionals by 
self-report in the spiritual care of cancer patients. 



Brazilian Journal of Oncology | VOL 18:e-20220352 | January-December 2022 | http://www.brazilianjournalofoncology.com.br 13

Spirituality in oncology - a consensus by the Brazilian Society of Clinical Oncology
Brazilian Journal of Oncology

Of the 340 participants, 82.1% were women, with a 
mean age of 35 years. In the study, 64.7% were nurs-
es, 17.9% were physicians, and 17.4% were “other” 
healthcare professionals. There was a difference in 
the professionals’ observations about discussing re-
ligion & spirituality (R&S) issues with the patient.

Specifically, nurses asked more often about R&S 
(60.3%) than physicians (41.4%) (p=0.028). In addi-
tion, nurses referred more frequently to chaplaincy 
(71.8%), while physicians and other professionals 
more frequently consulted psychology/psychiatry 
(62.7%, p<0.001). Perceived barriers to discussing 
R&S topics included potentially offensive patients 
(56.5%) and time constraints (47.7%).[116] Therefore, 
raising awareness and training all oncology and pri-
mary care healthcare professionals on the impor-
tance of evaluating the spiritual well-being of cancer 
survivors is essential for providing comprehensive 
care to this population.

Studies have reported a strong association be-
tween spirituality and HRQoL. In a holistic view of hu-
man beings, the anamnesis of spirituality should be 
revisited in every interaction made by the members 
of the multi- or interdisciplinary team, who partici-
pate in the care of cancer patients.[81,117] An increas-
ing number of studies in the cancer scenario have 
shown that most people diagnosed with cancer want 
to use or use spirituality to help them cope with can-
cer diagnosis and treatment, resulting in the possi-
bility of personal growth.[33,118]

A Brazilian study, published in 2013, reported 
that 80% of patients wanted to receive spiritual care, 
and 93% considered spiritual approaches important 
to help cope with the disease. However, only 16% of 
the participants reported having talked about the 
topic with some professional involved in the care.[119] 
A possible explanation for the use of spirituality as 
a mechanism for coping with cancer is the fact that 
spirituality allows patients to assign meaning to their 
illness and elaborate answers to existential questions. 

On that note, Park et al. (2018)[120] described a model 
in which spirituality is fundamental to shaping a 
broader and more global belief structure of a person.

Few studies have compared different strategies 
for assessing spiritual distress followed by interven-
tions among cancer survivors. Therefore, each on-
cology and/or palliative department must discuss 
the best strategy with the entire team involved in 
the development of the survivorship program. The 
Figure 1 is a suggestion for managing spiritual needs 
in the continuum of care of cancer survivors.

Upon approaching and offering spiritual sup-
port for cancer survivors, the lack of data on some 
minority populations is even more pronounced, 
including indigenous people, children, and young 
adults. Nevertheless, it is known that spirituality 
plays an important role in these populations, and 
therefore multidisciplinary teams must develop 
programs flexible and adaptable enough to meet 
the individual circumstances and demands of each 
patient.[121-123]

Spirituality is an important aspect of the journey 
of many cancer survivors around the world. While 
there is still much to be learned, scientific evidence 
is strong enough to demonstrate that researchers, 
physicians, and multidisciplinary teams should be 
aware to the spiritual aspects of cancer survivors’ 
experiences.

CONCLUSIONS AND CHALLENGES
There are several continuing obstacles to be 

faced in oncology. The journey is trying, and strenu-
ous, but also many triumphs along the way. In vari-
ous possible situations, either during treatment with 
curative intent or in those in palliative care, where 
disease cure is not a possibility, along with the sci-
entific advances in medicine, an important challenge 
still remains in applying the aphorism attributed to 
Hippocrates to always comfort and relieve when the 
expectation of remission is no longer feasible.

Figure 1. Spiritual needs pillars in the survivorship care continuum.
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These are moments that, as mentioned in the 
consensus, the exercise and use of the spirituality 
approach during visits should be stimulated, and can 
be carried out naturally, and swiftly.

In the past decades, studies on spirituality, reli-
giosity and their influence on health have been in-
creasing in volume and in quality, stimulating dis-
cussions such as the ones included in this material. 
The challenge is how to encourage debates within 
the academic environment, integrating the subject 
within regular disciplines during the formation of 
the healthcare professional and, consequently, im-
proving research methodology of such a broad and 
simultaneously abstract theme.

Acknowledgment of patients’ faiths, beliefs and 
what brings sense and meaning to life has proven 
to be challenging for oncologists in general. Along 
with, identifying the degree of importance of such 
matters within his life, as well as his doubts and 
spiritual anguish related to the events during the 
treatment and his care. Furthermore, consider-
ation should be given to the impact that spirituality 
has on the decision-making process.

Spirituality can promote a better understanding 
of finitude, support coping with reality, and the 
exercise of autonomy, and quality of life. As stated 
by the writer and expert on human behavior Leo 
Buscaglia, “No one can give what they do not have”, 
thus, healthcare professionals must incorporate 
spirituality into daily practices in order to offer 
adequate ethical and satisfactory spirituality 
to patients, as an ally to the strengthening of 
resilience.

The approach of spirituality by the oncologist 
strengthens the bond with the patient since he un-
derstands that this part of his life is also important 
for the professional. Therefore, as reported, most 
patients would like to be asked about their spiritu-
al concerns, either by the doctor or by other mem-
bers of the healthcare team. Trust and attention 
to patient spiritual needs are value and strength-
en the care relationship. This connection can even 
stimulate the physician to look at himself, turning to 
self-knowledge and elaborating questions about life 
and the good practice of medicine.

The appropriate practice of medicine must be 
consistent with science. However, healthcare pro-
fessionals should also be attentive to not attribute 
magical qualities to spirituality, beyond the current 
scientific data. There is a fine line between reality 
and imagination and such magical qualities of the 
abstract spiritual universe can often be desired by 
both the patient and the multidisciplinary team. As 
such, with a conscious healthcare team regarding 
not only the importance, but also the role of spiritu-
ality patients can be shielded from illusions of alter-
native and unconventional therapies, often of high 
cost, and lacking evidence of efficacy, in addition to 
resulting in physical and emotional exhaustion.

Most of the technical information published re-
garding the benefit of spirituality in cancer patient 
treatment refers to a significant improvement in 
their quality of life, with potential better coping with 
their condition, assurance in both healthcare team 
and in treatment.[124]

Finally, artificial intelligence and machine learn-
ing are being developed within oncology and in 
various other medical specialties. This is perceived 
in the performance of tasks previously done by 
humans, such as image recognition, pathological 
anatomy, standard, genetic and molecular staging, 
shared analysis in databases, and deep learning 
protocols with progressively more accuracy and 
lower margin of error. For this reason, the spiritual 
role in care will become even more necessary for a 
humane interpretation of machine captured data, 
assisting patients, other human beings, to connect 
with its essence and translate the message that ill-
ness carries.

There are many and continuous obstacles to be 
faced in oncology. The most important is to observe 
what becomes as the challenges are overcome.
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