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Abstract

Background: Spiritual care (SC) is an appropriate source for adaptation and coping with disease and life stressors. Although SC
contributes to the quality of life and mental health of clients, there are barriers to the provision of such care.
Objectives: This study aimed to explore barriers to the provision of SC in mental health care centers from the viewpoints of mental
health care provider (MHCP) experts.
Methods: This qualitative study was conducted based on conventional content analysis on 19 participants who were selected from
different groups of MHCPs. The participants were selected by purposive sampling method from December 2019 to December 2020
in Karaj and Tehran, Iran, by considering the maximum diversity. Data were collected through semi-structured interviews with
participants during an average time of 60 min per interview until data saturation. The transcripts of the interviews were analyzed
by qualitative content analysis.
Results: Barriers to SC were obtained in four categories and 10 subcategories. The categories included “SC concept-related barriers”,
“barriers related to MHCPs”, “organizational barriers”, and “barriers related to SC recipients.”
Conclusions: This study demonstrated various barriers to the provision of SC to the clients of health care centers that should be
removed to promote the level and quality of SC.
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1. Background

Spirituality, as one of the important aspects of a holis-
tic approach to health care, can lead to the desired im-
provement of the client’s health (1). This concept is defined
as a dynamic and intrinsic aspect of humanity through
which people seek the meaning, objective, and ultimate
transcendence and experience a relationship with them-
selves, family, others, society, community, nature, and im-
portant or sacred things (2). Spiritual care (SC) is a subjec-
tive and dynamic concept that reflects the uniqueness of
care and integrates all other aspects of care (3). Besides, SC
is a proper source for adaptation and coping with disease
and life stressors. This concept contributes to the promo-
tion of the quality of life and mental health of patients (4-
6). The provision of SC to people with mental health prob-
lems enhances their hope, mitigates depression, and re-
duces suicide attempts (7).

While the majority of health professionals believe that

paying attention to the patient’s spiritual beliefs and pro-
vision of spiritual support can have a positive effect on pa-
tients (8, 9), it is often ignored by them (10, 11). This short-
coming also exists in Iran as a Muslim country where there
should be the opportunity to present SC. Although the his-
torical role of spirituality and religion has been recognized
as a key component of treatment and support by some Ira-
nian historical scientists (e.g., Avicenna and Zakariya al-
Razi), recent studies indicate a low provision level of this
type of care in Iran (12). Some barriers to the provision of
SC hinder meeting the needs of patients (13).

Despite available studies on barriers to SC in various ar-
eas of health care with participants from different mem-
bers of health care providers (HCPs), there are few stud-
ies on barriers to SC in terms of mental health. For in-
stance, a study in the USA examined the barriers to SC pro-
vision among psychiatric nurses. According to this study,
the most common barriers in this regard were the con-
cerns of psychiatric nurses about stimulating or reinforc-
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ing distorted religious or psychotic thought of patients fol-
lowing SC provision, lack of knowledge, and lack of time
(14). Other studies examined SC-related barriers to health
care, specifically in a special group of HCPs. In Iran, a
study on the experiences of oncology nurses about bar-
riers and facilitators affecting SC provision revealed that
attitudinal-behavioral restriction (e.g., insensitivity to SC)
and uncoordinated environments (e.g., lack of funding
and the use of inexperienced people) could prevent SC pro-
vision (15). According to a cross-sectional study in Jordan,
nurses believed that the most common barriers to pro-
viding patients with SC were lack of space for SC provi-
sion, no access to a clergyman, insufficient time, insuffi-
cient skills and competencies, lack of facilities, and reli-
gious/spiritual resources in the hospital, and insufficient
knowledge (16). In another study, the lack of training, con-
cern, or the experience of fear of expressing spirituality as
a taboo were the most important barriers to the practical
integration of spirituality/religion in viewpoints of Amer-
ican social workers (17). In a qualitative study in Australia
and New Zealand, oncology physicians and incurable pa-
tients reported barriers such as the interference of spiri-
tuality concept with religion, the spirituality level of the
presenter, and organizational factors (e.g., inaccessibility
to chaplain), and historical factors (e.g., separation of sci-
ence and spirituality) in medical education (18).

Despite the importance of providing SC to people with
mental health problems, there is no study on the barriers
to the provision of this type of care in Iran.

2. Objectives

The present study aimed to fill the existing knowledge
gap by exploring the barriers to SC provision in mental
health service providers from the viewpoints of different
groups of mental health care providers (MHCPs). Overall,
the qualitative study may pave the road for understanding
the experience of people and the meaning of their experi-
enced events in the context of community culture (19).

3. Methods

3.1. Study Design

This qualitative study was performed using conven-
tional content analysis. The data needed for this purpose
were collected using in-depth interviews with the partici-
pants, without any previous hypotheses (20).

3.2. Research Setting and Participants

This study was conducted in the psychiatric inpatient
wards of teaching hospitals, counseling clinics, and out-
patient psychological services in Tehran and Karaj, two

large Iranian metropolises. To achieve maximum diver-
sity in sampling, participants from different groups of
MHCPs and SC were included in the study by purposive
sampling to better identify barriers to providing SC. Par-
ticipants were selected from those who had the most expe-
rience. Some participants were also recruited to study by
initial participants. The participants were selected among
psychiatrists, psychologists, psychiatric nurses, and reli-
gious counselors of different ages, genders, and work ex-
periences.

Inclusion criteria were at least three years of work ex-
perience as MHCPs or having SC-related studies, and being
a Muslim. There were a total of 19 participants, including
six nurses, six clinical psychologists, five psychiatrists, and
two clergymen. The participants were in the age range of
31 - 68 years (mean 47.68 years) (Table 1).

3.3. Data Collection

Data were collected through semi-structured and in-
depth interviews from December 2019 to December 2020.
The interviews were conducted by the first author, a psychi-
atric nurse with more than 15 years of experience and re-
search experience in spirituality and mental health. Sam-
pling continued until data saturation, i.e., until no new
data were obtained. Each interview lasted 60 min on aver-
age. The time of the interviews was suggested by the par-
ticipants, and they were often done at midday when they
had free time. Interviews were often conducted in the ed-
ucation department of the hospital or the clinic manage-
ment room in a quiet environment away from environ-
mental stimuli. Three participants (No. 3, 9, and 14) were
interviewed twice. The opening questions included, "What
do you do when you encounter the spiritual needs of pa-
tients? Based on your experiences, what are the barriers to
responding to the client’s spiritual needs? These were fol-
lowed by exploratory and follow-up questions for in-depth
interviews, including “What are factors affecting your care
delivery? And Can you explain more?” The interviews were
recorded and then transcribed verbatim.

3.4. Analysis of Data

Data analysis started simultaneously with data collec-
tion using the conventional qualitative content analysis
proposed by Graneheim and Lundman. The first author
was responsible for data analysis under the guidance of the
corresponding author. Before coding, the transcribed text
was read several times to have a general overview of the
text. After that, the meaning units in each transcript were
identified, and the initial codes were assigned. Descriptive
and in-vivo coding was used for initial analysis. The various
codes were compared based on differences and similarities
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Table 1. Characteristics of the Participants

No. Age Sex Type of Participant Degree Position Experience (y)

1 36 Female Psychologist MA Therapist 9

2 31 Female Psychologist MA Therapist 6

3 36 Female Psychologist MA Therapist 8

4 45 Female Psychologist PhD, Assistant Professor Therapist, Researcher 12

5 55 Female Psychologist PhD, Associate Professor Therapist, Researcher 23

6 59 Male Psychologist PhD, Professor Therapist, Researcher, Theoretician 32

7 41 Male Psychiatric nurse MS Nurse 15

8 46 Female Nurse Scholar PhD, Assistant Professor Nurse, Researcher 7

9 57 Male Nurse Scholar PhD, Professor Researcher, Manager 27

10 41 Female Psychiatric nurse MS Nurse, Researcher 16

11 43 Female Psychiatric nurse MS Nurse 17

12 36 Male Nurse BSN Nurse 9

13 49 Male Psychiatrist MD, Assistant Professor Therapist, Researcher, Manager 15

14 48 Male Psychiatrist MD, Assistant Professor Therapist, Researcher 12

15 63 Male Psychiatrist MD, Associate Professor Therapist, Researcher, Manager 28

16 68 Male Psychiatrist MD, Professor Therapist, Researcher, Manager 31

17 47 Female Psychiatrist MD, Assistant Professor Therapist, Researcher 9

18 53 Male Religious/spiritual counselor Clergyman, Assistant Professor Counselor, Researcher 21

19 52 Male Religious/spiritual counselor Clergyman, Assistant Professor Counselor, Researcher, Manager 19

and sorted into 10 tentative subcategories. Afterward, sim-
ilar subcategories were grouped into four categories. Dur-
ing the analysis, categories, subcategories, and codes were
continuously compared with each other. Disagreements
between researchers during a process of reflection and dis-
cussion led to agreement on how to sort the code. Data
were analyzed using MAXQDA version 10 software.

3.5. Data Trustworthiness

In this study, the credibility, dependability, transfer-
ability, confirmability, and authenticity criteria were used
for the scientific accuracy and validity of data. In all inter-
views, the relationships between the objective, questions,
and participants’ answers were reviewed and confirmed
by the research team. We tried to increase the trustworthi-
ness of data by long-time immersing in data and starting
interviews based on the required data. Coding and data
analysis were carried out through peer review by two re-
searchers simultaneously. This was followed by reviewing
the transcripts of the interviews and initial codes by three
participants (member check) to increase the dependabil-
ity of data. Other procedures for enhancing the trustwor-
thiness of the study included the preparation of accurate
reports of the study method, including participants’ char-
acteristics, sampling method, data collection method, re-

search setting, and expression of results along with partic-
ipants’ quotations (20, 21).

4. Results

A total of 748 codes were extracted. According to the
analysis of participants’ answers, the SC barriers were clas-
sified into four categories of “SC concept-related barriers”,
“barriers related to MHCPs”, “organizational barriers”, and
“barriers related to SC recipients” (Box 1), each of which is
described in detail in the following.

4.1. SC Concept-Related Barriers

One of the barriers that can be considered as the cause
of other barriers is the characteristics of the concept of SC,
including "overlap and diversity of spiritual and religious
approaches" and "ambiguity in the meaning and methods
of SC". These two features caused difficulty in SC provision,
and thus, HCPs refused to provide it.

4.1.1. Overlap and Diversity of Spiritual and Religious Ap-
proaches

Participants stated the overlap between spirituality
and religion, as well as the diversity of spiritual and reli-
gious perspectives and approaches, as fundamental barri-
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Box 1. Spiritual Care Barriers in Mental Health Care Settings

Main Categories and Subcategories

SC concept-related barriers

Overlap and diversity of spiritual and religious approaches

Ambiguity in the meaning and methods of SC

Barriers related to MHCPs

Weakness in self-awareness

Lack of support for spirituality

Insufficient competence

Organizational barriers

Non-priority of SC

Lack of resources

Lack of culturally tailored guidelines

Barriers related to SC recipients

Intrapersonal barriers

Interpersonal barriers

ers to SC provision. Regarding the overlap of spirituality
and religion as a barrier, participant No. 9 explained:

“When we see spirituality equal to religion, some peo-
ple whose religious beliefs are not like those of the general
public are pushed to the margin; these groups will be cer-
tainly damaged because we present our activities to the av-
erage community. We have to draw a line between spiritu-
ality and religion. I mean, we should define correctly reli-
gion and spirituality. We have to clarify their interactions
and differences with each other. Unfortunately, this border
is not clear yet.” (A nurse scholar)

4.1.2. Ambiguity in the Meaning and Methods of SC

Participants believed that ambiguity in the meaning
of the concept of SC, as well as in its provision methods,
is among the factors of their confusion. They pointed out
that this ambiguity was also found in the content of SC. For
example, a psychiatrist commented on the ambiguity of
the concept as follows:

"We mainly face a vague issue as we have some com-
pletely secular therapists in psychotherapy who claim to
have a spiritual approach than those who are fundamen-
tally religious. They all have something in common, so we
need to know what we are talking about?” (Participant No.
13)

4.2. Barriers Related to MHCPs

One of the categories extracted from the participants’
answers was the barriers related to MHCPs. Data analy-
sis revealed that “poor self-awareness”, “lack of support for
SC”, and “insufficient competence for SC” were among the

barriers to the provision of appropriate SC by MHCPs from
the viewpoints of some participants.

4.2.1. Weakness in Self-awareness

According to the participants’ views, their lack of anal-
ysis of their behaviors and poor self-awareness, as well as
their unresolved spiritual distress, are factors that prevent
SC provision. About the spiritual distress, participant No.
2, a clinical psychologist, stated that:

“I have not yet resolved my spiritual distress. We also
have conflicts that have not been resolved for ourselves. We
do not know the meaning of our own lives and doubt our
spiritual beliefs; this is itself a barrier.”

4.2.2. Lack of Support for Spirituality

Another subcategory of barriers related to MHCPs was
the lack of professionals’ support for SC, which included
dealing with spirituality from a positivist perspective, con-
sidering spirituality as pseudoscience, believing that spir-
itual problems are caused by mental disorders, and in-
significant consideration of clients’ spiritual needs. The
following are two quotes from this subcategory:

“An important part of the academic opposition to spir-
ituality is that they judge spirituality from a positivist per-
spective. From this viewpoint, when you say that prayer as
a spiritual act causes lower stress, spirituality is not differ-
ent from activities like exercise. This is because they show
that just as prayer can bring relaxation, exercise can do the
same and may even have a greater effect than prayer, while
we cannot test all aspects of spirituality with experimental
tools.” (Participant No. 14, a psychiatrist)

“Some of our colleagues believe that the spiritual is-
sues raised by patients to be rooted in illness and men-
tal disorders and say that spiritual struggles also subside
with medication and treatment of mental disorders ...
In fact, it is right that this person is not depressed now
by taking medication, but the meaning of his/her life is
not yet solved by medicine ...” (Participant No. 18, a reli-
gious/spiritual counselor)

4.2.3. Insufficient Competence

Almost all participants pointed out the inadequate
competence of MHCPs in SC provision as a deficiency in
assessing spiritual needs, communicating with the client,
answering the client’s spiritual questions and concerns,
implementing spiritual interventions, and various spiri-
tual intervention approaches. Concerning the inadequate
competence of MHCPs in assessing clients’ spiritual needs,
participant No. 3 said:

“Clients themselves do not clearly ask for their spir-
itual issues, and it is the therapist who has to look into
them. Now, I do not know what questions I should use to
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assess the patient’s spirituality; that’s why spirituality is of-
ten overlooked.” (A psychologist)

Another participant also commented on the lack of
knowledge about SC approaches as follows:

“Spiritual interventions have different methods such
as yoga, self-awareness, religion-based or spiritually inte-
grated psychotherapy. Nurses, psychiatrists, and psycholo-
gists are not very familiar with these and often use the way
they know, not the way that suits the patient.” (Participant
No. 4, a psychologist)

4.3. Organizational Barriers

Participants believed that some barriers to SC provi-
sion were related to organizations. They mentioned the
shortage of resources, the non-priority of SC in organiza-
tional planning, and the absence of a culturally appropri-
ate SC guideline to be among these barriers.

4.3.1. Non-priority of SC

Some of the participants suggested the non-priority of
SC provision in the relevant institution. These included
lack of an action plan for SC implementation, lack of in-
dicators for SC provision in accreditation and quality im-
provement, the absence of tariffs for SC providers, and
paying less attention to the educational needs of HCPs in
terms of SC. About the lack of SC provision criteria in ac-
creditation and quality improvement, a nurse participant
commented:

“There is no place at all in the quality care delivery sys-
tem to offer spiritual care to patients, and the indicators of
this care are not clear. I, as a nurse, consider this as an un-
necessary task that I may do if I have the time to do.” (Par-
ticipant No. 10)

Another participant noted the lack of an action plan to
implement SC:

“The management of an organization must devote part
of its action plan to the promotion of spiritual care. We
have almost no special spiritual care program in any cen-
ter.” (Participant No. 8, a nurse scholar)

4.3.2. Lack of Resources

Most of the participants mentioned the lack of re-
sources, such as lack of resource allocation, workforce
shortage, and lack of physical space necessary to provide
SC and perform the religious duties of the clients as barri-
ers to SC. Regarding the lack of workforce, participant No.
12 explained:

“Another factor is that we do not have enough time for
this care, as we are in nursing shortage. Possibly a nurse
would like to teach others a few things he/she has learned
in this field, but he/she gets so tired in the ward and so tan-
gled in the routine task that is exhausted.” (A nurse)

About the lack of physical space to provide SC, one of
the participants stated that:

“Spiritual intervention does not work with one or two
sessions, and these people need regular follow-ups. Un-
luckily, there is no physical space to work in hospitals and
medical centers... The patient who comes for a visit has to
wait until the afternoon. As lots of patients arrive at the
hospital early in the morning, they can no longer wait un-
til the evening.” (Participant No. 1, a psychologist)

4.3.3. Lack of Culturally Tailored Guidelines

The last subcategory in organizational barriers was the
lack of culturally tailored guidelines. Participants also
noted the hazy scope of responsibilities and job descrip-
tions of different groups of MHCPs in SC provision. The fol-
lowing is one quotes from participants:

“We have not yet been able to make a clear framework
for spiritual interventions in mental health. No guideline
and protocol are matching our state and our patients.”
(Participant No. 15, a psychiatrist)

4.4. Barriers Related to SC Recipients

The fourth category is barriers related to SC recipients
that do not directly hinder SC implementation but indi-
rectly affect SC provision. This finding was obtained based
on two subcategories.

4.4.1. Intrapersonal Barriers

Some participants mentioned some barriers of intrap-
ersonal origin related to SC recipients, including the sever-
ity of mental disorders, nihilistic beliefs of SC recipients,
and their opposition to spirituality because of attributing
problems to religion and God. The following is one quotes
from this subcategory:

“One of the challenges we have with some clients is
that they experience a sense of futility because they see the
world too empty. They have no vision of the future, do not
believe in the afterlife at all, and have no spiritual experi-
ence. I think spirituality interventions cannot help these
people, even though they have a lot of problems about it.”
(Participant No. 5, a psychologist)

4.4.2. Interpersonal Barriers

Some participants indicated barriers of interpersonal
origin related to SC recipients, including experiencing
moral injury and poor socioeconomic status of clients. In
this regard, one participant noted that:

“People who have experienced multiple moral injuries
and have changed their attitudes toward people, the
world, and even religious people hardly respond to spiri-
tual interventions. These people have deep spiritual strug-
gles.” (Participant No. 17, a psychiatrist)
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5. Discussion

This qualitative study aimed at explaining and describ-
ing the barriers to SC provision to clients of mental health
care centers. The results demonstrated that SC provision
barriers fall into four main categories: (1) SC concept-
related barriers, (2) barriers related to MHCPs, (3) organi-
zational barriers, and (4) barriers related to SC recipients.

One of the main barriers to SC provision mentioned by
most of the participants was those related to the concept
of SC. The overlap and diversity of spiritual and religious
approaches, on the one hand, and the ambiguity in the def-
inition and method of SC provision, on the other hand, are
the two factors that obscure the concept of SC and restrict
its implementation. In line with this finding, Hvidt et al.
studied the identification, organization, and prioritization
of SC experiences and perceptions in researchers, students,
and clinical therapists. They found that an unclear defini-
tion of SC was a reason for the low implementation of this
care (22). Likewise, Holmes found that ambiguity in the
definitions of spirituality and religion and the multiplicity
of SC provision models confused SC providers in the hos-
pital from the perspectives of managers, policymakers, re-
searchers, and professors (23).

The ambiguity in defining spirituality as a complex and
multifaceted concept seems to be a major challenge. Al-
though spirituality and religion are associated historically
with medical issues, researchers have failed to provide a
single definition for them (24), which is a barrier to SC. In
this respect, it is difficult to define and study spirituality
and find practical models to integrate it into health care in
Iran as a country with an Islamic context (25). However, the
use of spirituality in health services requires understand-
ing and defining it precisely and determining its relation-
ship with health and wellness (26, 27).

The second finding was barriers related to poor self-
awareness of MHCPs in SC provision. Poor self-awareness
and unresolved spiritual distress of SC providers are the
other barriers to SC provision. Consistent with these re-
sults, Bar-Sela et al. found that self-awareness and one’s
communication with personal spirituality were the keys
factor influencing SC provision (28). Therefore, HCPs can
practice and improve their spiritual self-awareness and
awareness of their fears and lack of knowledge to increase
their spirituality and become sensitive to the spiritual
needs of clients and their families and integrate SC into
clinical care (29, 30).

Another aspect of the barriers related to MHCPs was
the lack of support for spirituality. Koren and Papamid-
itriou also stated that support and a positive attitude to-
ward spirituality were important factors in SC provision
(31). Another study found that physicians and nurses who
described themselves as less spiritual were less likely to
participate in spirituality training courses (32). Although

HCPs were found to have a positive attitude toward SC due
to the existence of religious foundations in the heart of Ira-
nian society, they do not support it in practice (33). The rea-
son for the lack of support for SC from our participants may
be related to another aspect of barriers related to MHCPs,
namely inadequate competence. In Iran, Zakaria Kiaei et
al. revealed low competence in SC among the important
barriers to providing this type of care (12). Musa et al. and
Bar-Sela et al. conducted a cross-sectional study on Egyp-
tian nurses and a study on physicians and nurses in Central
Asian countries, respectively. According to their results,
lack of education, knowledge, and competence included
some barriers to SC provision (16, 28). The authors believe
that a reason for the inadequate competence of Iranian
MHCPs in SC provision may be the lack of standard and ad-
equate education in educational courses or in-service ed-
ucation thereafter and low motivation toward their spe-
cialty profession.

The third category of the findings was the organiza-
tional barriers as non-priority of SC and lack of resources.
Selman et al. conducted a qualitative study examining
the experiences and research priorities in an international
sample of patients with life-limiting disease and their care-
givers in nine countries. They found that the non-priority
of SC was one of the barriers to its implementation (2).
Holmes studied the viewpoints of stakeholders (i.e., man-
agers, policymakers, researchers, and professors) on the
role of SC in Australian hospitals and mentioned the lack
of resources, budgets, and priorities of decision-makers in
the organization as barriers to SC implementation (23). In
a qualitative study, Holyoke and Stephenson confirmed the
importance of organizational support for SC implementa-
tion and reported that SC required at least nine organiza-
tional principles and practices (34).

Another dimension of organizational barriers to SC
provision is the unavailability of culturally tailored guide-
lines. A qualitative study by Narayanasamy and Owens on
determining the spiritual needs of patients and nurses’ re-
sponses revealed the ambiguous definition of the concept
of spirituality and the role of nurses concerning SC. They
also observed that nurses respond to it with different ap-
proaches, the SC approach was largely unsystematic and
provided accidentally in a personal and intuitive manner
(35). Rushton also considers the lack of guidelines among
the barriers to the use of SC by nurses (36). Lack of guide-
lines, the unclear scope of caregivers’ duties, and lack of
role transparency in various mental health disciplines are
barriers to providing SC (37).

The last category of findings is barriers related to SC
recipients in the form of barriers with intrapersonal and
interpersonal origins. Regarding the interpersonal bar-
riers for SC recipients, a qualitative study and interview
with psychologists indicated that one of the barriers to us-
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ing spirituality and religion in treatment was client resis-
tance as the desired treatment by a fellow therapist, feel-
ings of guilt in seeking treatment based on religious be-
liefs, or passivity in making decisions for treatment (38).
In another qualitative study in Taiwan, physicians and
nurses stated that the patient’s emotional, physical, and
social conditions, especially impaired consciousness, were
among the major challenges to effective SC provision to
patients (39). Contrary to this finding of our study, an-
other study revealed that clients with acute conditions, es-
pecially depression, were more inclined to spiritual inter-
ventions (40).

Altogether, this study is valuable in terms of some as-
pects. First, given the importance of SC in mental disor-
ders, a few studies on spirituality in mental health have ex-
amined the barriers to SC provision from the viewpoints of
MHCPs. Second, the use of a qualitative approach in this
study could reveal more deeply the participants’ experi-
ences about SC provision to the clients of mental health
centers. The third one is the participation of various health
care professionals in the study. As denoted in articles with
multidisciplinary authorship or those in which intervie-
wees were participants from different professional groups,
SC should be implemented by several members of the
health care team (41).

5.1. Conclusions

The findings of this study demonstrated that four cate-
gories of barriers (i.e., “SC concept-related barriers”, “barri-
ers related to MHCPs”, “organizational barriers”, and “bar-
riers related to SC recipients”) disrupt the provision of SC
to clients of health care centers. Our findings highlight the
need for a multilevel and comprehensive approach to ad-
dress the multiple barriers to SC provision in the health
care system. The authors believe that the most important
barriers to SC provision in mental health care centers are
ambiguity in understanding the concept of SC and the use
of different approaches in SC provision. Therefore, it is sug-
gested that a clearer definition of SC be provided based on
the spiritual needs of patients receiving health services,
considering the predominant cultural and religious con-
text (Islam) in Iran. A culturally tailored guideline with
qualitative, quantitative, and Delphi studies, with the con-
sensus of experts, should be prepared for the coherent pro-
vision of SC. It is also suggested to pay special attention to
developing upstream policies, allocating the required re-
sources for SC, and developing indicators to evaluate the
use of guidelines in the accreditation process of the health
care system. The SC courses should also be included in
the curriculum to the universities, and MHCPs should be
trained with ongoing education. In this way, MHCPs will
achieve adequate competence in the assessment of and re-
sponding to the spiritual needs of their clients. Although

this study suffers from limitations due to its implementa-
tion in a specific cultural and religious context, it can be
generalized to and used in similar communities and con-
texts.
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