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ABSTRACT 
Addressing spirituality is part of holistic care. Spirituality is hard to define and may be confused with 
religion. Thus, it may be neglected by practitioners in mental health care. This study explores the 
views of mental health practitioners about approaches to spirituality in their practice and the 
perceived utility of the concepts of 'Spiritually Competent Practice' and 'Availability and 
Vulnerability' for integrating spirituality into practice. It confirms the need for more education in this 
area and suggests ways to include spirituality in Mental Health Care. Survey responses were 
gathered from 104 clinical staff within a mental health trust (8% response rate) in 2018. Thirteen 
participants were also interviewed. Data were analysed thematically using template analysis with 
NVivo software. Participants identified that they wanted to integrate spirituality into practice and 
found the concepts of Spiritually Competent Practice and Availability and Vulnerability useful. 
Spiritually Competent Practice enabled practitioners to be clearer about addressing spirituality in 
practice; embracing Availability and Vulnerability enabled truly holistic care to be offered. These 
concepts provided ways of understanding the conditions and personal qualities helpful in providing 
spiritual care to mental health service users. Implications for practice are that Spiritually Competent 
Practice and Availability and Vulnerability may be helpful concepts in integrating spirituality into 
practice in mental health care. 
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Introduction 

Person-centred approaches to care are widely accepted as important in health care 

(McCormack and McCance 2017, WHO 2015). The modern philosophical roots of person-

centred practice lie in the ideas of Martin Buber, who argued that there were two different 

ways of approaching people and things: the I-It mode and the I-Thou mode (Smith 1937; 

Kaufmann 1996). The I-It mode, corresponding to the reductionist approach of conventional 

science, can be identified with Swinton’s (2012) neo-Kantian concept of nomothetic (rule-

based) knowledge. The I-Thou mode is the mode of personal relationship aligned with 

Swinton’s idiographic (experiential) knowledge.  

Person-centred care also draws on biopsychosocial and holistic care models. The 

biopsychosocial model (Engel 1980) recognised a hierarchy of interactive systems in and 

beyond the person. Holistic care embraces ‘the whole person through the integration of 

physiological, psychological, socio-cultural, developmental and spiritual dimensions' 



(McCormack and McCance 2017: 58). Addressing spiritual needs of service users is thus a 

vital aspect of person-centred care.  

Research has shown that spirituality is important to service users but is not often 

addressed in clinical practice, and that the term spirituality can be confused with religion 

(Ellis and Campbell 2004; Holmes et al 2006; Rogers 2016). A large UK study of nurses 

found that, whilst nurses were interested in spirituality and spiritual care, they felt they 

needed more guidance and support in this role (McSherry and Jamieson 2011). Swinton 

(2001) argued that spirituality was a forgotten dimension of mental health care.  

In response to this problem, a multi-disciplinary group of researchers have developed 

a concept of Spiritually Competent Practice (SCP) (Wattis et al 2017). SCP strives to 

rehabilitate the place of spiritual care in person-centred, holistic care through an emphasis on 

personal and relational qualities as well as spiritual care competencies and appropriate 

opportunities in the healthcare environment. An Availability and Vulnerability (A and V) 

framework (Rogers 2016, Rogers et al 2019b) has also been proposed to suggest ways to 

develop the personal and relational qualities to enable SCP. This qualitative study explored 

whether mental health practitioners in England found the concept of SCP, and the A and V 

framework, useful in helping them to deliver person-centred and holistic care. 

 

 

Background 

Spirituality has, historically, been central to the development of concepts of person-centred 

care, which have drawn on Buber’s I-Thou approach. In the mid-20th century, Tournier, a 

Swiss general practitioner, argued for a Médecine de la Personne and his philosophical 

underpinnings have been traced to Buber’s Hasidic existentialist concepts (Cox and Gray 

2013). Client-centred therapy (Rogers 1957), later renamed person-centred therapy, 

originated in the same period and Rogers also had links to Buber (Anderson and Cissna 

1997). Rogers argued for three core conditions in the therapeutic relationship that were 

related to successful outcomes in psychotherapy: empathy, non-possessive warmth and 

congruence. Kirshenbaum and Jourdan’s (2005) review of the history of person-centred 

therapy (incorporating reviews based on empirical and experiential studies as well as expert 

opinion) provided evidence for the importance of the core conditions and, more broadly, for 

the importance of the therapeutic relationship. Kitwood (1997), in developing person-centred 

care for people with dementia, argued that personhood was undermined by impersonal care 

and explicitly traced the roots of his concepts to Buber who argued that 'Extended, the lines 

of relationship intersect in the eternal you' (Kaufmann, 1996: 123). Kitwood (1997:8) argued 

strongly for the importance of discourses of ‘transcendence’ and ‘a very powerful sense, held 

in almost every cultural setting, that being-in-itself is sacred’, citing Christianity, Buddhism 

and other ‘non-theistic spiritual paths’, even asserting that secular humanism saw ‘the 

ultimate as personal’.  

Integrating spirituality in clinical practice is hampered by several things. First, 

spirituality is a ‘slippery concept’ that is not easy to define, teach or investigate (Swinton 

2001). There are many definitions of spirituality in healthcare from Hill and Pargament’s 

(2003) assertion that spirituality is characterised by the ‘search for the sacred’ to Clarke’s 

(2013) definition which referred to spiritualty as providing a method for finding hope, 

meaning and purpose, and simply ‘being human’. An online survey of 100 multidisciplinary 

health care educators in the UK found that, whilst 90% of the 29 respondents believed that 

spirituality was relevant to healthcare education and 50% thought it was integral to teaching 

and learning, only 17% thought was integrated into curricula (Prentis et alet al 2014). In 

practice, Swinton (2010) argued for a ‘thin, vague and useful understanding of spirituality’.  



Second, the biomedical model challenged by Engel (1977) focuses on logical 

positivist methods of investigation, which have yielded enormous benefits for the technical 

aspects of health care but are not well suited to the investigation of topics like experience and 

spirituality.  

Third, despite its spiritual roots, person-centred care has begun to be seen increasingly 

from the perspective of a consumer-oriented model. NHS England (2019) has now relabelled 

person-centred care as personalised care, which emphasises shared decision-making, patient 

choice and self-managed care, rather than centring the relationship between practitioner and 

the person needing healthcare. However, the professional interest in person-centred care 

including spiritual issues, particularly in mental health and end of life care has continued 

(Cook et al 2009; Gordon et al 2011; Cobb et al 2012). Public policy on spirituality has 

gradually evolved (Rumbold et al 2012), but educational responses to this development have 

been slow and patchy (Puchalski et al 2012) and practitioners report a lack of guidance in this 

area (McSherry and Jamieson 2011).  

SCP has been developed in response to recognition that spirituality is an important 

part of person-centred care, and that there are currently barriers preventing practitioners from 

integrating spirituality into care. SCP requires spiritual competencies (van Leeuwen and 

Cusveller, 2004; McSherry et al 2020), personal qualities (compassionate engagement) and 

opportunity in the workplace for the practitioner to exercise these competencies and qualities 

(Wattis et al 2017:3). Initially developed from an observational study in occupational therapy 

(Jones 2016), SCP has been adapted to apply more widely to healthcare workers (Wattis et al 

2017:3). The description used in this study can be found in Figure 1.  

 

[Figure 1 about here, please] 

 

Rogers (2016) developed the additional concept of Availability and Vulnerability as a 

framework for enhancing and expressing the personal qualities of compassionate 

engagement.  

The current study begins to explore the usefulness of SCP and A and V in mental 

health practice. It is a small step towards developing wider use of these concepts in healthcare 

and we hoped it would help us refine and understand our ideas, and help the participants to 

develop their own ideas and practice. 

 

 

Aims 

The aim of this study was to begin to explore the views of a multidisciplinary group of 

mental healthcare professionals relating to spirituality in practice and the utility of the 

concepts of SCP and A and V in implementing spirituality in their practice.  

 

 

Methods 

The initial survey data were collected in 2018. Our sampling technique involved taking one 

large mental health trust in the North of England as a case study and inviting the entire 

population of interest in that trust (all clinicians) to participate. The survey was circulated to 

the whole target population using the ‘Online Surveys’ system (formerly Bristol online 

survey). The survey included a description of SCP. Participants were invited to give short 

written responses to four open questions which asked: how they would define spirituality; 

what their views were on the description of SCP; whether they integrated SCP into their 

clinical work; and whether they had any concerns about SCP. The survey also included a 



quantitative element, the results of which are reported elsewhere (Rogers et al 2019a). This 

included Likert scales to measure spirituality in both everyday life and in practice, plus 

questions designed to explore how respondents viewed the relationship between spirituality 

and religion and whether spiritual issues had featured in their education. 

Respondents to the survey were asked to volunteer to participate in interviews. An 

information sheet was provided to those who volunteered and full informed consent was 

obtained in advance of the interviews and confirmed at interview. A semi-structured 

interview guide was used. Interviewees were provided with a reminder of the description of 

SCP and the A and V framework (see Figure 1) and given time to consider them. The 

interview explored participants’ personal views on spirituality, including the relationship of 

spirituality to religion; the participants’ own personal approach to spirituality (if any); and 

their approach to spirituality at work. They were asked about their views on SCP and its 

relevance in clinical practice; and how the concepts of A and V resonated with their 

experience in practice. Finally, participants were asked about other ideas that might be useful 

in improving the approach to spirituality in practice. The interviews were audio-recorded and 

professionally transcribed. All transcripts were anonymised. 

 

[Table 1 about here please] 

 

A preliminary thematic analysis of the written answers to the questionnaire was performed by 

three authors (MR, RM and RB), with further discussion and analysis within the team. The 

interview transcripts were initially analysed by JW using template analysis (King and Brooks 

2017), using N-Vivo software. Template analysis is a flexible style of thematic analysis 

appropriate to our philosophical stance of limited realism. It is largely inductive in its 

reasoning but does allow for some a priori themes to be explored (and abandoned if not 

relevant). After initial familiarisation with all the transcripts, three transcripts were 

thematically analysed to develop a preliminary template. The preliminary template was then 

applied to further groups of interviews over several iterations until a draft of the final 

template was arrived at. This template was discussed and agreed with other members of the 

team before it was re-applied to all the interview transcripts. The team also agreed that the 

themes were similar to those emerging from the written answers and that the same final 

template could be applied to them. The only exception to this was the analysis of participants’ 

views of the A and V framework, which was only covered in the interviews. Throughout the 

analysis, the philosophical underpinning was one of limited realism, combining a realist 

ontology with a constructivist epistemology (King and Brooks 2017: 18).  

The study was approved by the University Research Ethics Panel. NHS Integrated 

Research Application System Management approval was also obtained from the participating 

NHS Trust. 

 

 

Results 

104 mental health practitioners responded to the survey (approximately 8% of the target 

population). Their professional and demographic characteristics broadly corresponded to the 

characteristics of the entire clinical staff group. The final survey sample was: 

• Two thirds female 

• Aged 22-64 

• From both acute and community services 

• From a variety of roles, including nursing, occupational therapist, health care 

assistant, psychologist, psychiatry, social work, counselling and more. 



 

Thirteen clinicians participated in interviews. Interview participants’ personal 

religious/spiritual beliefs and other characteristics are briefly summarised in Table 1. The 

occupational backgrounds of the interviewees were reasonably representative of the overall 

sample.  

The higher-level themes were generated from the interview schedule, while the sub-

themes emerged from the data An additional theme, the need for further education in this 

area, was generated largely from participants responses to probes for “any other 

ideas/thoughts around spirituality in clinical practice”.  

 

[Table 2 about here] 

 

The quotations are coded as P1-13 for the individual participants and SR (survey response) 

for written answers. 

 

1. Ideas about spirituality: 

 

1.1 Complexity and subjectivity of spirituality 

Spirituality was seen as a subjective concept with a variety of meanings. 

So, it’s about the person as a whole, and it’s about their beliefs and their expectations and 

about how they want to live their life. [P10] 

A personal belief that means very different things to different people. [SR] 

Spirituality was thought to be both inward looking, but also transcendental; to do with 

connecting and being part of a greater whole: 

A belief that a person is more than a sum of their parts and that there is more to life than the 

material. [SR] 

It is a true inner quality of a person. [SR] 

Connection with others and the world (universe)… [SR] 

Some participants linked spirituality to self-integration, ethics and relationships: 

Perception of, and integration of, self, ethics, behaviours and attitude towards self, others and 

wider systems. [SR] 

A few, however, felt spirituality was not a useful term: 

…it's not a useful term for me. It's too vague, based on personal preferences. [SR] 

 

1.2 Spirituality and Religion 

Views concerning the relationship of spirituality to faith or religion differed. They were seen 

as overlapping or even interchangeable: 

… they are often interchangeable. In a way I would say that spirituality is what one is left 

with as one’s own belief system and perception. I think that religion is the framework that we 

call how we set those things up and how we operate within them. [P1] 

I think there is an overlap between religion and spirituality. For me, I think, spirituality 

brings more freedom. Whereas my experience of a religion has been more structured ‘You 

must do this. You must do that. You can’t do this. You can’t do that’. [P2] 

 

1.3 Spirituality, (Religion) and mental disorder 



A few interviewees commented that religious or spiritual beliefs or experiences could also be 

symptoms of mental disorder: 

Obsessions with religion. [P9] 

‘Support people in their spiritual beliefs’ as long as not delusional or mixed up in 

hallucination. [P11] 

 

2 Spirituality in practice: 

 

2.1 Indirect Approaches 

Approaches to spirituality in practice were by indirect communication and careful listening: 

I never talk about it directly to people. It comes across in how I am as a person… 

 [P12]  

 Asking about values a person has and what gives meaning to their life and asking about 

goals. [SR] 

2.2 Being There (Presence) 

Participants focused on the importance of personal presence with the service user: 

 

I think that the place of this is that we utilise ourselves, whether we agree or see, or whether 

we like it or not, we are working with people interpersonally. [P1] 

My most important work with service users is just being there. [P7] 

2.3 Working with a person’s own beliefs/religion 

A non-judgemental approach was advocated and links were seen between person-centred care 

and respect for spirituality: 

Try not to judge and make assumptions; try not to ‘impose’ own ideas onto others… [SR] 

Within person-centred care…linking people's feelings about their stories, their faith and 

creating a full picture of the person and how they find or have lost meaning in their lives. 

[SR] 

The importance of wider cultural and community connections was recognised: 

 

Supporting people to return or to find their place within their community. [SR] 

  Social inclusion around their interests and aspirations. [SR] 

 

3 Views on the description of Spiritually Competent Practice: 

 

3.1 Generally Positive 

Participants were largely enthusiastic about SCP: 

I actually really like that. I really like it as a statement and it should be how we all practise. 

[P13] 

I totally agree with it [SCP description] … and particularly what I like about this is, contrary 

to what I’ve been speaking about, is that it pushes it on to… and shines a spotlight on the 

other person a bit more than perhaps I have … [P1] 

SCP was seen as an aid to understanding and clarifying the discussion of spirituality in the 

context of mental health care, especially identifying the distinction between spirituality and 

religion: 



…the SCP definition has made me more aware of what spirituality encompasses and how it 

relates to practice. [SR] 

I think referring to SCP in these terms is less threatening. Many practitioners have had a bad 

experience within a denominational religion and prefer not to work within this remit as a 

result. [SR] 

 

3.2 Some reservations 

There were some reservations: 

I don’t see myself as providing people with a sense of [meaning and purpose] I see myself as 

helping them to find what it means for them…. [P2] 

You could cross out the word ‘Spiritually’ and just leave it saying ‘Competent Practice’. So 

you could cross out both of those words, and perhaps put ‘Good’. [P8] 

These included specific issues for mental health practice: 

See, for some people, they wouldn’t experience a sense of wellbeing in their community… 

you’d hope they would, but that’s not always their experience. So, for example, if you work 

with a paedophile… within their living community, they might not experience that. [P2] 

… we work with a lot of people with substance misuse issues who… who tend to hang out with 

similar people. And the drug taking is important for them… they get a sense of well-being, 

they get a community, and they obviously see it as a way of addressing their problem, and I 

was thinking ‘with that definition…. how would that work with such a client group [P4] 

Some people questioned the relationship of SCP to cultural/religious awareness: 

There seems to have been a subtle shift in the definition of spirituality here, which hints at 

cultural/religious awareness, which for me are different from spirituality. [SR]  

 

3.3 Incorporation into practice 

SCP was seen as already practised by some services: 

It reflects the approach we take in the engagement with our clients and should continue to 

develop. [SR] 

We work holistically with our clients and spirituality is very important. We listen to and 

respond to the deepest values and meanings by which people live and do not impose our own 

values. [SR] 

However, it was not recognised in all teams with some confusion between spirituality and 

religion: 

We really have no 'SPC' [sic] officially or even any training towards, so any spirituality we 

bring to the workplace is our own. [SR] 

I can't say it is ever mentioned except on the legally required assessment forms. [which asks 

about religion rather than spirituality] [SR] 

  

3.4 Facilitators and obstacles to SCP 

Working in a team which acknowledged the importance of spiritual issues and sympathetic 

supervision facilitated SCP: 

We have group discussions all the time, within the team. We also have management 

supervision, we have personal supervision. [P3] 

Better education was also seen as a possible facilitator (see Theme 5, below). Service 

constraints and the management culture in an over-stretched service presented obstacles to 

SCP with pressure to treat religion and spirituality as a ‘tick-box’ exercise: 



Management is focussed on targets and funding. And my focus is on the care of the client and 

working with them. But there is nothing in between. [P2] 

My main concern is that the service within which we work… is far more interested in saving 

money and through-put of clients than in meeting their spiritual and holistic needs. [SR] 

The risk of confusion between spirituality and religion or spirituality and culture was 

recognised together with the importance of distinguishing between them: 

Spirituality competent practice should not be used to mean cultural awareness or awareness 

of religious beliefs. There is culture and diversity training for that. [SR] 

…there is a generally held misunderstanding that 'spiritual' is akin to 'religious', and 

therefore to be avoided. [SR] 

Some noted a prejudice against discussion of religion or spiritual issues. One participant 

reported that on a course: 

… we spoke about religion and [a younger participant] said ‘No… Stay away from that’. [P6] 

There was some concern about the perceived lack of an ‘evidence base’ for SCP and its 

effectiveness. Also, there was a concern about the possible danger that spirituality could be 

seen as an alternative ‘treatment’ rather than as a part of holistic care: 

It concerns me that spiritually competent practice is not evidence based or effective… [SR] 

Uncertainty about discussing spiritual matters. That spirituality is mistakenly seen as an 

alternative, rather than an addition to, medical and other forms of conventional care. [SR] 

 

4. Availability and Vulnerability Framework 

 

4.1 Generally positive 

Interview responses to the A and V framework were generally positive with parallels to 

person-centred care offered: 

They basically highlight things which I have always considered to be absolutely essential to 

good practice … don’t view them with any scepticism because I have seen it work and I have 

seen the value and I have had it play out for me. [P1]  

… if I think about my particular area of practice which is dementia care and we look at 

seminal works in dementia care… Tom Kitwood etc., then… it’s… in some ways, it can be 

restating the same kind of ideas… [P8] 

Some saw the A and V framework as more practical to use than the concept of SCP: 

… with the [A and V] framework… that’s a lot easier for me to get through [than the 

description of SCP] – even though it’s longer… you know with the availability bit which 

comes next and that is easier for me to take in, because it’s bullet points. [P11] 

 

4.2 Availability 

Different aspects of availability (as outlined in Figure 1) were highlighted by participants: 

Yes. I really like the availability. And I suppose if I deconstruct it a little… for me… When I 

offer my care, and my concern, I also offer challenge. [P2] 

I try to work towards the first one… self-reflective and self-accepting. Yes. Be available to 

develop and practise response to the needs of the community. [P10]  

One interviewee, however, expressed a reservation about Having enough time to do all of 

that! (P13) 

 



4.3 Vulnerability 

Different interviewees highlighted different aspects of this sub-theme: 

There is an acknowledgement there that we can make mistakes and that’s OK and that there 

is a way out of that… [P1] 

[‘To be willing to be challenged’] … ‘and questioned’… Yes. Yes… So… I think this is 

beautiful… so I don’t know if it would make an impact on managers. How do we bring in this 

framework into our client practice… If people won’t accept this… We need something that 

like this for people to sit up, think about: ‘Oh! The Clients!’ You know… Not the clients as 

targets… And… err… meeting the funding requirements, but the clients… err… caring for 

them. [P2] 

Advocacy was seen as a useful aspect of vulnerability: 

I think we must advocate because…umm… we can’t not take on a position of real or 

perceived influence, if not power, without taking on some responsibility with that… I think it’s 

actually a duty. I think it’s a much wider human duty, if not an ethical duty, to protect people 

who can’t protect themselves. That doesn’t mean that we have to rescue, but I think that we 

have to help… if we can. [P1] 

We advocate… I advocate for my people all the time. I fight tooth and nail… I get myself in 

trouble all the time… I’ve done it. I’ve questioned authority and been told off for it as well… 

[P3] 

One interviewee related the impact of personal experience of vulnerability: 

 

…it's [personal experience of vulnerability] improved my practice… [P3]  

 

4.4 Relevance to SCP 

Most participants viewed the A and V framework as helpful for SCP: 

Well. I think, [A and V framework is useful for SCP] very, actually. Because I think it covers 

everything it needs… [P11] 

I think it will. It would be nice for people to take time out and go through this… and go 

through it… and… as you say, reflect. It would give them something to really think about. 

[P7] 

Only one participant expressed reservations: 

But if you’re trying to bring it into some kind of practice and for spiritual competency, say, 

‘you can practise being more vulnerable’… I just don’t think so really. [P4] 

 

5. Other ideas/thoughts 

 

5.1  Requests for more education and training in spiritual aspects of care 

This theme emerged without any prompts specifically about education. Over half of the 

participants raised this issue. One nurse, whose education had centred on basic themes of 

physical, intellectual, spiritual, social and emotional needs, thought spirituality should still be 

incorporated from the start of vocational education: 

 

I think it starts with students, I have to say. I do. I really do. I think it starts that early. I think 

it needs that learning process for students. It needs to start at the beginning. You know… as it 

did for me. Because then it becomes part of every day. [P11]  

 

She also saw spirituality as a thread that should be running through training: 



…so there should be a thread through the training that’s already there… I don’t think it does 

at the moment… we don’t have that thread running through our practice at the moment. In 

order to integrate it… [P11] 

Others suggested specific educational initiatives with concerns about how ‘space’ could be 

found for this: 

 I wonder if there was a workshop. An in-house workshop? … Like a CPD event. 

Interestingly, in our team we don’t talk about religion or spirituality. But then, we don’t have 

a lot of time to talk because we are focussed… you know… on the targets. [P2] 

I wonder… where the space is to learn and to reflect on spirituality. … I think … away days 

are good for stuff like this. [P9] 

…whether you can incorporate this framework in the whole of the health scene… in the whole 

of education, to be there all the time. That would be more productive… [P5] 

Similar concerns were raised in survey responses. 

I don't have much training so am probably not aware enough/not very ‘spiritually competent’. 

[SR] 

I do not feel that staff are… suitably trained or have access to such training in the trust. [SR] 

 

 

Discussion 

Although the response rate for the survey was low (8%), respondents represented a good 

cross section of frontline clinical staff in terms of demographic characteristics and clinical 

roles. A potential weakness of a sample based on participants’ volunteering to take part is that 

results may be skewed towards those with a particular interest in the subject. However, the 

quantitative results did not suggest they were particularly biased for or against spirituality in 

everyday life or in practice. Furthermore, the qualitative responses highlighted aspects of the 

definition of spirituality that are well-rehearsed, suggesting external reliability. For example, 

spirituality was seem as 'a way of life' and a 'source of meaning', which largely corresponds 

to the definition Cook et al (2009:4) garnered from the alcoholism literature. The importance 

of personal presence and just being there with the person were stressed. These reflect the 

core conditions of congruence and unconditional positive regard and empathic 

understanding identified by Rogers (1957) and subsequently verified by research over many 

years (Kirschenbaum and Jourdan 2005). The recognition of spirituality as ‘a way of life’ 

rather than something other-worldly chimes with the views of health care educators that 

spirituality is a practical concern in the here and now (Prentis et al 2014). 

The concept of SCP was well-received. It was helpful in emphasising the distinction 

between spirituality and religion. Some participants, but not all, felt their service effectively 

practised in this way. There were reservations about the mention of cultural appropriateness, 

which some felt to be a distinct issue. There was also some concern about overlap with other 

issues but we feel that the description of SCP emphasises the need to recognise that human 

beings are ‘meaning-making’ individuals and this aspect of how we construct our life stories 

needs to be recognised (Rogers and Beres 2017). There are overlaps with the concept of 

eudaimonic well-being in humanistic psychology (Ryan and Deci 2001) which is also 

concerned with meaning and purpose in life (and self-actualisation).  

Participants expressed other reservations about the description of SCP. One did not 

see herself as providing meaning and purpose but as helping people find it for themselves. 

We agree that the wording in our description should be changed from ‘providing’ to ‘helping 

people find’. There were specific problems about working in mental health, including the 



possibility that some experiences (e.g. delusions or obsessions) could themselves be 

symptomatic of mental health issues, and potential issues of service-users connecting with 

communities that may be unhelpful to them, such as groups involved in paedophilia or 

substance abuse. These reservations suggest the need to qualify our description of SCP 

making it clear that the practitioner’s role is facilitative and emphasising that connections 

with social groups need to be appropriate to the person’s condition. One participant liked the 

description of SCP but questioned whether the term spirituality was necessary suggesting that 

it could simply be described as ‘good practice’. Whilst we are sympathetic to this notion, we 

believe that retaining the term ‘spiritually’ encourages a focus on aspects of person-centred, 

holistic care that are most often neglected.  

Other concerns were largely about the importance of distinguishing spirituality from 

religion and not imposing personal beliefs; an issue voiced elsewhere (Prentis et al 2014). 

Respondents recognised that the description of SCP helped in this area. There was also 

concern about lack of an ‘evidence-base’. We suggest this may be due to the tendency of the 

‘bio-medical model’ to downplay the importance of relationship factors which have, in fact, 

been well evidenced by Rogers (1957) and his successors (Kirschenbaum and Jourdan 2005). 

Data from the quantitative and qualitative analysis identified issues about perceived 

lack of training in this area. There is research into the practicalities of filling this gap 

(Puchalski et al 2012; Smothers et al, 2019). Ali et al (2018) have stressed the importance of 

paying attention to ontological and phenomenological issues to provide authenticity and 

congruence in care-giving approaches. This is related to the ‘compassionate engagement’ 

component of SCP and A and V provides a framework that supports this kind of approach. 

Carlin et al. (2012:444) wrote about ‘professional formation’ being needed, alongside the 

acquisition of cognitive and technical skills to ensure that physicians were prepared to lead 

lives of compassion and service. This is equally important for other healthcare disciplines.  

Concerns about service constraints also reflect other research. Jones (2010) has 

explored the importance of psychological as well as physical time in nursing. This is linked to 

the concept of ‘presence’ (being there, being with) in nursing philosophy and practice. Our 

participants recognised the importance of a supportive team and management culture and the 

need for appropriate education and professional development to facilitate SCP. 

The overall A and V framework was generally liked, with participants recognising the 

link to person-centred care, as described in dementia care by Kitwood (1997). The 

importance of availability, including specific components (e.g. self-acceptance and being 

welcoming), was recognised. Being welcoming has been recognised independently through 

the ‘Hello My Name Is’ campaign (Granger 2019). Vulnerability is a topic approached with 

caution because of negative connotations; but in this study vulnerability (as described within 

the framework) was welcomed, especially the acceptance that anyone can make mistakes and 

should be open to challenge. The willingness of interviewees, when appropriate, to make 

themselves vulnerable by acting as advocates and supporting the people they were working 

with against ‘authority’ suggests a basic respect for those people, with some similarities to 

Rogers’s (1957) unconditional positive regard.  

 

 

Conclusion 

Participants made positive connections between spirituality and person-centred care. They 

generally found the description of SCP helpful, especially in distinguishing between 

spirituality and religion. Several participants held reservations about the applicability of some 

of its terms to people with mental health problems. The participants generally welcomed the 

A and V framework and found its more practical orientation to be helpful in grounding SCP 



in practice. Obstacles to SCP included the lack of relevant education and some aspects of task 

and target-centred management culture. 

Although our sample was small, and potentially skewed towards those interested in 

spirituality, the combination of correlation with findings of other research on spirituality, plus 

a broad spread of opinions on spirituality in the accompanying quantitative survey (Rogers et 

al 2019a), indicate our findings are potentially useful in offering understanding of 

practitioners' views.  

To further explore the themes identified, additional study is needed. Our next planned 

study was to explore the views of service users, but this has been interrupted by the COVID-

19 pandemic. We would then like to expand our research to other organisations and 

ultimately other areas of practice.  

These preliminary findings, however, suggest that Spiritually Competent Practice and 

Availability and Vulnerability are potentially useful tools to help practitioners engage in truly 

holistic, person-centred care. They help restore the emphasis on the person-to-person 

relationship in person-centred care and provide a way of restoring the spiritual component to 

holistic care. They emphasise the need for spiritual competencies, personal qualities and a 

management culture that facilitates personal engagement. The findings are an antidote to the 

over-emphasis on reductive concepts of ‘evidence-based’ care and provide a framework for 

understanding and putting into practice an often-neglected aspect of interpersonal care. 

Development of educational approaches to enable practitioners to sustain compassionate 

motivation in the face of time pressures and task/target-focused management is needed. SCP 

and A and V may be useful tools in this effort. Ultimately a change in management style may 

also be necessary. 
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Figure 1. Information provided to participants  

 

The following definition of Spiritually Competent Practice was provided to interview and survey participants. 

Spiritually competent practice involves compassionate engagement with the whole person as a unique human being, in ways which will 

provide them with a sense of meaning and purpose, where appropriate connecting or reconnecting with a community where they 

experience a sense of wellbeing, addressing suffering and developing coping strategies to improve their quality of life. This includes the 

practitioner accepting a person’s beliefs and values, whether they are religious in foundation or not, and practising with cultural 

competency. (Wattis et al., 2017 p3) 

The following definition of Availability and Vulnerability was provided to interview participants. 

Availability: 

• To be available to ourselves; continuing as a practitioner to be self-reflective and self-accepting, embracing spirituality (broadly defined 
as understanding of one’s meaning, purpose and direction in life) as key to our inner journey. 

• To be welcoming to those in our care, offering time, acceptance and understanding whilst being truly present and listening attentively. 

• To offer care and concern for those in our care through active participation creating a safe place to tell their story as it is. 

• To be available to develop professional practice in response to the needs of the community and those in our care. 

Vulnerability: 

• To be teachable; accepting the vulnerability of our role and the reality that within our work we will never ‘know all’. 

• To be willing to embrace accountability, engaging in supervision, and reflection.  Being willing to admit mistakes and being receptive to 
constructive criticism. To be willing to share uncertainty with those in our care and act in a way which is open, honest and transparent 
working within personal and professional limitations. 

• To be willing to be an advocate for those in our care. If necessary questioning authority, being honest and truthful with the best 
interests of those in our care at heart. 

• To be vulnerable and authentic in the approach to those in our care. 

• To be willing to be challenged and questioned without defensiveness (Rogers 2016) 



Table 1. Characteristics of interviewees. 

Identifier Gender Age Job Personal Spirituality 

P1 M 48 Child and Adolescent nurse lead Acknowledges higher power inclined 
toward Buddhism and yoga 

P2 F 57 Counsellor Practises mindfulness 

P3 M 52 Learning Disabilities Nurse Christian 

P4 M 57 Physiotherapist/manager Spiritual person 

P5 M 55 Child and Adolescent Consultant 
Psychiatrist  

Personal spirituality 

P6 F 48 Cognitive Behavioural Therapist Personal spirituality +, concept of 'higher 
power', not religious 

P7 M 49 Health Care Assistant Church of England – very committed 

P8 M 54 Advanced Nurse Practitioner older 
people 

Secular 

P9 F 30 Assistant Psychologist autism  Secular, atheist, 

P10 F 61 Social Worker Christian in belief  

P11 F 50 Community Psychiatric Nurse  Not religious but spiritual 

P12 F 49 Social Worker Early Intervention 
psychosis team 

Spiritual not religious 

P13 F 36 Child and Adolescent practitioner Not religious but believes there is ‘more 
to life than just this’ 

(Numerical identifiers have been given to maintain anonymity.) 

 

 

Table 2. Themes and sub-themes 

 
Theme Sub-themes 

1. Ideas about spirituality 
 

1.1 Complexity of the concept 
1.2 Spirituality and religion 
1.3 Spirituality, religion and mental disorder 

2. Spirituality in practice 
 

2.1 Indirect approaches 
2.2 Being there (‘presence’) 
2.3 Working with client’s own beliefs/religion 

3. Views on the concept of Spiritually 
Competent Practice 

 

3.1 Generally positive 
3.2 Some reservations 
3.3 Incorporation in practice 
3.4 Facilitators and obstacles 

4. Views on Availability and Vulnerability 4.1 Generally positive 
4.2 Availability 
4.3 Vulnerability 
4.4 Relevance to SCP 

5. Need for education in spiritual 
approaches 

 

 


