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Abstract
Background  Spirituality and religion play an important role in many people’s lives. While healthcare professionals 
support people from a diverse range of backgrounds, cultures and belief systems, these dimensions are often missing 
from assessments and care plans. Using the lens of nursing and midwifery students and academic teaching staff, 
this study sought to explore how the concepts of spirituality and religion could be better incorporated into nursing 
and midwifery teaching programmes, while acting as a possible conduit for exploring the richness of diversity and 
inclusion.

Methods  An explanatory sequential multi-methods study, to include an online survey (n = 114 responses) and focus 
groups (n = 11 participants). Quantitative data were analysed using descriptive statistics and qualitative data were 
analysed using reflexive thematic analysis. Integration of the quantitative and qualitative data was achieved through a 
pillar integration process.

Results  The concept of spirituality was viewed as predominately positive, something personal to individuals and 
linked to how people make sense of their place in the world. Religion was seen as a connectedness to a community 
with common beliefs and a shared identity. However, the rules and regulations associated with religion, were 
perceived by some respondents as leading to intolerance and the exclusion of others. Overall, participants believed 
that greater awareness of spirituality and religion could help people to be more aware and to be more welcoming 
of diversity leading to greater inclusion. Participants believed that these concepts should be included in teaching 
programmes and integrated with clinical practice.

Conclusions  Students and clinical practitioners should be encouraged to increase their knowledge and awareness 
towards spiritual and religious issues. This awareness may begin with students and clinical practitioners reflecting on 
their own beliefs and values enabling them to be more sensitive to and respond to the beliefs and values of others. 
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Background
Despite the ongoing focus on person-centred care [1], 
the role of spirituality continues to be missing from many 
healthcare assessments and care plans. Austin and col-
leagues [2] highlight that when healthcare professionals 
recognise and address the spiritual needs of those who 
are ill, the quality of care delivered is enriched. Along-
side this reality, health and social care professionals work 
within what can be described as a post secular world,3 
engaging in supporting people from a diverse range 
of backgrounds, cultures and belief systems [4]. This 
requires clinicians to be welcoming and mindfully inclu-
sive of each individual and their family members, with 
their unique lived experience and world view [5]. 

The term ‘spirit’ originates from the Latin ‘spiritus’, 
meaning ‘breath’ or ‘that which brings life’.6 Therefore, 
spirituality may be defined as anything that breathes 
meaning into a person’s life, giving meaning to their exis-
tence. Buber [7] contended that each person engages 
with life in and through their relationships with other 
people, life events, and beliefs and values. Frankl [8] 
asserted that every human being is driven by a conscious 
or unconscious desire to find a meaning in life; a belief 
in someone, or something that is worth striving for. In 
a similar way to Buber [7], Frankl [8] maintained that a 
core part of this meaning is found through relationships 
with family and friends, through engaging with life, and 
through belief in a higher being or beings. For Buber [7] 
and Frankl [8], these key relationships and the continuing 
search for meaning are present in every person and are at 
the heart of what it means to be spiritual [6]. 

More recently, Cobb and colleagues [9] referred to spir-
ituality as something that gives meaning and purpose to 
one’s life. While Johnson and Walker [10] described spiri-
tuality as a universal search for meaning and purpose in 
life, Lalani [11] refers to spirituality as those often-hidden 
values which are closely linked to a person’s beliefs, their 
culture and how they view the world. This insights sug-
gest that spirituality is part of the essence of who each 
person is as a human being and is therefore integral to 
health and social care practice.

Intertwined with spirituality, the concept of religion 
and the expression of a diverse range of religious prac-
tices and religious cultures, play an important and mean-
ingful role in this broader notion of spirituality and how 
this might be expressed within health and social care [3, 
12]. Through formal and informal religious practices, 

beliefs and rituals, many people living with illness find 
great comfort, solace and meaning through their religion 
and being connected within a shared culture and com-
munity of fellow believers [13]. 

The World Health Organization (WHO) emphasises 
the importance of health care that moves beyond a bio-
medical view of health and illness, to one that sees health 
as a resource for living which includes the notion of spiri-
tuality, while recognising the diversity that exists [14]. 
Similarly, this is recognised by the International Council 
of Nurses [15], who clearly state that nurses must engage 
with and respond to the patients’ spiritual needs, which 
may or may not include a religious component. Although 
recognised by the WHO as an essential domain of health 
and social care [14] and core to nursing care, [15] spiri-
tual care is still one of the most neglected components 
of the healthcare system [11]. There is a requirement for 
healthcare training programmes to move towards a more 
inclusive and engaging curriculum, which recognises and 
includes the rich and global perspectives on health and 
illness that exists [16, 17]. This requires a more inclu-
sive training programme that prepares practitioners, to 
respond to the world of diversity that exists [3]. 

Stanford [16] and Stonehouse [17] clearly state that 
every individual in health care has the right to be treated 
fairly and with dignity and respect, regardless of their 
age, gender, ethnic origin, sexual preference, economic 
status or religious beliefs (or non-beliefs). This aligns to 
the principles and values set out by the WHO [18]. This 
requires all health and social care professionals to be pre-
pared, and willing to engage with the rich and diverse 
world in which health and social care is delivered [19] 
and to recognise the need for greater inclusion [5]. 

The notion of equity is based on fairness [16, 17]. In 
health and social care this means equal opportunities 
for every person in need, [19] requiring professionals to 
recognise and respond to people’s diverse needs and val-
ues [19]. Inclusion is based on the belief that all people 
in society are entitled to share in society’s benefits and 
resources [24]. In relation to health and social care, this 
means that all people should feel welcome to live as part 
of their communities, and benefit from the facilities that 
some people in society may take for granted [20]. Inclu-
sivity requires recognising those who experience being 
marginalised and, in some cases, ostracised from some 
health and social care services and support [19, 20] 
Diversity requires health and social care professionals to 

Insights gained by this study may be valuable to healthcare educators and policymakers highlighting the need for 
greater awareness of spirituality and religion in health and social care training.

Clinical trial number  N/A.
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both recognise and to celebrate that differences do exist, 
which are not seen as a threat, but as enriching society 
as a whole [20]. Diversity also recognises the common 
needs that unite people in society, including the need for 
good health and social care support [21]. 

Building on previous research [22] and using the lens 
of nursing and midwifery students and academic nursing 
and midwifery teaching and research staff, the aim of this 
study was to explore how the concepts of spirituality and 
religion could be better incorporated into nursing and 
midwifery teaching programmes, while acting as a pos-
sible conduit for exploring the richness of diversity and 
inclusion. The study objectives were to investigate staff 
and students’:

(1)	 Individual beliefs regarding spirituality and/or 
religion,

(2)	 Perceptions of spiritualty and religion amongst 
nursing and midwifery students and academic staff, 
and how this might impact on engaging with diverse 
beliefs and values.

(3)	 Perceptions of how best spirituality or religion 
can be incorporated into nursing and midwifery 
teaching programmes.

Methods
This was an explanatory sequential multi-methods study 
[23]. An online survey was completed by nursing and 
midwifery students and academic staff to explore their 
views, beliefs and values regarding spirituality, religion 
and diversity and the relevance and importance to clini-
cal practice and the curricula. Online focus groups were 
then completed after the survey data was analysed to 
expand on these findings. Adopting a multi-methods 
design was considered appropriate to enable complemen-
tarity and expansion of data, with both quantitative and 
qualitative components given equal weighting for this 
study [24]. 

Setting
This was an online study conducted between December 
2022 and March 2023 within one higher education set-
ting in the UK. Eligible individuals were invited via email 
from a relevant department administrator to take part in 
the study.

Participants
Individuals were relevant for inclusion if they were 
enrolled on a pre-registration or post-registration nurs-
ing and midwifery programme at the institution at the 
time of the study. This included individuals who were 
enrolled on any postgraduate research pathways, such 
as a PhD or MPhil. This wide sample was chosen as they 
either provide direct care and support to people who 

access health and social care perspectives (pre-and-
post registration students), or they may have conducted 
research with the same populations and may have addi-
tional insights to offer. Academic members of staff with 
clinical, educational or research responsibilities related to 
nursing and midwifery at the same institution were also 
eligible for inclusion to the study. This sample was chosen 
as they either provide teaching within the institution, or 
they may have conducted research with students or peo-
ple who access health and social care services regarding 
spirituality and may have additional insights to offer.

Sampling
Convenience sampling techniques were used to identify 
eligible individuals. It was the authors intention to obtain 
a minimum of 80 survey responses to get a sense of the 
topic.

Recruitment
Survey
An invitation email was circulated to eligible nursing and 
midwifery students and academic staff within the institu-
tion in December, week 1, 2022. The email provided indi-
viduals with a participant information sheet informing 
them about the purpose of the study, what participation 
would involve, the risks of participation, how the data 
would be used in the study and who to contact (the third 
author [JRH]) regarding any queries or concerns about 
the study before participation. The email also provided 
individuals with a link to an online consent form. Com-
pletion of the online consent form provided participants 
with a separate link to the survey. A further email invita-
tion was sent to aid accrual to the study in January, week 
1, 2023. The online survey was closed on February, week 
1, 2023.

Focus groups
Individuals were invited to provide their email address 
in a separate form post-completion of the survey if they 
were interested in taking part in a focus group related to 
the survey and topic of spirituality, religion and diversity 
in nursing and midwifery. Individuals that expressed an 
interest to take part in a focus group were contacted via 
email on March, week 2, 2023 by the third author (JRH), 
and were provided with a participant information sheet 
detailing what participation in a focus group would 
involve, possible risks and benefits, their rights, privacy 
and confidentiality and whom to contact the third author 
[JRH] if they wished to take part or have other queries 
about the study. Eligible individuals confirmed their will-
ingness to take part in focus group by return of email to 
the third author [JRH]. Written consent was obtained 
prior to the focus group, and verbal consent at the begin-
ning of the focus group recording. Of note, no follow-up 
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emails were sent to aid accrual to the focus groups to 
prevent individuals who may have been known to the 
research team from feeling pressurised to participate.

Data collection
Survey
Following a systematic search of electronic databases and 
hand-searching of relevant journals by members of the 
research team (BQ, JRH), no validated instruments were 
deemed relevant for this study. The survey was developed 
by the research team and refined following feedback from 
a panel of peer-reviewers (n = 5) with relevant subject 
and methodological expertise. Participants completed 
single-items questions on a five-point Likert scale rang-
ing from 1 (strongly disagree) to 5 (strongly agree) that 
were specific to the study aims and objectives (supple-
mentary file 1). Open-ended text boxes were provided for 
participants to provide additional responses as appropri-
ate. The survey deliberately did not offer any definitions 
of spirituality or religion in order to allow the emerging 
findings to be participant driven. Relevant socio-demo-
graphic questions were captured at the end of the survey. 
Of note, questions were not mandatory in completion of 
the survey.

Focus groups
Of the 21 individuals that expressed an interest from the 
survey, only 11 replied to the email invitation. Conse-
quently, all individuals expressing an interest to participa-
tion were included in a focus group. Given no follow-up 
took place, it is unclear as to the reasons for non-par-
ticipation for those that initially expressed interest. The 
eleven individuals were randomly allocated to one of two 
focus groups. A topic guide with open-ended questions 
was developed, informed by the literature, study aims and 
objectives and the findings from the survey, alongside the 
research team (BQ, JRH, DD) to guide the focus group 
conversation. The guide was iteratively modified after the 
first focus group to ensure follow-up with categories in 

the second focus group (Table 1). The focus groups were 
facilitated by the third author (JRH) with the first author 
(BQ) present as a note-taker and to be available should 
any participant appear to show signs of becoming upset 
or distressed. Both JRH (he/him) and BQ (he/him) are 
registered nurses and academics with a wealth of expe-
rience in qualitative interviewing on sensitive topics. 
The researchers were known to some of the participants 
in the focus groups, and some of the participants were 
known to each other. Participants were informed that 
personal information collected in the study would only 
be seen by the research team, and that any direct quotes 
would be anonymised. Participants were asked to pro-
vide the same reassurances that what was shared within 
the group would remain confidential. Focus groups were 
conducted on MS Teams on April, week 3, 2023, lasting 
47 and 53 min respectively with the recording audio and 
visually recorded.

Data analysis
The integration of the quantitative and qualitative data 
was achieved through a pillar integration process [25, 
26]. This involved four stages: listing, matching, checking 
and pillar building [26]. 

Quantitative
Quantitative data from the survey were exported to SPSS 
Statistics v.29. Descriptive statistics were used to analyse 
the single-item and socio-demographic questions by the 
third author (JRH).

Qualitative
Recordings from the focus groups were transcribed ver-
batim by the first author (BQ) and verified by the third 
author (JRH). Open-ended responses from the survey 
and the focus group data were analysed using the prin-
ciples of reflective thematic analysis [27–29]. Initially, 
the first author (BQ) read and re-read the transcripts and 
open-ended responses to get a sense of the data. Then, 
BQ completed initial coding of the transcripts by mark-
ing similar words and phrases within the transcripts. 
This process was supported using mind maps [28]. Codes 
were reviewed and refined through discussion with JRH. 
Following this, BQ identified where some of the codes 
merged together, identifying four themes. Themes were 
discussed and refined through critical discussion with all 
co-authors.

Integration of quantitative and qualitative data
The integration of quantitative and qualitative data was 
completed by the third author (JRH). First, the data were 
arranged into two columns: quantitative and qualita-
tive. A description of the interpretation of findings were 
listed beside each data item (listing). The quantitative and 

Table 1  Topic guide
Sample of topics to guide the focus group informed by the litera-
ture, study aims and objectives, findings from the survey and the 
research team
- Exploration of perceptions and beliefs about spirituality.
- Exploration of perceptions and beliefs about religion.
- Exploration of perceptions about whether spirituality/religion sup-
ports people to be more open and understanding of other people’s 
culture, beliefs and values.
- Exploration about how spirituality and religion could be (if required) 
incorporated better to nursing and midwifery curricula.

Sample of additional topics explored in the second focus group
- Challenges and opportunities to talking about spirituality and religion 
in the classroom within divided communities.
- Challenges and opportunities to talking about spirituality and religion 
in a healthcare context within divided communities.
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qualitative data were then aligned with each other in joint 
display as appropriate (matching). The data was then 
reviewed and refined independently by all co-authors to 
ensure accuracy of the interpretation (checking). There 
were no conflicts in this process. The insights from this 
process were conceptualised as pillars that formed the 
central column of the joint display (pillar building). Over-
all, two pillars were identified. The pillar integration pro-
cess can be viewed in the Supplementary Fig. 1.

Ethical considerations
Participants were informed that they did not have to 
take part, and non-participation would not impact the 
relationship they had with the University. Participants 
were informed of their right to withdraw from the online 
survey or focus groups at any point without negative 
impact. However, participants were informed that any 
data already collected during the survey or online focus 
groups prior to their withdrawal would be retained for 
the study. Pseudonyms have been applied to the quotes 
to protect the anonymity of participants. Focus group 
recordings were destroyed following transcription. Com-
pleted surveys and anonymised transcripts are stored on 
secure database with a protected password protect acces-
sible by the research team. Data protection procedures 
are in place to destroy of all data in accordance with Gen-
eral Data Protection Regulation and the Data Protection 
Act 2018. Ethical approval was granted through a Univer-
sity Ethics Committee.

Results
Survey
A total of 114 survey responses were recorded. Of these, 
85 (74.6%) were nursing and midwifery students (67 were 
completing a pre-registration programme, and 18 were 
completing a post-registration programme). There was 
a total of 29 academic staff members that completed the 
survey (25.4%). Of the combined sample, 53/114 (46.5%) 
were aged between 18 and 34 years, 51/114 (44.7%) were 
aged 35–54 years, and 10/114 (8.8%) were aged 55 and 
over. Of these, 15/114 (13.2%) identified as male and 
99/114 (86.8%) identified as female. 71.9% (82/114) of the 
sample identified as Christian, 2.6% (3/114) as Buddhist, 
5.3% (6/114) as Muslim, and 20.2% (23/114) as having no 
religion.

Focus groups
A total of eleven individuals took part in one of two focus 
groups. Of these, seven were either a pre-registration stu-
dent nurse or midwife, one was a post-registration stu-
dent nurse, and three were academic members of staff 
with significant responsibilities in either education (n = 2) 
or research (n = 1) relevant to nursing and midwifery.

Aligned to the pillar integration process, findings are 
presented under two pillars: (1) spirituality and religion 
may help people to be more aware of others’ beliefs and 
values, and (2) integrating spiritual and religious care 
in to person-centred care and nursing and midwifery 
education.

Pillar One: Spirituality and religion May help people to be 
more aware of others’ beliefs values
Out of 108 respondents that answered the survey ques-
tion, a total of 80 (74%) considered themselves as a spiri-
tual person. With this, a total of 72% (n = 78/109) of the 
respondents ‘agreed’ or ‘strongly agreed’ that spirituality 
helped them to find meaning in life. Consistently within 
the open-text responses, survey respondents viewed spir-
ituality as a way of making sense of life and oneself in the 
world, which might include a relationship with a God or 
a higher power.

Spirituality is to believe in something bigger than 
me. It could be a God, it could be a way of life, it 
could be an experience, a comfort. For me, spiri-
tuality is recognising, believing, dreaming. (survey 
response)

Similar to the survey responses, spiritualty was viewed 
by focus group participants as something that encom-
passed others, helping to connect people to one another 
and to the world. Also, spirituality was seen as something 
related to the individual person and a person’s beliefs 
and values. Furthermore, the concept of spirituality was 
seen by focus group participants as something ‘positive 
and inclusive’ that was ‘welcoming to all’. This aligns with 
the 71% (78/110) of survey respondents that ‘agreed’ or 
‘strongly agreed’ that spirituality supports people to be 
more open and understanding of other people’s culture, 
beliefs, values and choices. More often, spirituality was 
described by focus group participants as ‘more open and 
accepting’ than the concept of religion.

It just seems more accepting because it’s kind of 
whatever you want. Like whatever it means to your-
self, whereas religions… kind of more in a box, very 
organised and structured. Where spirituality, it 
seems to be more openness because spirituality is 
whatever it means to yourself. (Focus group 1, par-
ticipant A)

Identified in the survey and focus groups, spirituality was 
reported as something that contributes to the person’s 
well-being, mental health and a way of caring for self. 
In general, spirituality was perceived as something that 
brought benefits to peoples’ lives.



Page 6 of 11Quinn et al. BMC Nursing           (2026) 25:48 

Spirituality means to me a feeling of peace and con-
nectivity, a calm, contented feeling that incorpo-
rates physical, emotional, intellectual, and social of 
health and well-being. (survey response)

In contrast to spirituality, of the 104 survey respondents 
that answered the question, a total of 50 (48%) ‘agreed’ 
or ‘strongly agreed’ that they consider themselves to be a 
religious person. Alongside this, a total of 53% (55/103) 
‘agreed’ or ‘strongly agreed’ that religion helps them 
to find meaning in life. Consistent with the open-text 
responses, survey respondents viewed religion as either 
an organised form of spirituality with a specific set of 
beliefs, a way of connecting with or having a relationship 
with God, or was considered to create problems within 
divided communities.

Religion is a framework, set by an institution, with 
historical roots which instils and encourages certain 
beliefs about how to live with ourselves and each 
other. (survey response)

Within the focus groups, participants felt that religion 
enables individuals to be part of a community which pro-
vides a sense of identity. With this, it was believed that 
being part of such a community was more often ‘organ-
ised and structured, in that certain rules, regulations and 
practices had to be followed and adhered to.

It seems that religion just seems to have connota-
tions of organised religion, joining a certain type 
of club or being or aligning yourself with a certain 
agreed set ways of thinking and being maybe consid-
ered part of that group (Focus group 2 – participant 
D)

There was a shared consensus amongst focus groups par-
ticipants that some of the aspects of ‘connectedness’ or 
‘belonging’ that were associated with religion are becom-
ing ‘lost’, as it was perceived that more people are choos-
ing not to be part of a religion. At the same time, it was 
considered that the rich sense of belonging to a commu-
nity with rules, regulations and structure, could lead to 
other people not ‘fitting in’ and so were seen as not being 
part of such a community.

Spirituality is just more inclusive, you know it 
doesn’t see the difference. The word religion seems to 
conjure up, you know, you’re either one or the other. 
(Focus Group 1, participant F)

Identified in the survey and explored further in the focus 
groups, participants perceived religion as holding a cer-
tain level of intolerance towards others who did not 

follow ‘rules and regulations’ of a particular community. 
Religion was often viewed as being ‘prejudiced’ by focus 
group participants that was often linked to the idea of 
sectarianism because of complex political and cultural 
history within some societies. To that end, a total of 
49% (50/102) of survey respondents ‘agreed’ or ‘strongly 
agreed’ that religion supports people to be more open 
and understanding of other people’s culture, beliefs, val-
ues and choices.

I think people have the perception that if you have 
a religion, you’re against everybody else’s and that 
you won’t respect anybody else’s religion because you 
think that your beliefs are the right ones and that 
everybody else’s is wrong. (Focus group 1, participant 
C)

While differences related to the meanings and prac-
tices of spirituality and religion were identified, focus 
group participants considered spirituality and religion 
as an important part of life for people, and are closely 
connected to key life events, such as birth and death. It 
was considered that during significant life events such 
as birth and death, spirituality and religion were seen as 
becoming increasingly important.

At the moment, the moment of birth, I think no mat-
ter where you come from, if you’re tuned in and con-
nected. Spiritual, there’s something absolutely holy 
and sacred there, no matter what background you 
come from, I would say. But, you know, that sort of 
atmosphere and environment can kind of be crushed 
by the medicalised clinical system. (Focus group 2 - 
participant B)

Pillar Two: Integrating spiritual and religious care to 
person-centred care and nursing and midwifery education
Although spirituality and religion were considered inte-
gral to providing person-centred care in routine prac-
tice, focus group participants felt this aspect of care was 
often ‘ignored’ by nurses and midwives in clinical practice 
due to factors such as the perception of having a lack of 
time or ‘saying the wrong thing’ that may cause offence. 
This was discussed particularly in relation to cultures 
with complex histories of political and religious tensions. 
There was also a recognition that many nurses are from a 
younger generation (< 60 years old) and that many of the 
people they care for (older generations > 60 years) may 
hold different attitudes to spiritualty and religion. Older 
generation patients were perceived by focus group partic-
ipants as placing more value on religion and belonging to 
communities of faith. In contrast, nurses from a younger 
generation might be less inclined to engage with religious 
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practices or communities and might favour a more indi-
vidualised approach through spirituality.

A lot of our student population have no faith. If you 
look at the census, that figure is rising (those stating 
they have no religious faith). But if you look at the 
population that we nurse there of an older genera-
tion and many of them do still have a faith. And so, 
some students were a bit like, I don’t have a faith. 
How do I talk to someone that does.’ Focus group 2 – 
participant A)

However, it was believed that if nurses and midwives can 
ask people about personal issues such as ‘has your bow-
els opened, or have you passed urine yet’, then nurses and 
midwives can talk to patients about their religious and 
spiritual needs. Focus group participants felt it would be 
helpful for the nursing and midwifery workforce to ‘move 
beyond’ the idea of completing a question on spiritual-
ity and religion as part of a patient assessment, or as one 
respondent said, ‘form filling’, to one of an ‘open’ conver-
sation. Predominately, participants described this ‘open’ 
conversation as one where a nurse or midwife would 
invite the person to talk about what was important to 
them by asking open-ended questions such as, ‘what is 
important to you?’ or ‘how can we support you?’. While 
such questions might help to facilitate the conversation, 
it was seen as important to let the person be the guide, to 
lead the way.

Whenever you are doing the nursing admission and 
there’s the box that says spirituality or religion, I 
can’t remember which phrased, but the bit that 
everyone ticks and says: ‘do you need to speak to 
anyone in the church or whatever?’ ‘No’, like great, 
and they move on and nobody discusses it more. 
Like, what’s important to you or, you know, is there 
somebody, I don’t mean even religious, but, you 
know, is there somebody you would like to talk to, or 
have you thought about the end of life or have you 
thought about, oh, I don’t know. (Focus group 1, par-
ticipant D)

To support the provision of spiritual and religious care in 
routine clinical practice, it was strongly reported in the 
survey responses and focus groups that spirituality and 
religion should be themes incorporated throughout nurs-
ing and midwifery education programmes and be embed-
ded in each of the modules that made up the programme 
of studies. Indeed, of the 96 individuals that answered the 
survey question, a total of 73 (76%) respondents ‘agreed’ 
or ‘strongly agreed’ that spirituality and religion should 
be included in the curricula in nursing and midwifery 
teaching programmes.

So, the more I think of it, spirituality and religion, 
if we don’t teach it, are we really, could we actually 
give dignified care. (Focus group 2 – participant E)

A total of 85% (73/96) of survey respondents ‘agreed’ or 
‘strongly agreed’ that there is a need for further teaching 
of spirituality and religion to help nurses and midwives 
respond to people’s culture, beliefs, values and choices. 
This was considered especially important as societies are 
becoming more multi-cultural and diverse as a result of 
‘people moving about’.

The world is becoming increasingly cosmopolitan. 
It is essential that nurses, midwives and any other 
healthcare professionals are aware of and pro-
foundly respect that other cultures may have a com-
pletely different set of values, may they be religious, 
spiritual, moral. How can you truly care for someone 
if you don’t understand where they come from and 
what they bring with them. (survey respondent)

A diverse approach to teaching methods and strategies 
were identified across the survey responses and focus 
groups including lectures with invited speakers, case-
studies, the use of simulation as well as digital resources. 
On occasion, some survey responses and focus group 
participants felt it would be helpful if nursing and mid-
wifery curriculums acknowledge how best to care and 
support someone who may have different beliefs and val-
ues that differ from their own or the cultural context they 
work in.

I don’t have an understanding of other religions. 
Like, I was raised in a Christian family and I don’t 
really have an idea about, say, Muslim culture or 
other kind of religions. Whereby in nursing, if some-
one was of another religion, I don’t think I would 
really have an awareness of how I can care for them 
in a way that’s catered towards their needs, towards 
the religion and things, and how I can support them 
because I don’t really have that knowledge. So that 
kind of holds me back quite a bit. (Focus group 1 – 
participant E)

Discussion
Findings identified the concept of spirituality as some-
thing personal to individuals that relates to how one 
makes sense of their place in the world, alongside a con-
nection with others, God, and the world around them. 
Religion was seen as connectedness to a community, 
culture or organisation that share in a faith, common 
beliefs and a shared identity. There were some concerns 
that rules and regulations linked to religions could lead 
to the exclusion of others as well as being less inclusive 
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than spirituality. Alongside this, there were some con-
cerns about religion being perceived as being intolerant, 
with a potential for prejudice and sectarianism. While 
spiritualty was perceived as positive and largely inclusive, 
religion was deemed as both positive and negative lead-
ing to some people feeling excluded. Nevertheless, most 
participants believed spirituality and religion should 
be more integrated into nursing and midwifery teach-
ing programmes and within clinical practice, as a way 
of helping to promote better understanding, and a more 
inclusive approach to health and social care.

In this study, spirituality and religion were considered 
to help people find meaning in their lives. Literature 
highlights that spirituality can support people who are ill 
to make some sense of their illness or disease and have a 
positive impact on their healing process and well-being 
[30, 31] Studies, including the current study, show that 
people living with illness or in need of help often desire 
spiritual care, and nurses, midwives and healthcare pro-
fessionals express a willingness to provide it. [32, 33] 
Wattis, Curran and Rogers [34], similar to the earlier and 
seminal works of Frankl [8] and Buber [7] suggest that 
concepts of meaning, purpose, hope, connectedness and 
values are central to the understanding of what spiritual-
ity means for each person, including those living with ill-
ness and in need of nursing care.

It has been reported that including spirituality within 
nursing education has a vital role in promoting spiri-
tual awareness and supporting competence in this area 
of practice [35]. Alongside this, providing spiritual care 
education in the nursing curriculum can help students 
to enhance their self-efficacy to the provision of spiritual 
care [36]. Other studies have highlighted that nurses who 
deliver spiritual care recognise the value of this aspect of 
their role, feeling they are helping to promote the wellbe-
ing of the people they care for [37, 38] However, despite 
the recognition of spirituality and religion as important 
components of health and wellbeing, [39, 40] literature 
consistently highlights that there is still a lack of focus 
on spirituality and religion in clinical practice and within 
nursing education [41]. It could be argued that concerns 
about the negative connotations about the role of religion 
in society can lead to avoidance of the topic by nurses 
and midwives in clinical practice. Similar findings have 
been reported in the literature [42]. 

Studies have shown that nurses continue to experience 
uncertainty around their role in spiritual care, necessitat-
ing reassurance, guidance and training [43, 44] In order 
to address these concerns, it is important to recognise 
the context in which health and social care is delivered 
[45]. Taylor suggests that there is a need to recognise and 
better understand the notion of ‘secularisation’ which 
cannot be seen as the absence or the negation of reli-
gion or spiritualty [46]. Rather, religion and spirituality 

should be reflected in the growing diversity of people’s 
beliefs and values, alongside, the perceived privatisation 
of these elements of people’s lives [46]. Concerns such 
as causing offense to another can lead to these impor-
tant dimensions of life not being addressed or discussed. 
[32, 33, 46] There is a need for post-secular negotiation 
in clinical practice, which includes the concept of ‘exis-
tential communication’ whereby the lived experiences of 
the person in need, and the professional offering support 
are recognised, respected and valued, without either per-
son’s beliefs and values being compromised. [3] Spiritual 
care can be integrated into secular healthcare systems, 
encouraging nurses and midwives to navigate spiritual 
and existential themes with sensitivity and openness, 
without compromising their own professional boundar-
ies [3, 32, 33]. 

A further obstacle to the provision of spiritual care 
in clinical practice is the reality that many nurses, mid-
wives and other healthcare professionals may not be 
aware of their own beliefs and values [45]. Wang and col-
leagues [48] suggest that nurses need to be aware of their 
own spirituality, beliefs and values in order to be able to 
deliver effective person-centred care. Ultimately compe-
tent spiritual and religious care must remain central to 
providing holistic care in an equitable manner [47–49] 
If nurses and midwives are supported to be more aware 
of spirituality and religion and the role they play within 
the world, they might be better placed to recognise and 
engage with the diversity that exists within health and 
social care practice, including the diverse beliefs and val-
ues of those they care for and work alongside [48]. 

One approach to address the provision of spiritual 
care in clinical practice is to influence future genera-
tions through the curriculum of all pre-registration and 
post-registration nursing and midwifery programmes. 
There is a requirement to educate and equip the current 
and future nursing and midwifery workforce with the 
language, skills and institutional support to engage with 
a person’s spiritual needs in a meaningful way [50]. Pat-
rick and Chan [51] suggest that increasing spiritual and 
religious literacy will support students to develop the 
skills needed to be more inclusive and to deliver justice 
and equity in clinical practice. It is important for nurs-
ing and midwifery educators to create a safe learning 
environment where students are supported to critically 
examine the richness of their own beliefs and values, and 
to explore the richness and diversity of other’s beliefs and 
values and how these might be expressed through reli-
gion and spirituality [32, 42–44]. As a result, students of 
nursing and midwifery may be better able to engage with 
these concepts and act in turn as a conduit to appreci-
ating the beliefs and values of others in clinical practice 
[33, 43]. Rogers and Wattis [49] suggest that by explor-
ing these diverse concepts in a safe space such as the 
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classroom can help to reduce the confusion that may 
exist and help nurses and midwives in delivering spiritual 
and religious care. Timmins and Caldeira [52] suggest 
that because spirituality and religion will mean differ-
ent things to different people, this results in both a rich 
and complex aspect of person-centred care. However, 
rather than seeing this as something daunting, engaging 
in these aspects of care can enrich practice and the role 
of the nurse and midwife. These advancements are to be 
welcomed and embraced so that spirituality and religion 
can continue to be recognised and valued as an integral 
component of person-centred care that recognises diver-
sity and is more inclusive. [53]

Strengths, limitations and future research
The study provided rich and insightful views of a group of 
students and educators who are currently engaged with 
nursing and midwifery practice on an often-neglected 
component of practice. The study has demonstrated how 
nursing and midwifery curriculums need to be more 
inclusive of these aspects of care and how this inclusive 
approach can support students and enrich clinical prac-
tice and care. Limitations included using a non-validated 
survey instrument which was developed specifically for 
the study. In the focus group, where some participants 
knew each other and others did not, this may have influ-
enced the dynamics and openness of discussion and this 
could have influenced the findings. As the participant’s 
selfselected to take part in the study and the sample con-
text is very narrow, it should be noted that participants 
may not be representative of broader populations, even 
within the local health and social care context. Partici-
pants were from one University in one part of the UK’; 
therefore results from this study need to be critically con-
sidered when applied to other University and health and 
social care settings. Further collaborative studies with 
several other Universities are required to explore in more 
depth the findings arising from this study. Further stud-
ies should explore the presence of spiritual and religious 
concepts and care within the current nursing and mid-
wifery curriculums.

Conclusion
The concepts of spirituality and religion have been for 
too long absent from many nursing and midwifery cur-
riculums. What these concepts mean within a growing 
multi-cultural society with diverse beliefs, needs and val-
ues, necessitates that these concepts be a core part of any 
pre or post registration curriculum, preparing and devel-
oping those to work in health and social care. Nurses 
and midwives in all areas of clinical practice should be 
encouraged to increase their knowledge and awareness 
towards spiritual and religious issues. This knowledge 
and awareness may begin with students and staff within 

nursing and midwifery being encouraged to reflect on 
their own beliefs and values so that in turn they might be 
able to recognise, be more sensitive to and respond to the 
rich and diverse beliefs and values of others. The insights 
gained by this study will hopefully be of value to nursing 
and midwifery educators and policymakers in education 
highlighting the need for students and staff to be more 
self-aware about their own spirituality and religion to 
deliver true person-centred care.
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