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The	Ars	Moriendi	Model	for	Spiritual	Assessment:	 
A	Mixed-Methods	Evaluation

Purpose/Objectives: To explore nurses’ and physicians’ 
experiences with the ars moriendi model (AMM) for spiri-
tual assessment.

Design: Convergent, parallel, mixed-methods.

Setting:	Palliative home care in Belgium.

Sample:	17 nurses and 4 family physicians (FPs) in the 
quantitative phase, and 19 nurses and 5 FPs in the later 
qualitative phase.

Methods: A survey was used to investigate first impressions 
after a spiritual assessment. Descriptive statistics were applied 
for the analysis of the survey. In a semistructured interview 
a few weeks later, nurses and physicians were asked to 
describe their experiences with using the AMM. Interviews 
were audio recorded, transcribed, and qualitatively analyzed. 
Quantitative and qualitative results were compared to see 
whether the findings were confirmative.

Main	Research	Variables: The survey assessed the feasibil-
ity of the AMM for use in palliative home care, whereas the 
semistructured interviews collected in-depth descriptions of 
healthcare providers’ (HCPs’) experiences with the AMM.

Findings: The AMM was perceived as valuable. Many pa-
tients shared their wishes and expectations about the end of 
life. Most HCPs said they felt that the patient-provider rela-
tionship had been strengthened as a result of the spiritual as-
sessment. Almost all assessments raised new issues; however, 
many dyads had informally discussed spiritual issues before.

Conclusions: The current study suggests that HCPs believe 
that the AMM is a useful spiritual assessment tool. Guided 
by the model, HCPs can gather information about the 
context, life story, and meaningful connections of patients, 
which enables them to facilitate person-centered care.

Implications	for	Nursing: The AMM appears to be an 
important tool for spiritual assessment that can offer more 
insight into patients’ spirituality and help nurses to establish 
person-centered end-of-life care.
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R 
esearchers from all over the world have 
contributed to a growing understanding of 
spiritual care, providing a solid evidence 
base. Although much has yet to be learned, 
this evidence, combined with motivation 

and educational support, enables nurses to develop 
best practices concerning the spiritual dimension of 
caring (Cockell & McSherry, 2012). Spiritual well-being 
in patients with advanced illness is strongly associated 
with quality of life (Balboni et al., 2010). Healthcare pro-
viders (HCPs) (e.g., oncology nurses) view spirituality 
as an important aspect of palliative care, and the major-
ity of HCPs think that patients undergoing palliative 
care can benefit from the regular provision of spiritual 
care (Phelps et al., 2012). 

Some sources suggest that nurses and physicians 
should perform spiritual screening as part of patients’ 
routine history-taking (Puchalski et al., 2009). HCPs 
should also identify any spiritual problems and develop 
a plan of care. Worldwide, efforts are being made to in-
corporate spiritual care into the education of nurses and 
physicians (Lovanio & Wallace, 2007; Nicol, 2012; O’Shea, 
Wallace, Griffin, & Fitzpatrick, 2011). However, in clinical 
care, the provision of spiritual care remains difficult. Al-
though a majority of patients with advanced cancer per-
ceive spirituality to be a relevant issue, 72% of patients 
with advanced cancer report that their spiritual needs are 
minimally or not at all supported by HCPs (Balboni et al., 
2007). Barriers that stand in the way of HCPs properly 
addressing patients’ spiritual needs include a lack of 
education, confidence, and the right vocabulary; a belief 
that spiritual care is someone else’s responsibility; and 
various influences of secularism and diversity in society 
(Molzahn & Sheilds, 2008; Ronaldson, Hayes, Aggar, 
Green, & Carey, 2012; Vermandere et al., 2011). 

Spiritual assessment is an increasingly important is-
sue for nursing practice; however, the range of reliable 
and valid quantitative instruments for use in clinical 
practice is limited (Draper, 2012). More than 35 spiritual 
assessment tools are available in palliative care, but 

many of them have been developed for research purpos-
es (Monod et al., 2011). Lucchetti, Bassi, and Lucchetti  
(2013), who reviewed the literature to compare the most 
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commonly used instruments, recommended individu-
alizing the use of each instrument to each patient. 

The ars moriendi model (AMM) meets many of the 
requirements of a spiritual assessment tool in palliative 
care (Vermandere et al., 2013). This model has its roots 
in the Middle Ages; in the 15th century, it was handed 
down in its most popular form in a book of 11 block 
prints. The book features five temptations that are pre-
sented to the dying person: the loss of faith, the loss of 
one’s confidence in salvation, the hanging on to tempo-
ral affairs, the inability to deal with pain and suffering, 
and pride. These temptations are typically depicted as 
devils and other diabolic creatures. Fortunately, the 
dying are also supported by angels and saints who 
inspire them to focus on virtues, such as faith, hope, 
patience, and humility. The aim of this medieval model 
is clear: Preparing to die is the final battle between the 
powers of good and evil, and those who die are forced 
to make the choice between heaven and hell. Since the 
15th century, some profound changes have taken place 
in Western culture that make this ancient model no lon-
ger applicable to modern society. However, the model 
deals with five themes that still play a crucial role at the 
end of life. Carlo Leget, professor of ethics of care and 
spiritual counseling at the University of Humanistic 
Studies in the Netherlands, along with Dutch gen-
eral practitioners, updated this model to better reflect 
modern culture and challenges and to take a spiritual 
history at the end of life (Leget, 2003, 2007, 2008). The 
dying person no longer has to choose between good 
and evil, but instead is situated somewhere in between, 
feeling the tension of both poles. In the middle of these 
tension fields is the concept of inner space, which is not 
a matter that can be addressed by HCPs alone. Leget 
(2007) defined inner space as “an important precondi-
tion for good palliative care, as a goal to aim for in the 
hearts and minds of all parties involved, and as a sign 
that good care actually is given” (p. 315). The open 
structure and diamond shape of the model provide 
flexibility and spontaneity in the communication about 
spirituality. The questions of the model are formulated 
in spoken language (Leget, 2007), and five tension fields 
are presented (i.e., autonomy, pain control, attachment 
and relations, guilt and evil, and the meaning of life). 
These five themes play a crucial role in the dying pro-
cess, assisting the patient with making his or her own 
choices and facilitating communication among the 
patient, family members, and caregivers (Leget, 2007). 
HCPs evaluated the AMM as being useful for spiritual 
assessment in a pilot study, and patients undergoing 
palliative care were stimulated by the questions in the 
model to think about their spiritual needs and resources 
(Vermandere et al., 2013).

However, very little is known about how HCPs feel 
about using the AMM in clinical practice. The current 

study aims to investigate the experiences of nurses and 
physicians using the AMM for spiritual assessment in 
palliative home care.

Methods
The current authors followed a convergent, parallel, 

mixed-methods design, which is likely the most famil-
iar of the mixed-methods strategies (Creswell, 2013). 
In this approach, a researcher collects quantitative and 
qualitative data, analyzes them separately, and then 
compares the results to see if the findings confirm or 
refute each other. The key assumption of this approach 
is that quantitative and qualitative data provide dif-
ferent types of information, but together they yield 
results that should be the same. This approach builds 
off the multitrait, multimethod analysis developed 
by Campbell and Fiske (1959), who felt that a psycho-
logical trait could best be understood by gathering 
different forms of data. The current authors collected 
quantitative data through a survey designed to gather 
first impressions after the spiritual assessment. Semis-
tructured interviews were conducted a few weeks later 
to investigate participants’ experiences with the AMM 
more in depth and the changes in healthcare relation-
ships that occurred in the weeks after the spiritual 
assessment. The study was approved by the Medical 
Ethics Committee of the University Hospitals of KU 
Leuven in Belgium.

Quantitative	Phase

Participants and recruitment: Nurses and family 
physicians (FPs) allocated to the intervention arm of a 
randomized, controlled trial (RCT) (Vermandere, War-
menhoven, Van Severen, De Lepeleire, & Aertgeerts, in 
press) participated in the current study, which can be 
viewed as a spinoff of the RCT. The aim of the RCT was 
to investigate the effect of a structured spiritual assess-
ment on the spiritual well-being of patients undergoing 
palliative home care. The RCT study began with the 
recruitment of nurses and FPs from December 2012 to 
March 2013. Nurses were invited by their organization 
(the White Yellow Cross, a Belgian home nursing orga-
nization) via email, whereas FPs were invited follow-
ing presentations about the study at regional scientific 
meetings. To be eligible for the study, HCPs had to be 
registered as either a home nurse or an FP, as well as 
speak Dutch. HCPs who had participated in the pilot 
study involving the AMM were excluded.

The HCPs allocated to the intervention arm of the 
RCT were required to attend one training session; ses-
sions were offered between February and May 2013 
and organized in groups of no more than 25 HCPs. 
Participants reflected on spirituality in health care in 
the first part of the training session, then explored 
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der of the study procedure was identical to that of the 

intervention arm. All outcome scales for the RCT were 

completed on paper by patients at the time of pre- and 

postmeasurements (i.e., one week before and three to 

four weeks after the spiritual assessment) during home 

visits by the current authors.

Study design: The current study, an offshoot of the 

RCT, focuses on the experiences of the 22 nurses and 

physicians in the RCT’s intervention arm. They were 

invited to complete a survey immediately after the spiri-

tual assessment to investigate their feelings concerning 

the use of the AMM, as well as the course and content 

of the spiritual assessment. This survey was developed 

based on the current authors’ previous experiences with 

the AMM. Participants were asked to respond using 

five-point Likert-type scales. The survey concluded with 

the option to write down other remarks or suggestions. 

Data analysis: Descriptive statistics were applied for 

analysis of the survey because the sample (N = 22) was 

too small for further statistical analysis; comparison 

between nurses (n = 18) and FPs (n = 4) was not possible 

for the same reason. The current authors dichotomized 

the results from the survey to facilitate the interpreta-

tion. Scores 1 and 2 on the Likert-type scale were seen as 

disagreement with the theorem, score 3 was seen as neu-

tral, and scores 4 and 5 were interpreted as agreement. 

Qualitative	Phase

Participants and recruitment: All HCPs who com-

pleted the survey from the quantitative phase of the 

current study were invited to participate in a semistruc-

tured telephone interview four to six weeks later. All of 

the interviews were led by one of the current authors 

who was not involved in the design or analysis phase 

of the study. Three additional HCPs from the interven-

tion arm of the RCT were invited to participate in a 

telephone interview to ensure that data saturation was 

achieved. 

Study design: The current authors performed semis-

tructured interviews. The main topics of the interview 

were how caregivers had experienced the AMM as a 

spiritual assessment tool, whether it had helped them 

to communicate about spirituality, and whether the 

assessment was followed by additional conversations 

about spirituality (see Figure 1). However, the inter-

viewer used the topic list only as a suggested interview 

structure and was free to elaborate on other topics.

Data analysis: All interviews were digitally audio 

recorded, transcribed verbatim, and entered into 

NVivo, version 9, software to assist with data analysis. 

Thematic analysis was used to analyze the interviews 

(Braun & Clarke, 2006). An initial codebook, based on 

the themes of the interview topic list, was developed. 

One of the current authors used an inductive stepwise 

•	What is your experience with using the AMM?
– How did you feel during the conversation with the AMM?
– What items of the model did you experience as helpful?
– What difficulties did you experience in applying the model?
– In your opinion, are aspects missing from the model?
– Did you notice specific tension fields of the AMM during 

the conversation with your patient?
– Did you feel that certain aspects were missing in the training 

about the model?
– Did the training about the AMM make it easier for you to 

communicate about spirituality with patients?
– How do you think your patient experienced the conversation?

•	What influence, if any, did the spiritual conversation have on 
further communication?
– Did the patient refer to aspects of this conversation in later 

communication? If so, can you indicate how often and in 
what way this happened?

– Did you refer to aspects of this conversation in later com-
munication? If so, can you indicate how often and in what 
way this happened?

– Did the conversation with the patient change your relation-
ship with him or her?

•	Do you think you will use the AMM or the skills that you have 
learned in the training more often? Why or why not? 

AMM—ars moriendi model

Figure	1.	Topic	List	for	Semistructured	Interview

spirituality specifically in the setting of palliative care 
in the second part. The AMM was presented, clarified, 
and practiced in the third part of the training session, 
followed by the flow chart of patient inclusion, spiritual 
assessment, and outcome measurement for the RCT in 
the fourth part.

The enrollment of patients by HCPs occurred be-
tween April and October 2013. Patients diagnosed with 
a progressive, life-threatening disease were eligible for 
the study. The participants needed to remain in the 
study for at least six weeks to complete the protocol. 
Consequently, patients whose prognosis was estimated 
by their treating physician to be less than two months 
were excluded. In addition, the patients had to speak 
Dutch, as well as be competent, aged 18 years or older, 
and aware of the palliative diagnosis. Patients with any 
active major psychiatric disorders or cognitive impair-
ment were excluded.

Nurses and FPs were free to discuss the study with 
the patients. After obtaining verbal agreement from 
each patient, the current authors reviewed his or her 
eligibility to participate. The current authors later orga-
nized a meeting to further explain the study to patients; 
written informed consent was obtained at the meeting 
from patients who elected to participate. 

HCPs in the intervention arm used the AMM for 
a spiritual assessment at each participating patient’s 
home. However, HCPs who had been assigned to the 
control arm of the study did not receive a model for 
spiritual assessment, and they provided usual care to 
their patients undergoing palliative care. The remain-
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approach to analyze the data (Bruyninckx, Van den 

Bruel, Hannes, Buntinx, & Aertgeerts, 2009). Issues of 

interest were marked in the data, labeled, and compared 

and contrasted with other interview excerpts. Another 

author independently analyzed all of the interviews 

using this codebook, and marked and labeled the issues 

of interest. New themes were added to the codebook to 

better reflect themes that emerged, and all interviews 

were analyzed again using the final version of the code-

book. Data saturation, defined as the identification of no 

new codes in the last two interviews, was the objective.

Results
Seventeen nurses and four FPs completed the sur-

vey. One of the nurses returned two surveys because 
she performed a spiritual assessment on two patients. 
Twenty-four HCPs (the 21 HCPs who completed the 
survey and three additional HCPs) participated in 
the semistructured interviews. One interview was not 
properly audio recorded and could not be used in the 
analysis. Demographic data of the 24 participating 
HCPs are shown in Table 1, and demographic data of 
their patients are shown in Table 2.

Quantitative	Phase

Sixteen of the 21 HCPs said they felt comfortable 
with the content of the AMM, and 18 said they felt calm 

and at ease during the spiritual assessment. Initiating 
the spiritual conversation was thought of as easy by 
19 HCPs and as spontaneous by 18 HCPs. Only two 
nurses had the impression that the conversation was 
forced or unnatural. Most tension fields from the AMM 
were discussed during the assessments. Eighteen HCPs 
perceived the AMM as a valuable tool in palliative 
care, but 16 said they would have addressed spiritual 
issues with their patients without the prompting of the 
study. Fifteen HCPs reported feeling that the healthcare 
relationship had been strengthened as a result of the 
spiritual assessment. Twenty HCPs said they would 
continue to talk about spirituality with their future 
patients undergoing palliative care, and 19 said they 
would recommend the model to their colleagues.

Qualitative	Phase

Useful spiritual assessment tool: The content and 
questions of the AMM supported most HCPs in their 
history-taking. The AMM made finding the right 
words easier and helped them to structure the con-
versation. However, most HCPs said they preferred 
to divide spiritual assessment into several spontane-
ous and shorter moments integrated into daily care 
rather than perform an assessment apart from other 
conversations.

I think it’s a nice extra tool that helps me to carry on 
these types of conversations. Not that they weren’t 
taking place before, but perhaps it happens more 
consciously now or with more attention for differ-
ent “fields” in the conversations. So I, in fact, have 
found it to be a fine tool. (HCP 2129)

Initiating the spiritual assessment felt unnatural to 
many HCPs, mostly because they were not used to 
doing so. However, once the conversation had started, 
they experienced it as natural and smooth. Most HCPs 
said they were comfortable during the course of the 
assessment. 

Table	1.	Demographic	Characteristics	 
of	Healthcare	Providers	(N	=	24)	

Characteristic
—

X     Range

Age (years) 46 31–61
Experience in home care (years) 19.4 2–35
Palliative care patients in home care (per year) 4 1–15

Characteristic n

Gender
Female
Male

Marital status 
Married
Single 
Divorced
No response

Previous training in spiritual care
Yes
No
No response

Profession
Nurse
Family physician

Spiritual or religious beliefs
Christian (Catholic)
Liberal
No response

19
5

17
1
3
3

12
10

2

19
5

17
1
6

Table	2.	Demographic	Characteristics	of	Patients	
(N	=	28)

Characteristic
—

X     SD Range

Age (years) 71.9 9.6 56–88

Characteristic n

Gender
Male
Female

Marital status 
Married
Single or widowed
Divorced
Cohabitating

15
13

12
8
5
3
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Yes, in the beginning, I did indeed feel a bit un-
comfortable that I had to bother her with such 
questions, but after a while she was somewhat 
more relaxed, and then I was feeling better too. 
(HCP 11111)

Yes, it was easy. During the procedure, she even 
told me I should go get something to drink and a 
cookie. It was more like a coffee break, if you know 
what I mean. (HCP 11118) 

Most HCPs succeeded in performing the assessment, 
provided that the patient was willing to talk about 
spirituality at that particular moment. Observing inner 
space (i.e., open-minded attitude) in the patient and 
the family caregiver and respecting silence whenever 
appropriate were important conditions for spiritual 
assessment. A few HCPs said they felt that the patient 
did not have inner space at the time of the conversa-
tion; those assessments were more difficult than others. 
In addition, HCPs stressed the importance of com-
passionate presence as a condition for talking about 
spirituality.

The most difficult part for me was that I had to 
confront him with it, whereas he preferred not 
to dwell on it at that time. It was a really difficult 
moment for him, you know. He didn’t really cry, 
but you could feel that it went very deep. On the 
other hand, I do also think that it was good for him. 
(HCP 11104)

Before, I always had the feeling that we had to keep 
talking, but now I know that listening is also very 
important and that those silent moments are really 
okay. (HCP 11093)

More insight into spiritual needs and resources: The 
AMM helped some HCPs to overcome their insecurity 
about performing a spiritual assessment. The five ten-
sion fields of the model helped the HCPs to know what 
issues should be discussed. Most HCPs started the con-
versation with a screening question. Depending on the 
patients’ answers, HCPs chose to explore one or more 
tension fields in depth. 

I benefited enormously from the process myself 
because it is now easier for me to make such things 
a subject of discussion. For me, it has been a handy 
model to work with, and it has helped me to dare 
to discuss things with patients more in that direc-
tion. (HCP 1171)

So it does also depend to a certain extent on the pa-
tient’s personality. What does he permit? Perhaps 
it is not equally easy for everyone to talk about 
certain things. (HCP 2114)

Throughout the assessment, HCPs gained more in-
sight into their patients’ spiritual needs and resources. 

They got to know their patients better, and patients 
often shared important wishes and expectations about 
the end of life. Most HCPs described working with 
the AMM as a chance to discuss new themes that 
probably would not have been raised without this 
history-taking.

In that conversation, one of the things that came up 
was that he still wants to visit his daughter’s grave 
one more time. (HCP 1159)

It also gave him the opportunity to say a number of 
things that he had previously not yet talked about. 
(HCP 2114)

Patients in their context and life stories: Although 
none of the patients expressed an explicit need to talk 
about spirituality, many HCPs experienced the spiritual 
assessment as meaningful. The AMM not only stimu-
lated patients to think about their spiritual well-being, 
but also enabled HCPs to learn a lot about the context, 
connections, and relationships of the patient (e.g., role 
of religion, family relations, inner resources, views of 
afterlife).

He also said himself that he was satisfied . . . that, 
for once, he had talked about it. On all the previ-
ous occasions, he had always said that he did not 
feel the need, that it wasn’t necessary for him. . . . 
It was, nevertheless, quite emotional. (HCP 11135) 

She then did talk about it, and she found it quite 
hard to do, to discuss about her father and mother. 
Then she did become a bit emotional. (HCP 11106)

Many patients spontaneously told their life story in 
response to the questions of the AMM. HCPs discov-
ered a huge need in patients to share their stories, as 
well as a lot of gratitude for their taking the time to 
listen. Almost all spiritual history-takings raised new 
issues; however, many dyads had informally discussed 
spiritual issues before.

It was, in fact, the whole story of his life that that 
man told me, and that helps me to place that man 
in a certain context, and that is a wealth of informa-
tion that you, as a physician, will continue to use 
further in the future whenever you again become 
more closely involved in counseling him. (HCP 
2129)

Person-centered care: Many HCPs said they felt more 
closely connected to their patients after the spiritual 
assessment. They also noted that their patients had 
more confidence and were more open-hearted toward 
them. HCPs who did not notice changes were the ones 
who already had a close relationship with their patients 
before the assessment. 

Yes, I think that, due to the fact that we had that 
conversation, perhaps a kind of foundation was 
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laid, which might perhaps make it easier for us on 
a future occasion to return to a number of things, 
should that be necessary. (HCP 2129) 

In fact, I always had a good relationship with that 
patient. I don’t think that that changed anything 
in that respect. The relationship was already there. 
(HCP 11117)

The information gathered about patients’ spiritual 
needs, resources, wishes, and expectations enabled 
HCPs to provide good quality, person-centered end-of-
life care. All HCPs acknowledged the lack of spiritual 
care in daily practice and noted that the AMM helped 
them to organize palliative home care with respect to 

the spiritual dimension of their patients. 

It is a general fact that much too little attention is 
given to the experience and the thoughts of the 
people in their final phase of life. We are busy with 
everything surrounding the event and also with the 
children, making all the arrangements for caretak-
ers, etc., and all with the best of intentions, but, in 
fact, questions such as, “How are you doing now?” 
or, “What do you think about this now?” are not 
being asked. (HCP 11152)

But I think that this is, in fact, the most important 
thing that I gained from that conversation: namely, 
that I now understand the context and that life 
story. And I hope that in the future, if that becomes 
difficult, this understanding will enable me to help 
that man better. (HCP 2129)

Discussion
Comparison	of	Results

The interviews revealed that the AMM can be a use-

ful spiritual assessment tool. This finding is confirmed 

by the survey in which 19 HCPs noted that the AMM 

could make a positive difference in spiritual conver-

sations in palliative care. Almost all HCPs rated the 

assessment as spontaneous in the early quantitative 

phase. However, many HCPs mentioned during the 

interview that integrating a spiritual assessment into 

daily care and dividing it up into several shorter mo-

ments would be more spontaneous than the conversa-

tion as planned for the trial. The survey further showed 

that only two nurses indicated that the assessment was 

forced or unnatural. This finding is confirmed by the 

interviews, in which many HCPs indicated that they 

experienced the start of the assessment as a bit forced; 

however, most conversations continued naturally 

and were fluid. Only three nurses did not feel calm, 

according to results of the survey. The other 18 HCPs 

did feel calm, and the current authors learned from 

the interviews that the AMM helped many HCPs to 

overcome their uncertainty and to feel at ease. In ad-
dition, many HCPs indicated in the survey, as well as 
during the interview, that the healthcare relationship 
had been strengthened following the spiritual assess-
ment. Consequently, the conclusion can be drawn that 
the findings of the quantitative and qualitative parts of 
the study are confirmative. 

Strengths	and	Limitations	

The findings of the quantitative and qualitative 
parts of the current study are confirmative, which is a 
strength. In addition, information about the HCPs’ first 
impressions after the spiritual assessment is supple-
mented by information about changes in the healthcare 
relationship in the weeks following that conversation. 
Data saturation was achieved during the analysis of 
the interviews, which indicates that the overview of the 
HCPs’ experiences with the AMM is robust. Because tri-
als in palliative home care are rather scarce, this study 
makes a substantive contribution to the understanding 
and organization of spiritual assessment in a palliative 
homecare setting.

However, this study also has certain limitations. 
The study sample for the survey was small, which 
means that no statistical analysis could be carried out 
on the data. The current authors were able to give 
only descriptive results of the quantitative data, and 
a comparison between nurses and physicians was not 
possible. All HCPs and patients in this trial agreed to 
participate in a study concerning communication at the 
end of life, and, therefore, generalizing the findings to 
HCPs or patients who are less interested in improving 
patient-provider communication may not be possible. 
In addition, these findings may not be applicable in 
other healthcare settings (e.g., inpatient settings). The 
study sample was predominantly Christian, so the 
results must be interpreted with caution when apply-
ing them to populations with other belief systems. The 
current study also focused on HCPs’ views and did 
not take into account patients’ or family caregivers’ 
experiences with the AMM. Knowing how patients 
undergoing palliative care and their family caregivers 
perceive a spiritual history-taking guided by the AMM 
would be valuable. 

Comparison	With	the	Literature

Developing criteria for clinical instruments for spiri-
tual assessment is complex, and no consensus about 
these criteria exists. The most commonly used instru-
ments developed for this purpose were compared by 
Lucchetti et al. (2013) using 16 criteria, nine of which 
were related to religious affiliation (e.g., religious affili-
ation, religious attendance, religious coping). Because 
the AMM contains just one question that is explicitly 
about religion, it would probably score low according 
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to the criteria used by Lucchetti et al. (2013). However, 
instruments for spiritual assessment are not tick-box 
exercises; instead, they serve as guidance for a person-
al and intimate conversation between HCPs and pa-
tients. In addition, religion can be a part of spirituality, 
but spirituality is much broader than religion. Despite 
the AMM’s likely scoring low according to Lucchetti 
et al.’s (2013) criteria, the current study demonstrates 
that the AMM can, in fact, make a positive difference 
in spiritual conversations.  

Although such instruments are an easy method 
for addressing spiritual issues, they are by no means 
the only approach. Some HCPs may use their own 
methods to achieve the same or better results (Luc-
chetti et al., 2013). In addition, traditional assessment 
approaches may be ineffective with patients who are 
uncomfortable with spiritual language or otherwise 
hesitant to overtly discuss spirituality. Alternative ap-
proaches (e.g., implicit spiritual assessment) may be 
more valid with such patients (Hodge, 2013).

Most patients with advanced cancer never receive 
any form of spiritual care from their oncology nurses or 
physicians (Balboni et al., 2012). Spiritual distress expe-
rienced by patients with cancer may be underaddressed 
because of HCPs’ lack of confidence and role uncertainty 
(Kristeller, Zumbrun, & Schilling, 1999). The AMM can 
help HCPs to overcome their incertitude about perform-
ing a spiritual assessment, and these instruments should 
be implemented in nursing and medical curricula.

The information that HCPs in the current study gath-
ered about their patients’ spiritual needs and resources 
enabled them to provide good quality, person-centered 
end-of-life care. Similarly, others suggest that spiritual 
needs should be addressed on the basis of a patient-
centered approach to care (Puchalski et al., 2009; Pu-
chalski & Romer, 2000). HCPs using the AMM discov-
ered a huge need in patients to share the story of their 
life, their context, and their meaningful connections, 
as well as their wishes and expectations for end-of-life 
care. Patients with advanced illness want the medical 
team to address their spirituality as part of medical 
care (El Nawawi, Balboni, & Balboni, 2012). Sixty-six 
of 100 patients indicated that they would want their 
physicians to ask about their spiritual beliefs if they 
were to become gravely ill (Ehman, Ott, Short, Ciampa, 
& Hansen-Flaschen, 1999). In addition, 709 (77%) of 
921 patients seen in a family practice setting said they 
would want to have spiritual discussions with their 
physicians if they were facing life-threatening illness 
(McCord et al., 2004). The majority of these patients 
said they thought that these spiritual discussions would 
better enable their physicians to encourage realistic 
hope and to give better medical advice, which, together, 
may lead to a change in the medical decision-making 
(McCord et al., 2004). Likewise, the AMM helped the 

nurses and physicians in the current study to coordi-
nate palliative home care that reflected  the spiritual 
dimension in their patients’ lives.

Implications	for	Research
The AMM has shown its potential for spiritual as-

sessment in palliative home care for nurses and physi-
cians. More research is needed to see if these findings 
are confirmed in other settings (e.g., hospital, hospice), 
with other caregivers (e.g., volunteer, physiothera-
pist), and in populations with other belief systems. A 
more in-depth investigation of patients’ and family 
caregivers’ experiences with instruments for spiritual 
history-taking would be valuable. Ultimately, a tool 
for spiritual assessment must be integrated into nurs-
ing and medical education, but, at the same time, the 
naturalness of the compassionate human connection 
in which patient-provider communication normally 
occurs must be preserved. 

Conclusion
The AMM can help HCPs to overcome their uncer-

tainty about spiritual assessment. The five tension 
fields of the model are perceived as a helpful guide 
to discussing certain themes at the end of life, and 
they can lead to more insight into patients’ spiritual 
needs and resources. Aided by this model, HCPs can 
gather information about patients’ context, life story, 
and meaningful connections, which enables them to 
organize person-centered palliative home care with 
respect to the spiritual dimension. 
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Knowledge	Translation 

The updated version of the ars moriendi model (AMM), devel-
oped by professor Carlo Leget, along with Dutch general prac-
titioners, appears to be a useful tool for spiritual assessment. 

Use of the AMM can lead to more insight into patients’ spiri-
tual needs and resources. 

With the help of the AMM, nurses can better establish  
person-centered end-of-life care.
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