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on behalf of The Pallium Spiritual Care Providers DACUM Group

Abstract

The Canadian Hospice Palliative Care Association (2002) identifies spiritual care of the dying and their families
as a core service for Hospice Palliative Care programs. Yet, until the Spiritual Care Development Initiative of the
Canadian Pallium Project, there was no published literature indicating systematic profiling of occupationally
relevant core competencies or competency-based training programs specific to this specialized field of practice.
This article describes a Canadian Community of Practice process to develop an occupational analysis-based
competency profile for the Professional Hospice Palliative Care Spiritual Care Provider utilizing a modified
Developing a Curriculum (DACUM) methodology. Competency profiles are important contributions to the
development of curricula to train care providers who are recognized by other professions and by institutions as
possessing the requisite theoretical and clinical expertise, particularly in academic tertiary care settings.

Introduction

Persons functioning in Hospice Palliative Care (HPC)
specialist spiritual care roles in Canada are drawn from

a diversity of mandates, academic qualifications, and train-
ing backgrounds. Some possess advanced degrees, sig-
nificant clinical training, and professional association
certifications, while others possess fewer qualifications or
credentials. Some have a faith-based mandate to provide
care (e.g., ministers, priests, rabbis, imams, persons in reli-
gious orders, or religiously authorized lay persons), while
others may be multifaith counselors. Some HPC programs
have in-house spiritual care providers, while others out-
source that care to religious or spiritual care providers in
their communities.

The evident lack of standardization with respect to clinical
and academic preparation and licensure for this work is a

concern. It is argued that working in specialist HPC teams and
units requires specialized knowledge and skills. In the context
of HPC programs with academic missions, spiritual care
providers may require similar academic orientations as their
colleagues from other professions to function optimally
within academic interprofessional teams.

Cooper has observed that, in Canada, spiritual care in
healthcare appears to be an emerging health profession.1,2

Much foundational work remains undone in terms of clearly
stating a scope of practice for the discipline, elucidating its
theory base and distinctive methods, and developing national
and provincial structures for certification and regulation.
At the present time in Canada, spiritual care (and pastoral
counseling) is recognized as a self-regulated health-care pro-
fession only in the Province of Ontario, through inclusion
in the College of Psychotherapists and Registered Mental Health
Therapists.3
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The Canadian Association for Pastoral Practice and Edu-
cation (CAPPE) is a multifaith spiritual and religious care
organization offering nationally accredited 400-hour clini-
cal training units at Basic, Advanced, and Supervisory
levels.4,* Students are trained, over multiple units, to provide
or facilitate individually appropriate spiritual care or coun-
seling across a range of faith, religious, and spiritual orienta-
tions. They may then go on to certify as Specialists and
Teaching Supervisors in Pastoral Care and/or Pastoral Coun-
seling. CAPPE members and students adhere to a Code of
Ethics (revised 2009)5 and Standards of Practice (2004).6 These
documents are in agreement with those of the Spiritual Care
Collaborative which includes five other leading spiritual care
professional associations in the United States.7 Although
CAPPE training and certification may offer a gold standard
for providing spiritual care in Canadian health institutions,
institutions are currently under no legal requirement to em-
ploy CAPPE-trained or -certified members; the exception
being in Quebec where a minimum of one Basic unit of
CAPPE accredited training is required.8 While CAPPE’s
programs provide foundational training in the knowledge,
skills, and attitudes requisite for spiritual care in general, they
may or may not include significant exposure to HPC-specific
concepts or related clinical experience.

The World Health Organization has long endorsed a
competency-based approach to education for the health pro-
fessions.9 It is suggested that curriculum ought to be based on
the competencies required to function optimally in a partic-
ular role. As proposed by Epstein and Hundert,10 professional
competencies are sets of cognitive, affective, and psychomo-
tor functions that support the ‘‘habitual and judicious use of
communication, knowledge, technical skills, clinical reasoning,
emotions, values and reflection in daily practice’’ (italics theirs).
Cheetham and Chivers11 further define competency as the
‘‘overall, effective performance within an occupation which may
range from the basic level of proficiency through to the
highest levels of excellence’’ (italics theirs). Numerous factors
influence competencies, including self-awareness, compas-
sion, scientific and humanistic judgment, and practice setting.
Competencies should link to local social, political, and eco-
nomic circumstances, health needs, availability of resources,
and the structure of the local health-care system. Educational
interventions should describe in detail what specific compe-
tencies learners will attain.

With these concerns in mind, and to enhance system capacity
to provide access to high quality spiritual care of the dying and
their families, the Canadian Pallium Project (Phase II), launched
the HPC Spiritual Care Development Initiative (2004–2006).
The goals of the Initiative were twofold: from its early western
Canadian foundation, to catalyze a pan-Canadian discussion
on the emerging training needs of HPC spiritual care providers
and to generate related professional development resources.
This activity coincided with an emerging literature and evi-
dence base in the area of spiritual care in HPC.12

This paper further describes the process and results of
identifying and codifying the competencies required by these
spiritual care providers in providing spiritual and religious
care in HPC programs.

Methods

Preliminary environmental scan

The Project Team conducted a preliminary informal anal-
ysis of the status of HPC spiritual care development in
Canada. This included conversations with spiritual care pro-
viders, leaders, and educators in western Canada. A formal
occupational analysis of the competencies required for the
HPC role had, to our knowledge, never been completed in
Canada and there appeared to be no existing peer-reviewed,
content-specific core curriculum for continuing professional
development of spiritual care providers specifically in HPC.

In 2004, the Pallium Project in 2004 appointed a Consultant
(DC) to advance the role of spiritual care in HPC. The Con-
sultant was a certified member of CAPPE with extensive
clinical experience in HPC and a profile of national leadership
as Chair of the Canadian Hospice Palliative Care Associa-
tion’s (CHPCA) Spiritual Advisors Interest Group.

Forming a community of practice

As suggested by Wenger’s analysis of the ways profes-
sional communities create and share knowledge,13 12 mem-
bers of CAPPE from across Canada who provided spiritual
care in HPC clinical settings and who were considered by
their peers as leaders in the field were engaged as a Commu-
nity of Practice. This Collegial Development and Peer Review
Group (CDPRG), represented the range of academic qualifi-
cations, professional certifications, religious diversity, and
clinical practice found in the Canadian HPC context. The
developing process was discussed with key stakeholder or-
ganizations, including CAPPE, the CHPCA, and the Health
Canada Secretariat on Palliative and End of life Care. These
organizations became corresponding members of the group.

The CDPRG, through a series of teleconferences, engaged
in a process of reflection upon the major documents emerging
from Canada and the United States in the previous 5 years on
the subject of standards of practice for HPC and for spiritual
care generally,14,15 as well as upon the implications for prac-
tice contained in the CHPCA Model (2002) document.16

This process led to the conclusion that a core curricular
resource was needed for clinical education focused in an HPC
context. The Developing a Curriculum (DACUM) method
was selected as a suitably rigorous competency-based ap-
proach to curriculum design and development.

The DACUM approach to occupational analysis

DACUM was first conceived in the United States and
Canada during the 1960s as a means of designing and devel-
oping curricula that would be relevant to the training of per-
sons for the work place.17,18 Workplace-focused education
asks, what needs to be done, at what level of skill, and what theo-
retical knowledge, practical skills and personal attitudes or attributes
need to be acquired in order to equip a person to perform at that level?
Finally, how does one know that the desired competencies have been
obtained? The DACUM method has been utilized extensively
in industry, the military, government, and a wide range of
professions to develop workplace-relevant training programs.

*CAPPE/ACPEP has an affiliated partnership with its Québec peer: Association des Intervenantes et des Intervenants en Soins Spirituels
du Québec (AIISSQ).
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DACUM charts permit a ready appreciation of major areas of
responsibility and related major tasks for any role. They can be
utilized as the basis for the development of curricula and
learning resources, skills certification, the writing of formal job
descriptions and workplace performance evaluation.

The strength of the DACUM method is its focus on the
work environment, and upon the expertise of the skilled
worker as the most important source for what needs to be
learned and what the component tasks of the job are. The
process usually begins with a 2- to 5-day focus group work-
shop involving qualified practitioners, experts, and leaders in
the field. Through a process of negotiation and consensus the
role is defined and then analyzed into a comprehensive list of
its major responsibilities and related major tasks (broad
competencies). This process produces an occupational profile or
DACUM Chart. Each DACUM workshop participant is pro-
vided with a subsequent opportunity to review the results
and write a differing opinion or afterthoughts, which are re-
corded in the final document.

From the outset we anticipated that the process would be
challenging, given the diverse and idiosyncratic nature of
spiritual care. We also anticipated that this dialogue would
yield significant areas of agreement and a sense of professional
community. In January 2005, 11 members of the CDPRG met in
Calgary, Alberta (Canada) to complete a 2-day and one even-
ing DACUM Workshop. The workshop was facilitated by
trained DACUM facilitators (Wilson Associates—Education
Consultants, Inc.). The goal was to establish the normative
Scope of Practice, Major Areas of Responsibility, and Related
Major Tasks for the role. As a first step, the group agreed to
name the role The Professional Hospice Palliative Care Spiritual
Care Provider.

Results

The DACUM workshop and chart

The group activity began by agreeing on a broad Scope of
Practice Statement: ‘‘The Professional HPC Spiritual Care Pro-
vider practices the art of skilled spiritual companionship, entering
into the lives of the suffering and dying.’’ This was followed by
the development a consensus-derived DACUM chart that
identified 14 Major Areas of Responsibility and 81 Major Tasks
(Table 1). The major areas were arranged in order of relative
importance as perceived by the group. In addition, the group
identified characteristics desirable for professional HPC
Spiritual Care Providers, as well as broad knowledge and
skills that these professionals should possess (Table 2). These
supplementary lists emerged as the discussions proceeded
and are not exhaustive.

A substantial degree of consensus emerged, allowing
the chart to be developed. Some participants expressed sur-
prise that the role contained so many distinct aspects
when considered across the range of practice contexts and
workplace.

Two areas were particularly controversial. A substantial
discussion was generated around whether or not to include
the phrase ‘‘with therapeutic intent’’ in the scope statement
about the provision of spiritual companionship. The consen-
sus reached was to define the role and not to limit the intent of
the action. This seemingly small point was important in terms
of recognition that, for spiritual care providers, persons are
encountered as persons (in and of their own right and for

purposes of their own) and not for any ostensible purpose of
the caregiver.

The other area of controversy related to the role of assessing
spiritual needs (‘‘Major Responsibility A’’ in Table 1). In health
care, the term assessment is widely used to describe the process
whereby a professional takes a history and forms an opinion
about the resources and needs of clients as the basis for
communicating with the team and devising a plan of care.
After considerable reflection it was agreed that the Spiritual
Care Provider’s approach needed to be one of discerning, in
the sense of developing intimacy and being spiritually sensi-
tive to the other.

The first stage of evaluation of the competency profile oc-
curred in the weeks following the workshop during which
participants reflected on the workshop experience, validating
the results and suggesting alternatives. Of the 11 DACUM
workshop key informants, nine completed a review of the
final work product. Of these, eight confirmed that the docu-
ment was consistent with their insights shared during the
DACUM process and agreed to a large degree with its con-
tents. One participant felt that tasks B12, E4 and E5 would
need to contain ‘‘spiritual and religious’’. This informant also
noted that C5 should contain the language ‘‘rites and rituals’’
to be consistent with the group’s discussions. The need to
include the language of ‘‘spiritual and religious’’ was identi-
fied by two other participants, particularly for the G2 task.
One observed:

‘‘It seems that our role as ‘religious’ care providers has been gravely

overlooked. I know we decided to call ourselves . . . spiritual care
providers for many reasons but that does not mean that we

are . . . divorcing ourselves of our religious obligations.’’

Another participant expressed the concern that the Chart
did not really capture who the spiritual care provider is.

‘‘I think what is missing is who we are as rooted in ministry. DA-

CUM is a valuable exercise in detailing and distilling our function as
chaplains. However, what we do and why we do what we do is rooted

in our way of being . . . . What I meant is that I did not feel that we, as

a whole, gave enough credence to the religious nature of our identity,

roots and mission. Why, in other words, are we chaplains doing this
and not psychologists? What makes us different from physicians who

can adopt these practices or social workers? I believe the answer is an

ontological one; it lies in Who we are rather than what we do . . . ’’.

Follow-up to the workshop

The competency profile was presented to the Education
Standards Commission of CAPPE. Interest was expressed in
the document as a possible starting point for a broader
strategy aimed at developing competencies for spiritual care
as a discipline. It has been posted on CAPPE’s website in their
curriculum development section.19 Overall, the response
within CAPPE to the DACUM process and its product was of
such a positive nature that the organization convened a
workshop in 2006 to develop a competency profile for one of
its four current certifications—The Certified Spiritual Care
Professional – Specialist (Pastoral Care). These two documents
were then analyzed for similar and unique elements and, to-
gether with emerging counseling competency lists from the
Provinces of British Columbia and Ontario, were presented to
the membership of CAPPE in 2008 in a National Validation of
Competencies Survey utilizing a web-based modified Delphi
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Table 1. DACUM Chart of the Scope of Responsibilities of the Professional Hospice Palliative

Care Spiritual Care Provider (Copyright � 2005 The Pallium Project—Used With Permission)

Major Area of Responsibility and Major Task
A Discern, identify & understand spiritual & religious history, resources and care needs

A-01 Respect patient’s choice to accept or decline spiritual or religious care
A-02 Establish rapport
A-03 Gather information relevant to spiritual/religious history
A-04 Explore spiritual orientation
A-05 Determine patient’s goals and expectations of spiritual care
A-06 Document and revise a spiritual care plan

B Provide appropriate, culturally sensitive spiritual care
B-01 Be compassionately present
B-02 Adapt presence and communication in ways that are appropriate to patient’s health status
B-03 Create a safe place that holds the whole person
B-04 Establish the therapeutic relationship
B-05 Engage with patients in their experience of suffering
B-06 Listen for the meaning, emotion, intention behind the words and reflect back to the speaker for clarification/

verification
B-07 Listen for that which is sacred to the patient
B-08 Nurture inner spiritual resources for well-being
B-09 Journey with patients and their family members
B-10 Help patients and families to explore their perceptions of death and dying as and if appropriate
B-11 Honor, include and engage symbols, prayer, meditation and other practices that are meaningful to the patient
B-12 Protect patient and family from inappropriate or unwanted spiritual intervention
B-13 Seek to enhance quality of living and dying as defined by the individual
B-14 Design appropriate ceremonies

C Provide for appropriate religious care
C-01 Explore images of God and the sacred as they inform the experience of illness and dying
C-02 Discuss conflicts experienced between beliefs and illness
C-03 Invite use of symbols, artifacts, writings, music and art that are sacred to the patient and family
C-04 Liaise with community, spiritual and religious representatives
C-05 Facilitate provision of religious rites as appropriate to patients health status
C-06 Monitor and address issues of religious abuse

D Provide spiritual counselling
D-01 Create an accepting supportive environment to hold spiritual struggles and dark emotions
D-02 Provide crisis counselling
D-03 Facilitate the interpretation of experience and existence
D-04 Ameliorate suffering as appropriate and possible
D-05 Facilitate reconciliation
D-06 Facilitate support groups

E Collaborate as a member of interdisciplinary team
E-01 Integrate spiritual care within clinical case management
E-02 Help team to articulate values
E-03 Interpret and explore cultural taboos and ambiguities around death and dying
E-04 Document spiritual care activities in the patient’s health record
E-05 Express spiritual needs and resources of patient to the team
E-06 Participate in inter-disciplinary rounds
E-07 Make/receive referrals/consults in a timely manner
E-08 Facilitate advance care planning

F Provide leadership in ethical decision making
F-01 Participate in ethical decision making process
F-02 Educate, encourage and support ethical decision making at end of life
F-03 Assist patient’s and family’s decision making in choosing to obtain, accept or decline medical treatment
F-04 Mediate conflictual requests for rituals and other end of life care
F-05 Provide support for organ/tissue donation situations
F-06 Encourage open/conciliatory responses to error

G Advocate on behalf of patient and family
G-01 Identify patient’s primary needs in order to ascertain and engage appropriate resources
G-02 Advocate for appropriate spiritual care
G-03 Advocate on behalf of the patient to obtain medical treatment

H Provide grief and bereavement care
H-01 Facilitate/provide bereavement support services
H-02 Facilitate memorial services for individual patients
H-03 Provide for group memorial services

(continued)
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approach.20 The result was that all competency areas were
validated except for the ‘‘research’’ area, which did not meet
the 66% support threshold required for validation. This sug-
gests that, at the present time, the majority of CAPPE mem-
bers are unsure about their mandate regarding research.

The DACUM chart has subsequently been used as a primary
datum for development of a collaboratively researched and
written curricular resource package specific for HPC.21 It has
also been used to revise position descriptions for Chaplains
serving HPC clients in a faith-based health organization in
Edmonton, Alberta. The Chart has been translated into French.

Discussion

The Competency Chart is a living document that is open to
further dialogue and development. The authors suggest that it
be viewed as normative, rather than prescriptive. It should
catalyze discussion about what HPC spiritual care providers
need to be able to do well in practice. It serves to orientate new
practitioners to the field and to identify areas for their future
professional development. It provides employers with a
framework for what they can expect from spiritual care pro-
viders. Importantly, the scope and complexity of the compe-
tency areas identified validate the role of spiritual care

providers as fully fledged members of an academic HPC ser-
vice. Credibility is added to the role as is recognition that it re-
quires appropriate academic formation and clinical training.

Achieving full consensus in some key areas may be diffi-
cult. While the document may not sufficiently describe the
identity of the professional spiritual care provider, it does
speak strongly to role responsibilities and tasks. While the
former issue is of great interest to spiritual care providers, the
latter issue is of high relevance to the healthcare workplace.
The DACUM Chart provides a starting point for discussion
and development of curricula to address learning specific to
HPC. It identifies areas where consensus is possible but al-
lows room for the expression of dissenting views.

The Pallium Project’s Spiritual Care Development Initiative
represents a promising early development that may lead to
the standardization of clinical training for Canadian HPC
spiritual care professionals. Its wider impact on the emer-
gence of a more competency-based discipline of spiritual care
in health care has already been noted. The Community of
Practice process used to develop the occupational analysis
profile and the ensuing curricular resource has moved the
field forward, not only in the west but across Canada. The
process allowed participants to develop a common language
and definitions regarding their role, and to lay a foundation in

I Facilitate functional relationships
I-01 Use role/authority respectfully/effectively/appropriately
I-02 Assist with conflict management
I-03 Cultivate relationship between organization/community
I-04 Nurture team spirituality

J Provide support to staff
J-01 Make self available
J-02 Facilitate formal and informal activities that promote positive working relationships
J-03 Provide for examination of conscience
J-04 Join in debriefing activities
J-05 Provide counselling

K Nurture the organizational soul
K-01 Recognize symbolic significance of role
K-02 Create a safe, hospitable space
K-03 Call upon the organization to act with dignity and respect regarding the spiritual values and worth inherent in each

person
K-04 Equip and encourage other team members to provide appropriate spiritual care
K-05 Participate in designing and conducting corporate memorial observances

L Provide education and engage in research
L-01 Design/deliver learning & development opportunities
L-02 Educate others on diverse spiritual care and cultural expressions
L-03 Undertake supervisor/mentorship roles for learners
L-04 Write for publication
L-05 Participate in and conduct research

M Perform administrative duties
M-01 Ensure a religious care referral system is in place
M-02 Develop policies, procedures, protocols as required
M-03 Evaluate, improve and develop services
M-04 Contribute to development of spiritual care provision
M-05 Participate in appropriate committees
M-06 Perform administrative/management duties as required

N Commit to personal and professional integration
N-01 Practice self care
N-02 Discover and recreate self as an instrument of spiritual care
N-03 Engage in reflective practice
N-04 Practice within a code of ethics and standards of practice

Table 1. (Continued)
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the curricular resource for the development of an integrated
body of theory and practice relevant to the profession.

Conclusions

The collaborative development process supported by the
Spiritual Care Development Initiative of the Canadian Pal-
lium Project provided a first opportunity for persons
working in specialized HPC spiritual care contexts to en-
gage in generative professional development activities. The
resulting DACUM workshop and occupational profile for
The Professional Hospice Palliative Care Spiritual Care Provider
(ª2005 The Pallium Project) has provided a formal contri-
bution to the growing international discussion about the
professional role responsibilities and tasks of spiritual care
providers working within an HPC environment. The com-
petency profile may be of benefit for spiritual care providers
intending to work in HPC, their employers, and certifying
bodies and in the production of curriculum for clinical

training purposes. Future project endeavors may include
formal study of the utility of the profile for learning and
workplace evaluations.
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Table 2. Examples of Characteristics, Broad Knowledge, and Skills Required

of a Professional Hospice Palliative Care Spiritual Care Provider

Characteristics * Sensitivity
* Sensibility to a range of circumstances, family contexts and traditions and how those interact

in complex end-of-life care situations
* Compassionate
* Covenant-based presence (* During document review two informants expressed concern that this is open

to challenges about meaning and may be poorly understood)
* Non-judgmental
* Reflective practitioner
* Ability to contain/tolerate ambiguity
* Tolerance for sadness
* Courage for moving into the suffering of others
* Humility—no easy answers/quick solutions—mutual search for meaning
* Trust that meaning within chaos/suffering exists (* During document review one informant expressed

concern that this may not be universally applicable)

Broad Knowledge * Range of religious traditions and rituals/rites
* Flags for a range of ‘‘abuse’’ circumstances/history
* Major non-western cultural considerations/’’Flags’’ in your catchment (e.g., taboos, ambiguities)
* Bioethical decision frameworks
* Grief and bereavement theory and practices
* Family dynamics theory
* Self-care strategies
* Conflict management theory and practices
* Service and program development models and practices
* Organizational dynamics in large health care environments
* Constructs of ‘‘being’’ ‘‘hope’’ ‘‘suffering’’ and ‘‘redemption’’
* Assessment/protocols appropriate to spiritual care

Broad Skills * Leadership in ethical decision making
* Patient advocacy and ‘‘interests’’ representation
* Mediation
* ‘‘Boundary’’ management in personal, family and inter-professional/provider relations
* Generic negotiation skills
* Active listening and restating/rephrasing for confirmation of understanding
* Empathetic listening
* Asking open questions to invite open responses for building understanding
* Generic counseling skills applied to several different circumstances
* Coordination—of people, resources within different care settings
* Team work and team building
* Effective teaching-learning strategies and methods
* Brokering of diverse interests
* Generic crisis intervention skills applied to a variety of contexts
* Modeling humanistic and compassionate behaviour
* Consultative skills
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la santé et des services sociaux et les autorités religieuses con-
cernant les services de pastorale des établissements de santé
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