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Abstract
Identifying reforms that minimize US healthcare costs is imperative. This com-
mentary explores one intervention with potential cost-saving implications that has 
received comparably minimal consideration: spiritual care provision. It highlights 
the staff and patient costing benefits of spiritual care in addressing spiritual distress 
and urges practical policy and research initiatives to maximize its impact.
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Introduction

In 2018, North Americans spent $3.65 trillion—$11,121 per person—on health 
care (Herman 2019), considerably more than any of the other 35 developed OECD 
(Organization for Economic Co-operation and Development 2017) countries; an 
expenditure level not reflected in US patient health outcomes compared to other 
similarly wealthy and sizeable nations (Sawyer and McDermott 2019). Forecasts 
indicate this 4.4% increase on 2017 will be exceeded by an average annual growth 
rate of 5.5% between 2018 and 2027, by when health care will be one-fifth of the 
country’s gross domestic product (Sisko et al. 2019). Identifying reforms that mini-
mize costs is imperative. One intervention with potential cost-saving implications 
that has received comparably minimal consideration is spiritual care provision.
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Spirituality can be an elusive concept to many, including in the health field, espe-
cially regarding its operationalization. It is defined as an intrinsic aspect of human-
ity through which people seek ultimate meaning, purpose and transcendence and 
experience a relationship to self, family, others, community, society, nature and the 
significant or sacred (Puchalski et al. 2014). It is expressed through beliefs, values, 
traditions and practices (Puchalski et al. 2014). Spiritual distress occurs when there 
is an impaired ability to experience and integrate this meaning and purpose in one’s 
life that can impact a patient’s health status, which spiritual care—which in the USA 
is provided by multi-denominational chaplains—seeks to address.

Evidence shows that for a significant proportion of physically or mentally ill 
patients, spirituality can provide coping and resources, enhance pain management, 
improve surgical outcomes, protect against depression and reduce the risk of sub-
stance abuse and suicide (Larson and Larson 2003). For example, patients not 
receiving adequate spiritual support are less likely to receive a week or more in 
hospice and are more likely to die receiving aggressive intensive care unit (ICU) 
care (Flannelly et al. 2012). In this way, spirituality is often a coping strategy, with 
prayer, meditation and mindfulness among the spiritual resources patients employ 
to help cope with their illness. The potential magnitude of this positive impact is 
extensive; studies of patients’ beliefs show 87% consider spirituality important in 
their lives (Hills et al. 2005), while 51–77% consider religion is important (Balboni 
et al. 2007).

The prevalence of beliefs and the potentially beneficial impact of spiritual care 
mean meeting the spiritual needs of patients, which can have financial benefits to 
health systems. These benefits can be achieved via healthcare staff as well as via 
patients.

Staffing Cost Benefits

One of the unique aspects of US chaplaincy care is chaplains are explicitly charged 
with bringing spiritual care not just to patients and their loved ones, but also to other 
care providers. Chaplains provide proactive spiritual and emotional support to col-
leagues to cope with the intensity of their profession, and healthcare professionals 
are more likely to foster resilience, which leads to better professional engagement 
and quality of patient care provided (Lumb 2016).

Moreover, studies show significant problems with compassion fatigue and burn-
out among providers across disciplines with consequences that will escalate dra-
matically in the coming years (Kamal et al. 2019), particularly when one considers 
the effects of pandemics (e.g., SARS, Swine Flu, Avian Flu, COVID-19). Shanafelt 
et al. found 45.8% of US doctors exhibit one or more symptoms of burnout, with 
physicians-in-training scoring much higher (76%) (Shanafelt et  al. 2002). Such 
burnout can lead to physician error—with potentially litigious repercussions—
which can in turn contribute to further burnout and also impact the physician’s abil-
ity to communicate empathically with patients and their loved ones (Ratanawongsa 
et  al. 2008). Given the potential human and monetary costs of medical mistakes, 
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the emotional impact of actual or perceived errors can be devastating for physicians 
(Spickard et al. 2002).

The same potential issues and impact arise within nursing. Depending on the 
clinical setting and other variables, anywhere from 33 to 44% (Potter et al. 2010), 
and upward of 86% of nurses (Hooper et al. 2010), show significant signs of com-
passion fatigue and burnout. Chaplains are in a critical unique position to provide 
spiritual and emotional support to nursing staff. Additionally, they often have the 
added benefit of empathizing with colleagues given they are more closely expe-
riencing the same clinical setting and intensity as nurses. Therefore, chaplains, in 
providing proactive spiritual and emotional support to physicians, nurses and other 
staff, can potentially positively contribute to an institution’s fiscal considerations by 
addressing and supporting positive coping strategies for healthcare professionals 
suffering burnout and have a positive impact on their engagement with their institu-
tions and ultimately retention and turnover.

Patient Cost Benefits

Addressing patients’ spiritual distress and supporting their resiliency enhances their 
overall satisfaction with received hospital care, critically important given patient sat-
isfaction—including access, outcome, timeliness and effectiveness of service pro-
vided, among other metrics—is a major driver of US federal healthcare reimburse-
ment (Petrullo et al. 2013). Patients unable to have their spiritual needs adequately 
addressed are more likely to have lower satisfaction with, and perception of, care 
quality (Astrow et al. 2014). Moreover, addressing spiritual concerns not only posi-
tively impacts overall patient satisfaction but also increases trust in the medical team 
(Williams et al. 2011).

It has also been found that patients receiving less than adequate spiritual support 
generate higher care costs, spending less time in hospice and having more aggres-
sive and costly ICU care. Quantifying the cost savings, in 2010 US dollars, one 
study estimated these as $2114 per patient, with greater savings for minority patients 
($4257) and ‘high religious copers’ ($3913) (Balboni et al. 2011). Moreover, con-
gestive heart failure patients who experience spiritual struggle also have poorer 
physical function and increased hospitalizations (Park et al. 2011), while a study by 
Duke University Medical Center revealed religious struggle is a predictor of mortal-
ity in medically ill elderly patients (Pargament et al. 2001).

Additionally, palliative care programs, which place a central focus on spiritual 
care provision for patients and their families, when compared to patients not receiv-
ing palliative care services, contribute to a cost savings, in 2008 US dollars, of 
$1696 in direct costs per admission for patients who are discharged and $4908 per 
admission for patients who die in the hospital (Morrison et al. 2008). If a spiritual 
care specialist—a board-certified chaplain—works with palliative care and nonpalli-
ative care patients during their hospitalization, they could help mitigate some of the 
severity of the health outcomes research demonstrates is related to spiritual distress. 
In doing so, the chaplain has the potential to positively impact the bottomline of the 
institutions providing that care.
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Challenges to Spiritual Care Financial Benefits

There are two primary stumbling blocks to reaping the financial benefits of spir-
itual care provision in the US healthcare system. First, spiritual care is not reim-
bursed from US federal taxes, where the constitution’s first amendment requires 
the separation of church and state. Health facilities therefore have to compensate 
for this regulatory barrier by funding such un-reimbursable care from less reli-
able patient, private and public sources (Warnock 2009).

Second, when healthcare costs are a substantial portion of public and private 
budgetary expenditures, there is an imperative to use validated instruments to gener-
ate quantifiable evidence demonstrating the effectiveness, efficacy, appropriateness 
and acceptability of spiritual care services. These instruments should include those 
that can screen people for spiritual distress, assess their needs and determine the 
impact of spiritual interventions on patient outcomes. Currently, however, there is a 
relative lack of such tools, a deficiency that needs to be addressed.

Conclusions

Spirituality and religion have been central to the lives of the vast majority of Amer-
icans (Newport 2016). Research suggests spirituality remains relevant to the pur-
suit of optimal healthcare provision. However, there is a need to explore further the 
benefits of effective spiritual care provision for the US health system, not only in 
terms of health and satisfaction outcomes among patients and their families, but also 
critically in terms of their potential economic benefits, adding to the current reforms 
package aimed at minimizing US healthcare costs and saving federal dollars.

From a policy perspective, it is clear there are two issues that need to be addressed 
if those goals are to be achieved. First, the most effective pathway to achieving a 
reliable spiritual care financing scheme is to explore its provision in a bundled, or 
episode-based, payment model. Entailing payments on the basis of expected costs 
for clinically defined episodes of care, such an option would negate the need to des-
ignate chaplains as official healthcare providers who can bill for their services. This 
would enable economic evaluations of spiritual care interventions which, as in pal-
liative care generally (Mathew et al. 2020), are lacking.

Second, while there is an increasing drive to develop, refine and validate spir-
itual care tools—domain-specific measurements exist that address patient screen-
ing, history taking and assessment (Emanuel et al. 2015; Drummond and Carey 
2019), with varying degrees of validation—there is a need to invest in the devel-
opment of spiritual care outcome instruments that are reliable and valid across 
varying settings, patient demographic profiles and diagnostic groups. In addition 
to providing rigorous evidence of the impact of spiritual care interventions on 
patients and their families, such work would also help more efficiently target spir-
itual care interventions and inform a meaningful dialogue on US healthcare reim-
bursement and bottomline cost savings.
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