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Spiritual Intelligence: A Vital Component of Consolation 
within Rehabilitation for Medical Social Workers
Håkan Nilsson PhD, PhL, ThM, MEd, MSS, MB

Department of Social and Behavioral Sciences, University West, Trollh’ttan, Sweden

ABSTRACT
This article aims to provide medical social workers with 
a discourse highlighting eight attributes within spiritual intelli
gence that may be drawn on to comfort persons with disability. 
This strengthens the medical social workers capacity to offer 
genuine solace through the disabled person’s rehabilitation 
process. The attributes are holisticness, authenticity, trustworthi
ness, intentionality, ethical-mindedness, compassion, empathy, 
and present-centeredness, which will be described in turn. 
Within these discourses, the paper draws upon Frankl’s 
logotherapy, Maslow’s Hierarchy of Needs, Buber’s dialogue 
philosophy, and the influence of mindfulness thought in rela
tion to spiritual intelligence. These can all help medical social 
workers personally apply the eight attributes. This discourse is 
particularly relevant for medical social workers, as they dedicate 
their professional lives to helping persons with disabilities 
through their rehabilitation process.
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Introduction

The medical social work profession is characterized by work that is ever- 
changing and complex. In this regard, a medical social worker’s (MSW) role 
is dualistic: They guide the family through the healthcare system, and they 
clarify the family’s needs to the healthcare team (Grant & JoAnn S, 2017). 
A such dualistic role requires great flexibility and knowledge. Here, knowledge 
should be understood as based on the profession’s theoretical foundations, 
which are linked to how one cognitively reasons and adopts new concepts 
within the profession. Accordingly, this article intends to present spiritual 
intelligence (hereafter “SQ”) as a theoretical concept worth reflecting on.1

The social work profession is not one generic profession but rather 
a profession that should be understood as specialized, much like how doctors 
have specializations. According to Grant and JoAnn S (2017), medical social 
work practice requires either a bachelor’s or a master’s degree in Social Work, 
which then calls for a discussion about skills acquisition not just in terms of 
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communication and assessment competencies, as Nicholas et al. (2019) high
light but also in terms of the ability to practice spiritual intelligence and 
comfort patients. In this context, it is important to remember that SQ is also 
relevant to healthcare groups other than solely MSW (e.g., nurses and nursing 
students, see Sharifnia et al., 2022). Given the lack of studies in this area, SQ 
may be an overlooked competence among medical social workers that 
deserves more attention. In medical social work, consolation is an under
acknowledged, recurring feature in general, and in this article, is specifically 
related to persons with disability (PD).2 To effectively console someone with 
a disability may require a sense of tender-mindedness in terms of SQ.

Successful consolation, in terms of SQ and within the rehabilitation process, 
ought to improve the ability for the MSW to successfully interact and com
municate, even interculturally, within the healthcare team (Nicholas et al.,  
2019). Effective intercultural communication should increase both the per
son’s internal communication as their psychological and resilience increases 
(i.e., the ability to cope with various life stressors) and give a heightened sense 
of social inclusion and purpose in life (cf. Barbato & D’Avanzo, 2016).

Given that the search for meaning is a vital driving force of human life, as 
Frankl (1979) asserted, SQ can be considered useful in terms of helping the PD 
fulfill this important need. Moreover, SQ should be understood in terms of 
providing support and resilience resources that enable the MSW to receive, 
and with nuance, discuss with the PD various spiritual and/or existential 
questions in a more profound way (Ebrahimi Barmi et al., 2019). These 
discussions may arise naturally for those with a disability and in dire need of 
consolation. Consolation (Greek: παραμυθία) in this context should be under
stood less like comforting and more like encouragement (Boys-Stones, 2013), 
as, to receive encouragement from a MSW is, above all, what a person with 
a disability (PD) may need along their rehabilitation journey.

The aim of this article is to provide MSWs with a discourse that highlights 
certain personal attributes within SQ (skills, attitudes, and qualities). The 
MSW may be called upon to comfort and alleviate the PD as the PD goes 
through the process of rehabilitation. Therefore, possessing a high level of SQ 
significantly improves the capacity for MSWs to offer comfort and guidance to 
PDs, helping them navigate challenges and address any existential angst. This 
article begins by defining SQ, consolation, and rehabilitation, then follows 
with the eight attributes that can improve the SQ of MSW and their ability to 
comfort the PD.

The multifaceted nature of SQ

Frankl asserts that spirituality is an important dimension of human 
experience. Spirituality can contribute to personal and relational well- 
being and bring solace to people in need (Vaughan, 2002). However, 
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spirituality in the context of SQ is another matter. Before we define SQ, 
a few more terms and acronyms should briefly be defined, as they relate 
to SQ in one way or another. Some researchers view SQ through the 
lens of IQ (intelligence quotient) and EQ (emotional quotient) (Hanefar 
et al., 2016). IQ, in terms of Spearman’s g-factor theory, could be 
understood as intellectual intelligence that can be measured through 
assessment scales such as the Stanford-Binet Intelligence Scale and/or 
Wechsler’s Scale.

However, in the book, SQ: Connecting with Our Spiritual Intelligence, 
Zohar et al. (2001) view IQ as serial thinking, which means a way of 
thinking based on Newtonian principles; in other words, it is linear and 
deterministic. The ordinary use of the word intelligence, however, should 
be understood as awareness—to be conscious, as Penrose argues 
(Penrose et al. 2022). In contrast, emotional intelligence is the ability 
to monitor one’s own feelings (i.e., empathic ability), as well as those of 
others, according to Hanefar et al. (2016). Zohar et al. (2001) view EQ 
as a type of associative thinking (an emotional, habit-bound system) – 
the neural connection between networks in the brain.

In addition, the concept of CQ (cultural quotient) is the ability to 
function effectively with individuals, groups, or organizations 
in situations characterized by cultural difference (Early et al., 2006). In 
this regard, Early et al. (2006), p. 5) assert that “Cultural intelligence 
picks up where emotional intelligence leaves off: dealing with people 
and situations in unfamiliar surroundings.” To become a spiritually 
intelligent MSW, the MSW needs the ability to make use of IQ, EQ, 
and CQ in the rehabilitation process – a statement that can be formu
lated as a function: 

In this formula, each element is equally important, as interacting with PDs 
requires that the MSW can demonstrate all these abilities. Therefore, it is 
important that these abilities do not work in isolation but rather cooperate and 
support each other in the same vein as IQ and EQ do.

In addition, this calls for a new definition of SQ based on the aforemen
tioned eight attributes. SQ should be understood as a holistic approach based 
on an authentic and trustworthy attitude used intentionally toward others, 
which is marked with qualities such as ethical-mindedness, compassion, and 
empathy in the moment of present-centeredness. These eight attributes natu
rally lead us in the direction of a contemporary understanding of SQ, as will 
become clear. However, before elaborating on these eight attributes, this paper 
briefly outlines the concept of consolation followed by the concept of 
rehabilitation.
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Conceptualizing consolation

As mentioned, in this paper, consolation is treated as phenomenon that is 
intertwined with SQ and the rehabilitation process, and this section aims to 
clarify its meaning. According to the Merriam-Webster Online Dictionary, the 
word console means “to alleviate the grief, sense of loss, or trouble of [others]”. 
In the United Kingdom, the Cambridge Online Dictionary sheds more light on 
the term: “To make someone who is sad or disappointed feel better by giving 
them comfort or empathy.”

Terms such as consolation, condolement, solace, and similar generally refer 
to the mental and emotional succor that is given to someone who has experi
enced severe loss, with the prime example being the death of a loved one. In 
this article, consolation is understood to be an intersubjective occurrence 
between consolers (i.e., MSWs) and those in need of consolation (i.e., PDs) 
wherein knowledge, understanding, emotional support, and a listening ear are 
offered to help distressed patients come to terms with their injury, assuage 
their existential angst, and bolster their hope for the future. A scholar who 
recently addressed this issue is Nilsson (2023), who has written about con
solation management aesthetics in terms of literature, art, and music.

Conceptualizing rehabilitation

Conceptions, as James (2003) asserts, are a way to “handle facts by thinking 
them.” Rehabilitation, in this regard, is a manifold concept that has prompted 
much debate among clinical researchers during the past decades (Negrini 
et al., 2021). In the clinical sense of the meaning, a concept, such as rehabilita
tion, revolves around empirical studies (RCT) that can generate reliable 
evidence on an intervention’s (evidence-based medicine) expected effects.

This raises one of many questions for rehabilitation science to address: Does 
this practice work, and if so, how? Does this practice enhance functions and 
mitigate disabilities? Does this practice have health benefits, cognitive benefits, 
or even more broadly, life benefits? To answer these and many other ques
tions, we need first to understand the phenomenon of rehabilitation. In this 
article, rehabilitation should be understood as “a set of interventions designed 
to optimize functioning and reduce disability in individuals with health con
ditions in interaction with their environment” (World Health Organization 
WHO, 2023).

In the context of MSW and rehabilitation, this means a treatment that 
emphasizes an environmental context that aims to help DPs cope with illness 
and/or disability (Sjögren Fugl-Meyer, 2016). In this regard, we can speak of 
the rehabilitation process as connected to the DP’s responsibility to set out 
goals for their rehabilitation plan, while the rehabilitation team suggests 
measures to achieve these objectives. An overlooked responsibility of 
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healthcare staff, it seems, is the importance of them putting SQ and consola
tion in the process.

Therefore, a disabled person who struggles with their rehabilitation process 
will likely need to be comforted and encouraged. Given this, the focus here is 
on the two main skills/abilities related to medical social workers competence: 
SQ and consolation. A successful rehabilitation is not solely based on the 
rehabilitation team’s (in this context, MSWs’) medical competence but also the 
ability to be a spiritually intelligent MSW with a sensitivity for consolation 
when needed. The next section involves a discussion of the eight attributes 
within SQ that enable effective consolation in the rehabilitation process.

Eight attributes that enable effective consolation

Regardless of our particular vocation or relationship with those in need of 
consolation – whether we be psychologists/therapists, doctors, nurses, clergy
persons, or even parents, daughters, brothers, or friends – a spiritually intel
ligent MSW is someone who has developed (and works to increase) the 
following eight attributes, each of which will be briefly discussed below: 
holism, authenticity, trustworthiness, intentionality, ethical-mindedness, com
passion, empathy, and present-centeredness. These eight attributes are not 
necessarily exhaustive; they are merely the attributes that have been identified 
as being most important for the purposes of this article, based on a review of 
the literature.

The holistic attribute

Frankl asserts that individuals must be understood holistically as physical, 
psychological, social, and spiritual beings (McFadden et al., 2009) – an 
approach used in both physical and mental healthcare that involves treating 
the “whole person” rather than focusing too narrowly on one or more isolated 
symptoms. In this regard, and within the context of SQ, this means maintain
ing an awareness of and openness to everything (Krauss et al., 2010). 
A spiritually intelligent MSW has the skills to see and serve a PD from 
a holistic perspective rather than a one-dimensional view (i.e., solely the 
disability).

In terms of providing consolation, holism means to cultivate the ability to 
see PDs in as broad a (cultural) context as possible and to provide them with 
a form of comfort that addresses not only their physical well-being but also 
their emotional, psychological, and existential well-being – a theoretical per
spective known as holistic healthcare (Sjögren Fugl-Meyer, 2016). Maslow’s 
famous Hierarchy of Needs (Maslow, 1943) can be a helpful resource in this 
regard.
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According to Maslow, people’s needs fall into five categories, which he 
organizes in order from low to high as follows: physiological, safety, social, 
self-esteem, and self-actualization (see Figure 1). In his understanding, the 
higher need in the hierarchy begins to emerge when one feels that the previous 
need has been sufficiently addressed (Maslow, 1943). The more MSWs view 
the PD as a whole person consisting of these types of needs, the more they can 
help PDs address both their physical and psychological needs. Another result 
is that the MSW can come closer to self-understanding and wisdom in the face 
of severe tragedy, and, more broadly, in terms of life itself. To fulfill this goal, 
however, the MSW needs to motivate the PD through all these stages by asking 
questions that bring solace during the rehabilitation process. This prompts the 
concept of authenticity and how it relates to SQ and is furthermore contex
tualized in the Buberian sense.

The authenticity attribute

In discussing authenticity as it relates to SQ and the offering of consolation 
and solace, it is useful to turn to Buber, whose most influential philosophical 
work, I and Thou (1923/1997), draws a distinction between the I – Thou and 
the I – It relationship, with the former being the most authentic because it 
represents “the pure encounter of one whole unique entity with another in 

Self-
actual-
ization

Self-
esteem 
needs

Social needs

Safety needs

Physiological needs What do you need to cope with your disability? 

What do you need to protect yourself from getting hurt? 

What kind of social support would you like in your daily life? 

What kind of support do you need to better handle challenges? 

Despite your disability, how can you make your life fulfilling? 

Figure 1. Maslow’s hierarchy of needs. During the rehabilitation process, the MSW works with the 
PD throughout the different stages by asking existential questions that aim to bring clarity about 
the PD’s needs and wishes.
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such a way that the other is known [in its own uniqueness] without being 
subsumed under a universal.”

While the I – Thou relationship is said to be “authentic” and “dialogical” – 
an approach in which one person becomes deeply and authentically absorbed 
in the dynamic living process of another person – the I – It relationship is said 
to be inauthentic and “monological” in the sense that it is more aloof, 
representing not just a turning away from the other but also a turning back 
on oneself. In other words, the I – It relationship is not really a relationship at 
all because the person does not see the “other” as someone whose importance 
is equal to their own (e.g., due to different cultural backgrounds). Seeing 
others through such a lens can easily lead to an abrasive rather than 
a comforting consoling style.

Buber’s Theory of Dialogue asserts that offering consolation to a PD also 
involves the dialectical interplay between closeness and distance, which is 
a prerequisite for intimacy (Buber, 1997). The more a potential MSW can 
approach the ideal of authentic I – Thouness, the more proficient they will 
become at judging when a PD needs direct, intimate association and when 
they need to be left to heal on their own (Nilsson, 2014). The following 
quotation is a good summary of what has been written about authenticity, 
SQ, and Buber’s dialectical philosophy: “Authentic spirituality involves an 
emotional response – what I will call the spiritual response – that can include 
feelings of significance, unity, awe, joy, acceptance, and consolation” (Clark,  
2002, p. 30).

The trustworthiness attribute

Trustworthy MSWs are those who are dependable, honest, and unwavering in 
their commitment to others (i.e., PDs). Beyond this, and in specific connection 
to SQ and consolation, the quality of trustworthiness involves the ability to 
adopt a nonjudgmental attitude toward other PDs, thus enabling them to 
express their thoughts and feelings openly, honestly, and unreservedly without 
any fear of reproach.

One of the primary objectives when meeting with a PD is to develop some 
form of trust. If PDs are not confident in their relationship with the MSW, 
they are less likely to be open about the challenges they face. To effectively 
interact with a PD, it is necessary to demonstrate a sincere desire to under
stand their perspective.

In line with this, Rogers and Farson (1957/2015) have made note of several 
qualities or attitudes that enable the development of trust: genuine involve
ment, unconditional positive regard, active listening, and empathy. Hence, 
a fundamental value also within therapy/counseling and rehabilitation is trust. 
Without basic trust, a spiritually intelligent MSW cannot reach out to a PD 
during the rehabilitation process.
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The intentionality attribute

While intentionality can include a wide range of phenomena such as percep
tions, judgments, memories, et cetera, the most relevant feature is the experi
ence of other conscious beings as subjects rather than objects (i.e., 
intersubjectivity). The cultivation of intersubjectivity is also a matter of spiri
tual intelligence, as it involves that the MSW offers solace with an intentional 
awareness of PDs as true subjects in their own right and not merely as a means 
by which to achieve something for themselves.

The more that MSWs can really “be there” for PDs in agony, without selfish 
motivation, the better they will be able to understand and help those suffering 
persons. Beyond this, consolation as an intersubjective act, which in this 
context presupposes spiritual intelligence, shows the PD that the MSW is 
attempting to comfort their subjective experience as well as aid them in their 
search for meaning, which can be intense in the aftermath of great loss (cf. 
Nilsson, 2018).

Within both the narrow framework of the consolation experience and the 
broader context of life itself, consolation marked by intentionality means that 
SQ carries the potential to be highly facilitative in terms of increasing the 
subject’s (PD’s) sense of meaning and overall well-being (cf. Emmons, 2000; 
Ferraro & Kelley-Moore, 2000).

The ethical-mindedness attribute

In mindfulness, ethical-mindedness is first and foremost exemplified by free
dom from the propensity to commit either mental or physical harm to others. 
Non-violence (read: nonmaleficence), however, is really the pillar upon which 
many of the other attributes rest. Without MSWs’ conscious cultivation of this 
central characteristic, the risk of harming PDs is heightened.

In line with this, in Der Unbewußte Gott: Psychotherapie und Religion (The 
Unconscious God: Psychotherapy and Theology), Frankl (2006) highlights the 
importance of having a developed “superego”, or, in other words, an intuitive 
function that works as an ethical barometer in life. Ethical-mindedness is 
guided by so-called feminine principles, which are comparable to the char
acteristics we find in spiritual intelligence that emphasize affection, benevo
lence, and compassionately caring for another person’s needs.

However, what does it mean to respond to another person (i.e., the DP) in 
a “caring mode”? Feminist scholar Nodding (1999, p.142) explains that it 
means to “move through a chain of thinking and feeling guided by a reliably 
stable constellation of attitudes, beliefs, and feelings oriented toward the well- 
being of both oneself and others.” The cultivation of an ethical-minded, 
nonviolent attitude carries the potential to contribute to SQs’ and MSWs’ 
capacity to comfort PDs.
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The compassion attribute

Mindfulness teachings require the development of two qualities: wisdom and 
compassion, which can be broadly construed as an active, outwardly expressed 
form of sympathy, consisting of authentic feelings of solicitude toward other 
living beings and even a willingness to bear their pain (Gilbert & Tirch, 2009).

Mindfulness, in terms of compassion, rests upon the realization that we are 
all part of a greater whole, as well as upon the ability to look beyond the 
superficial differences that divide us so as to palpably perceive the sufferings 
and needs of the other. The cultivation of compassion toward other living 
beings would go a long way in terms of equipping us with how to offer effective 
solace. This is particularly the case for spiritually intelligent MSWs who are 
sworn to do no harm (i.e., nonmaleficence), deliver proper person-centered 
care (i.e., beneficence), maintain strict confidentiality, and place the PD’s 
interests above their own.

Understanding the connection between spiritual intelligence and compas
sion is transformational in and of itself, helping MSWs to embrace themselves 
as well as their experiences with greater kindness and care. It also deeply 
informs MSWs’ clinical work. Instead of trying to control or judge a PD´s 
experience, the MSW takes a profound interest in helping, with an attitude of 
genuine concern and openness; one not only cultivates awareness but also 
acknowledges the human dimension of that awareness. The ongoing develop
ment of empathic compassion within the heart and mind of any type of 
counselor/therapist will clearly go a long way toward enhancing that person’s 
capacity to console, comfort, and support others.

First and foremost, compassion involves the movement from egocentricity 
and self-occupation to self-sacrificing love (Nilsson, 2016). In the context of 
rehabilitation, this means to respect the dignity of the disabled person and to 
promote their welfare in terms of their autonomy, life goals, cultural identity, 
and similar.

The empathy attribute

Empathy is the final and perhaps most important attribute that makes for an 
effective MSW. According to the Stanford Encyclopedia of Philosophy,3

The concept empathy is used to refer to a wide range of psychological capacities that are 
thought of as being central for constituting humans as social creatures, allowing us to 
know what other people are thinking and feeling, to emotionally engage with them, to 
share their thoughts and feelings, and to care for their well-being.

In other words, empathy consists of the ability to identify with and understand 
another PD’s situation, cultural background, motives, and mental/emotional 
state (i.e., to “put oneself in another’s shoes”) and somehow experience their 
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internal feelings (particularly feelings of impairment) as if those feelings were 
one’s own.

Cultivating an empathic bond with the person receiving solace 
enables the therapeutic relationship to blossom in a number of impor
tant ways: genuine empathy can be sensed by the recipient, who is then 
more likely to respond by becoming more open, honest, and vulnerable, 
confidently sharing their most intimate feelings and thoughts. Empathy 
also enables those who are attempting to provide comfort (i.e., the 
MSW) to get a genuine sense of the other person’s (i.e., the PD’s) 
position and what they need to help them move forward in life 
(Nilsson, 2016). Turning to nursing practice, Aliabadi et al. (2021) 
have noted the effect that spiritual intelligence has in creating empathy. 
Thus, the study showed a positive relationship between spiritual intelli
gence and empathy among nurses in terms of caring behavior and 
qualitative care. In short, the fundamental spirit of caring and respect 
in a successful rehabilitation process is based on empathy.

The present-centeredness attribute

For spiritually intelligent MSWs attempting to help PDs work their way 
through the rehabilitation process, particularly when it comes to the problem 
of extreme loss (e.g., a severe stroke), the cultivation of present-centeredness is 
of vital importance. Present-centeredness enables the MSW to better concen
trate on the words, needs, and interests of the person being consoled without 
losing focus on the present moment. To be more present in the moment 
means obtaining greater access to our own consciousness and sense experi
ences, thus enabling us to act rather than react to the things and people in our 
environment.

It is a way of being as opposed to doing. In this regard, Nilsson and 
Kazemi (2023) write, “Present-centeredness in everyday life should not, 
however, be regarded as an on-and-off switch. It is instead a description 
of a daily mode of being that has been integrated into the mind after 
years of mindfulness training, and that enables one to simply rest in the 
present moment, synchronized and attuned to life’s circum
stances” (p. 13).

According to Kabat-Zinn (2013), being, in an everyday context, 
involves paying attention (directing awareness toward the lived body) 
in the present without passing judgment. Specifically related to offering 
consolation, the being mode can be understood as the caregiver “being 
with” the griever to share their understandings, commiserations, and 
condolences.
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Practical tools that enhance spiritual intelligence

Mindfulness

The practice of mindfulness affords a sense of spiritual intelligence through its 
program of physical (i.e., body scan, meditation and yoga) and mental exer
cises (mindfulness in daily life), which leads to an increase in autonomy, 
competence, and relatedness. As noted by Hick (2009), social workers are 
offering a variety of mindfulness-based group interventions in a range of 
contexts, from hospital to community health clinics and private practice. 
Using mindfulness to help caregivers and people who care for chronically ill 
family members could be considered as a question of bringing mental health to 
these groups, as well as spiritual intelligence values within the (medical) social 
work practice.

Spiritual literature

Depending on one’s preferences and inclinations, there are numerous reli
gious, philosophical and psychological works that can enhance spiritual intel
ligence: the Bible to the Quran to the Bhagavad-Gita and Buddhist Suttas; 
from philosopher such as Seneca (e.g., Consultations), Kierkegaard (e.g., 
Works of Love) and Weil (e.g., Waiting for God) to psychologists such as 
Jung (e.g., Spirit in Man Art and Literature) and James (e.g., The Varieties of 
Religious Experience) (Nilsson, 2023). Finding relevant books that deal with 
spiritual issues is certainly significant in terms of cultivating spiritual intelli
gence, the contribution made by journaling and other forms of written self- 
expression must be mentioned as well.

Religion and spirituality as supportive glue

According to Park (2007), religiousness and spirituality not only give sense to 
life, but they can also affect spiritual intelligence as well as higher levels of 
social support. Park writes: “ . . . the sense of belonging and social integration 
with others within one´s congregation or religious tradition may provide 
particularly potent support for one´s values and beliefs. Such social connec
tions provide strength and validation for one´s life and lifestyle, deepening one 
´s sense of meaning in life” (Park, 2007, p. 321). For Krause, religion binds 
people together in social relationships that have important implications for 
psychosocial functioning (i.e., functional social support). Furthermore, to 
participate in congregations allows one to receive more spiritual and emo
tional support from fellow congregants and to nurture spiritual connections 
with others and with God, Allah, saints, bodhisattvas and darsan (Klass, 2014; 
McFadden, 2012).
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Conclusion

The primary aim of this article has been to provide MSWs who are called upon 
to comfort PDs with various means of increasing their capacity in order to 
achieve a successful rehabilitation process. In extreme circumstances, the need 
for a skilled MSW, both with medical, vocational, and spiritual competence, is 
without question.

To serve that need, this article identifies eight attributes within SQ, the 
cultivation of which should make the MSW’s work more effective: holi
sticness, authenticity, intentionality, trustworthiness, ethical-mindedness, 
compassion, empathy, and present-centeredness. In this regard, MSWs 
should be patient-centered, as PDs may find themselves in a vulnerable 
situation that requires these skills for a successful rehabilitation process. 
Therefore, in addition to MSWs’ medical training, they also require the 
necessary soft skills to deal with PDs’ personal history and future spiritual 
journey.

However, MSWs may not be aware of the importance of these skills. This 
calls to mind what philosopher Fred Newman wrote: “They treat my body. 
And they are good at it. But they only treat the body. They don’t care about 
history, which is inseparable from the patient’s subjective experience” 
(Newman quoted in Holzman & Mendez, 2003, p. 169). Drawing on insights 
from mindfulness and with influences from Maslow’s humanistic psychology, 
Buber’s dialectical philosophy, and Frankl’s existential psychology, this article 
posits that these eight attributes have the potential to greatly benefit PDs’ 
spiritual journey and personal history, as well as enhance MSWs’ clinical work 
practice.

In consolidating and furthering the direction of future research on SQ, 
some tentative suggestions should be addressed. First, in order to better 
understand the essence of SQ, the area is in need of those with practical skills. 
This is important because (medical) social workers are not armchair philoso
phers but rather carry out practical work. Another way in which SQ could 
achieve practical results would be to operationalize the proposed definition by 
developing a new measurement tool within the research field. In addition, we 
need more experience-based studies, which means drawing from (medical) 
social workers’ experiences of being spiritually intelligent. This is a societal and 
existential issue that warrants further exploration in the research field of social 
work. In doing so, experience-based studies could provide a vehicle for 
deepening our understanding of SQ within the practice of medical social work.

Notes

1. The term “spiritual intelligence” was introduced by Zohar 1997. In Zohar and Marshall 
(2001, pp. 3–4) spiritual intelligence is defined as: “ . . . the intelligence with which we 
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address and solve problems and value, the intelligence with which we can place our 
actions and our lives in a wider, richer, meaning-giving context, the intelligence with 
which we can assess that one course of action or one life-path is more meaningful than 
another.” Since that time, researchers such as Emmons (2000) have tried to make sense 
of this concept. Skrzypińska (2021) gives a comprehensive overview of SQ, and in this 
article, the author joins this field of researchers by offering his own definition of SQ.

2. According to the Americans with Disability Act (ADA), disability means “with respect to 
an individual, a physical or mental impairment that substantially limits one or more 
major life activities of such individual; a record of such an impairment; or being regarded 
as having such an impairment” (Patel & Brown, 2017, p. 249).

3. https://plato.stanford.edu/entries/empathy/. Stauber (2019).
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