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Abstract

Background Spirituality (including religiosity) is a powerful concept in Middle Eastern populations for members of
all religious affiliations. This study aims to assess the desire of cancer and critically ill adult inpatients to be asked about
their spiritual history, the impact their religious and spiritual beliefs have on their medical decisions, and if such beliefs
help them cope with their illnesses.

Methods A questionnaire consisting of demographics and spirituality questions was developed and administered to
100 patients in a cross-sectional study. We performed psychometric analysis of the questionnaire through reliability
and validity testing including construct validity using PCA with a Promax rotation to define components/constructs.
Analysis was performed to study the association between patient characteristics and outcomes.

Results The scale was shown to be valid and reliable and can be used to assess spiritual needs in our population of
critically ill and cancer patients. 45% of patients wanted to be asked about their spirituality, only 4% had discussed

it with their medical team. Christian and Muslim patients were equally likely to want their spiritual history taken.
Non-Lebanese patients were 4.8 times more equally likely to want their spiritual history taken and twice more likely
to believe that their spirituality helps them cope with their illness compared to Lebanese patients (p < 0.05). Critical
care patients as compared to cancer patients, and patients with a lower number of hospital visits during the past year,
were significantly more likely to want to be asked about their spirituality (p <0.05).

Conclusion More structured training of healthcare personnel on addressing spirituality in the cultural context is
needed. In our society, advocacy for patients with chronic illness embodies enquiring and addressing their spiritual
needs through all the stages of their illness.
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Background

Spirituality is defined as dealing with matters that involve
the human spirit, which constitutes an individual’s mind,
feelings, and character [1], including his/her/their search
for meaning in life experiences and events. These mat-
ters may or may not involve an individual’s religiosity and
choice of following an organized religion [2]. Spirituality
and religion (S/R) may play an important role in an indi-
viduals’ life and in helping them make complex decisions,
specifically those related to their health [3, 4].

Spiritual care, defined as recognizing and respond-
ing to the needs of the human spirit when the individual
is facing trauma, illness, or sadness, is becoming one of
the core aspects of holistic, patient-centered care, par-
ticularly in critical care settings and not limited to end
of life care. Studies have shown that most patients desire
to have conversations about their spiritual concerns with
their physicians [5], and that this need does not depend
on the patients’ level of spirituality [6]. Moreover, the
spiritual intervention has been shown to improve physi-
cian-patient relationship, as well as physical and mental
health outcomes [7].

Most physicians still either do not address the spiri-
tual needs of their patients or the discussion is not well
documented [3, 4] Reported barriers of spiritual care
provision included lack of time, lack of training, lack of
experience, sensitivity of the issue which is sometimes
complicated by the intensive care setting, peer-pressure,
the lack of conceptualization of spirituality versus religi-
osity and what is exactly meant by spirituality, and some
believed it is a private matter [4, 5, 7-9].

The Joint Commission on Accreditation of Healthcare
Organizations strongly recommends that healthcare
workers receive training on how to assess a patient’s spir-
ituality and should include spiritual assessment as part of
the overall patient assessment with suggested questions
to be asked [10]. The American College of Critical Care
Medicine established recommendations on assessment
and incorporation of spiritual needs in the ICU care plan,
spiritual care training for doctors and nurses, physician
review of interdisciplinary spiritual need assessments,
and honoring the requests of patients to pray with them
[4]. Recently also, research studies have tried to con-
ceptualize spiritual care provision in the healthcare set-
ting and to clarify the spiritual considerations expected
in different populations. Culture affects how patients
view spirituality and its role in their health and wellbe-
ing. Views on spirituality vary from country to country,
patient to patient, and across age groups and religions [5,
11].

Despite the growing recognition of the importance of
spiritual care in healthcare globally, and within the Mid-
dle East, there remains a significant gap in understand-
ing the spiritual needs of patients in Lebanon. Lebanon
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is unique in its demographic composition, with multiple
religious sects coexisting in a relatively small geographi-
cal area. The country’s population includes Christians,
Muslims, Druze, and other smaller religious communi-
ties. These groups have shared a long history contribut-
ing to the country’s rich cultural and social fabric. Few
studies have investigated S/R in the healthcare setting in
Lebanon [11-13] and were mainly addressing the effects
of spirituality on mental illnesses and using spiritual-
ity to cope during COVID-19. In addition, no tools were
developed or validated to assess the need for spiritual-
ity during healthcare. In a semi-conservative culture like
Lebanon, there seems to be strong ties between religion
and spirituality and both exist.

This, in addition to the diversity described above,
influence patients’ spiritual needs and preferences, the
relationship between religion and spirituality, as well as
patients’ willingness to discuss these topics with health-
care providers. Existing tools developed in other con-
texts might not be applicable to our setting and don’t
adequately capture the nuances of spirituality within the
Lebanese population. Cultural sensitivities call for the
need for culturally tailored approaches to spiritual care.
This research provides insight from this spiritually par-
ticular community with several religious affiliations. It
aims to address this research gap by developing and vali-
dating a culturally appropriate scale for assessing spiri-
tual needs, and by examining the spiritual experiences
and preferences of critically ill and cancer patients in
Lebanon’”

Thus, the objectives of the study were:

1. To develop and psychometrically assess the
properties of the developed scale in Lebanese
patients through examining its factor structure and
internal consistency.

2. To measure Lebanese patients needs for spiritual
care, including religious and existential dimensions,
during hospitalization and critical illness, and assess
whether or not critically-ill and cancer patients at
AUBMC, a tertiary care hospital in Lebanon, wish to
be asked about their spirituality by their healthcare
practitioners.

Methods

Aim

Building on the above and the fact that studying spiritual
needs requires culturally appropriate and valid instru-
ments, the purpose of our study was to assess whether
or not critically-ill and cancer patients at the American
University of Beirut Medical Center (AUBMC) a tertiary
care hospital in Beirut, Lebanon, wish to be asked about
their spirituality by their healthcare practitioners and
incorporate it in their medical history. We also aimed to



Assaf et al. BMC Palliative Care (2025) 24:101

investigate the influence of these patients’ spiritual beliefs
on their medical decisions and on coping with their
illness.

Design

The study is a cross-sectional study. The population
consisted of 100 adult critical-care and cancer patients
admitted for treatment at AUBMC between February
and April 2017. The patients approached were all those
admitted during the above period to the Adult ICU
(medical/surgical), Cardiac ICU, Respiratory ICU, and
the adult oncology center.

Inclusion criteria

Males or females, ages 18 years or above, of any national-
ity, and who were deemed medically competent by their
physicians. The medical student approached eligible
patients to participate in the study. Based on the capac-
ity form (Appendix 1), we ensured that the patient fully
understood the study and gave his/her informed consent
to participate. Out of the 107 eligible patients approached
7 refused to participate.

Exclusion criteria

Patients who were intubated, comatose or incapable of
making autonomous decisions and pediatric and adoles-
cent patients (< 18 years) since the study is intended to be
on adult patients.

Questionnaire

The designed questionnaire was a self-filled form, which
takes around 10-15 min to complete. It contains socio-
demographic questions that address patients’ charac-
teristics such as age, gender, religion, marital status,
educational level, employment status, monthly household
income and insurance coverage. Other questions address
the influence of patients’ religious/spiritual beliefs on
coping with their illnesses, decision-making when it
comes to their health and treatment and on the physi-
cian-patient relationship. Additionally, patients were
asked whether they have ever discussed their religious/
spiritual beliefs with any of the medical staff, and if they
want their spiritual history to be taken by someone from
the medical team. The questionnaire items were based
on studies fulfilling the same objective and performed
on similar populations and settings. The studies we used
were: The study by Ehman et al. (1999) on the influence
of religious beliefs and practices on illness decisions and
outcomes [14], by Palmer et al. (2021) on patient-physi-
cian relationship and recommendations for physicians
[15], and by Balboni et al. (2011) on the patient-physi-
cian prayer in the context of terminal cancer [16]. The
final items were generated while trying to minimize the
overlap with similar constructs of mental health and they
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were restricted to spirituality and the need of patients
for spiritual care [17]. The main questions were built on
a Likert scale of four points with Strongly Agree, Agree,
Disagree and Strongly Disagree. The developed question-
naire was translated to Arabic and back translated and
compared to the original version by professional transla-
tors. The translated version was pilot tested on a sample
of 10 volunteer Lebanese patients to check for confusion
about any of the items and to make sure the questions are
well read and understood. Respondents had no changes
to the questionnaire. The questionnaire was then vali-
dated through face and content validity by expert review.
To evaluate construct validity, a principal component
analysis (PCA), with a Promax rotation was performed
which allowed us to define the components/constructs
of the questionnaire in the domain of R/S needs. We for-
mulated our questionnaire from previous qualitative data
and not from established scales in the literature and we
added items that were related to our setting. Principal
Component Analysis (PCA) was chosen to reduce the
dimensionality of the questionnaire data and create com-
ponent scores for later analysis. While Exploratory Factor
Analysis (EFA) is commonly used to identify latent fac-
tors, PCA was deemed appropriate for this stage of the
research, as the goal was to summarize the variance of
the measured variables. Given that the two components,
‘inclusion of spiritual beliefs’ and ‘importance of spiritu-
ality; were expected to be related, Promax rotation with
Kaiser normalization was employed. Promax, an oblique
rotation, allows for correlated components, which was
deemed more appropriate than Varimax, an orthogonal
rotation that forces components to be uncorrelated.
The sample size was chosen assuming the following:

+ Maximum variability (p = 0.6) based on rough
approximation from the literature review.

» A confidence interval of 95% (z).

+ A precision level of 0.05 (d).

+ A non-response rate of 20%.

According to the following calculations:

n= (z)**p*q/(d)* = (1.95) 2*0.6*0.4/(0.05%) = 365.

The sample size was 100 participants due to time con-
straints and project timeline.

The internal consistency reliability of the questionnaire
was checked using Cronbach Alpha which was calculated
for the Likert scale variables and the dichotomized vari-
ables separately (Appendix 2).

Data collection

After receiving the approval of IRB and the unit directors,
we started data collection. As mentioned above, the com-
petent patients were approached. At each department,
the physicians available introduced us to the patients and
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we distributed the questionnaires along with the con-
sent form (refer to Appendix). It contains the purpose of
the study and ensures voluntary participation. The con-
sent, as agreed with IRB, was oral and did not require
patients’ signatures on the form provided or anywhere
else. Some of the patients preferred to fill out the sur-
vey themselves, while others requested that we read the
questions to them and record their answers. Additionally,
some patients preferred to fill the English form while oth-
ers preferred the Arabic one. Surveys were collected once
filled.

Statistical analysis

Data was analyzed using SPSS version 23 (Released IBM
Corp.2014). Descriptive statistics were calculated for all
variables and expressed as frequencies and percentages.
We used frequency tables to describe the demographics
of the sample. We defined three outcomes in the ques-
tionnaire that were relevant to our study population:
(1) whether patients want their spiritual history to be
taken by the medical team; (2) whether patients’ spiri-
tual beliefs impact their medical decision-making; and
(3) whether patients’ spiritual beliefs are important in
helping them cope with their illness. The outcomes were
dichotomized, whereby “Strongly Agree” and “Agree”
were unified into one category labeled “Agree” Similarly,
“Disagree” and “Strongly Disagree” were also unified into
“Disagree” We identified independent variables includ-
ing individual-related variables: age, sex, religion, marital
status, number of children, nationality, permanent resi-
dence, and socioeconomic characteristics: educational
level, occupation, income sufficiency, health insurance
status. We tested if there is an association between each
of the three outcomes and the following variables: age
(below 65 or above 65), nationality (Lebanese or non-
Lebanese), governorate (Beirut or outside Beirut), educa-
tional level (degree or no degree), socioeconomic status
(making ends meet or not making ends meet), reason for
admission (cancer or critical care) and number of hospi-
tal visits in the past year (first visit, between 2 and 9, or
10+). We ran Chi-square tests to evaluate if there is any
significant relationship between each outcome and each
of the variables. We reported the percentage of patients
from each variable who agreed and disagreed with each
outcome. We also ran Binary Logistic Regression to see
if there is a relationship between non-binary variables
and our binary outcomes. We then calculated the odds
ratios, p-values, and 95% confidence intervals. Multivari-
ate logistic regression was done to control confounding
factors on the three outcomes of the study.

Ethical considerations
The study was reviewed and approved by the Insti-
tutional Review Board of the American University of

Page 4 of 10

Beirut Medical Center. The directors of the above units
were informed of the study and their approval was taken
before approaching patients for data collection.

Respect of individual autonomy

Participation in this study was voluntary. Participants
were informed about their right to omit questions and to
stop filling the questionnaire at any point with no con-
sequence. Additionally, the consent form was given to
the participant to read. Thus there is no coercion which
ensures the autonomy of the participant.

Justice

Anyone that fulfilled the inclusion criteria had the right
to be included in the study. There was no discrimination
based on color, gender, religion, socio-economic status,
political affiliations, or cultural affiliations.

Confidentiality

Participants were not asked to provide their names or any
other personal identifier which ensured the confidential-
ity of the information.

Results

We approached 107 patients; seven declined to partici-
pate in the study. A total of 100 patients completed the
survey (response rate was 93.4%). Most patients were
males (62%), married (83%), and had completed an edu-
cational degree (84%). 51% were employed, and 62% were
of socioeconomic status that allowed them to cover their

medical expenses. Sample characteristics are presented
in Table 1 (a & b).

Reliability

Cronbach’s alpha reliability for the Likert scale variables
of the questionnaire is 0.830. When the variables were
dichotomized Cronbach alpha was 0.790.

Validity

A principal component analysis was performed that
showed the presence of an underlying structure com-
posed of two components. The PCA was suitable for Pro-
max with Kaiser normalization rotation. The component
correlation matrix (Table 2) confirms the presence of cor-
relations between the components. The two components
accounted for 60.29% of the variance, and every facto-
rial item had a value>0.40. After Promax with Kaiser
normalization rotation, Principal component 1 included
five items related to ‘inclusion of spiritual beliefs in the
medical information, principal component 2 included
three items related to ‘the importance of spirituality
for the patient. The structure matrix and the pattern

matrix showed the same items for the same components
(Table 2).
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Table 1 (a) sociodemographic characteristics of the sample
population (N=100). (b) spiritual beliefs of the sample
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Table 2 Correlation between the items and components of the
spiritual needs questionnaire

population (N=100) Item Component
Demographics Percentage Do you want Im-
a. Sociodemographic characteristics of the sample population (N=100) your spiritual por-

Age Below 65 55
Above 65 45
Gender Male 62
Female 38
Marital status Single 17
Married 83
Educational level Degree 84
No degree 16
Socioeconomic Status Not enough to 38

cover expenses
Enough to cover 62

expenses

Employment Employed 51
Unemployed 49

Religion Muslims 72
Christians 19
Druze 4
Unspecified 5

Insurance Private insurance 57
No private 43
insurance

Nationality Lebanese 84
Not Lebanese 16

Governorates Beirut 53
Outside Beirut 47

Hospital visits this year First visit 24
1-9 visits 45
10+ visits 31

b. Spiritual beliefs of the sample population (N=100)

Do you pray? Yes 80

Do you wish to have your spiritual Yes 44

history taken

Have you ever discussed your Yes 4

spiritual beliefs with your doctor or

healthcare professional

Do you think there is a difference Yes 62
between religion and spirituality

Post-hoc power analysis

Retrospective power analysis was done to determine the
power of the obtained results with the current sample
size of 100, alpha = 0.05, and an effect size of 0.2 (to detect
small differences) and 1 degree of freedom. It was found
to be 0.62. To achieve a power of 0.8 (80%) with an effect
size of 0.2, an alpha level of 0.05, and 1 degree of free-
dom, we would need a sample size of approximately 157.

Bivariate analysis

Patients want their spiritual history to be taken

The non-Lebanese patients were significantly more
likely to want to be asked about their spiritual history

beliefs to be in-  tance
cluded inyour  of
healthcare Spiri-
tual-
ity
You like your Spiritual/Religious beliefs tobe ~ 0.879
considered in your healthcare treatment
Your Spiritual/Religious beliefs impact your
decision making when it comes to your health
You like the medical staff to be aware of your
Spiritual/Religious beliefs when making medi-
cal decisions

0.738

0.908

You believe that taking your Spiritual/Reli- 0811
gious beliefs into consideration strengthens
the relation between you and your doctor

It matters to you if your doctor is a spiritual/
religious person

You consider yourself a believer

You believe your Spiritual/Religious beliefs are
important in coping with your illness

Your Spiritual/Religious beliefs changed since
the onset of your illness

0.401

0.760
0.740

0.777

Extraction Method: Principal Component Analysis. Rotation Method: Promax
with Kaiser Normalization

a. Rotation converged in 3 iterations

compared to the Lebanese (4.87 [1.45-16.4]). Critical
care patients were four times more likely to want to be
asked about their spiritual history than cancer patients
(4.01 [1.74-9.30]). Patients who visited the hospital more
than ten times in the past year were 5 times less likely to
want to be asked about their spiritual history compared
to first-time patients (0.21 [0.07-0.65]).

Patients’ spiritual beliefs impact their medical decisions
Patients residing in Beirut were around 3 times more
likely to believe that their spirituality impacts their medi-
cal decisions, compared to those residing outside Beirut
(2.78 [1.23-6.31]).

Spirituality is important in coping with illness

Non-Lebanese patients were twice more likely to believe
that their spirituality helps them cope with their illness
compared to Lebanese (0.43 [0.09-2.04]). Patients with
no degree were twice as likely to believe that their spiritu-
ality helps them cope with their illness (0.43 [0.09-2.04]).

Table 3 shows the associations between patients’ demo-
graphic variables and our selected outcomes.

Among the participating patients, 80% reported engag-
ing in prayer. Of those who pray, 40% expressed a desire
for their physicians to participate in prayer with them
(Fig. 1).
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Table 3 Association between patients’demographic variables, diagnosis, and their spirituality scores

Patients want their spiritual

Spirituality impacts medical Spirituality is important in

history to be taken decisions coping with illness
Agree/%  OR[95%Cl] Agree/%  OR[95%Cl] Agree /%  OR[95%Cl]
Age Below 65 / Above 65 40/51.1 0.63[026-151] 455/444 1.04[047-230] 764/778 0.92][0.36-2.36]
Nationality Lebanese/ Non-Lebanese 38.1/75 4.87*[145-164] 41.7/625 043[0.14-129] 75/875 0.43[0.09-2.04]
Governorate Beirut / Qutside Beirut 528/ 34 046[021-103] 566/319 278%[1.23-631] 736/809 0.66[0.26-1.70]
Educational Level Degree / No Degree 429/563 1.71[058-5.04] 452/438 1.06[036-3.12] 75/875 0.4310.09-2.04]
Socioeconomic Status ~ Not Enough to coverex-  50/40.3 0.86[0.38-193] 526/403 164[0.73-3.71] 81.6/742 1.54[057-4.18]
penses / enough to cover
expenses
Reason for Admission Cancer / Critical Care 304/636 401%[1.74-930] 446/455 097[044-2.14] 821/705 193[0.75-4.95]
Number of Hospital First visit 66.7 45.8 66.7
Visits in past year 1-9 visits 444 0401[0.14-1.12] 489 089[033-239] 844 0.37[0.11-1.19]
10 or more 29 0.21[0.07-0.65] 387 1.34[046-395] 742 0.70[0.22-2.24]

*Statistically significant association

Would you like your
doctor to participate in
your prayer?

Do you pray?

Fig.1 Patient prayer prevalence and the desire for physician participation
in prayer based on the 80% of patients who reported praying

Prefer Spiritual History to be Taken by:

14%
Social
Worker

56%
Does Not
Want

19%
\[e}
preference

Fig. 2 Patient Preferences for Healthcare Provider to Take Spiritual History

Among the 100 participating patients, five chose not
to disclose their religious affiliation. Of the remaining
95 patients, 72 (75.8%) identified as Muslim, 19 (20%)
as Christian, and 4 (4.2%) as Druze. No significant dif-
ferences were observed across these religious groups
regarding their views on the impact of spirituality on

their health. Regarding the preferred healthcare provider
to take their spiritual history (Fig. 2), 56% of all partici-
pants indicated they preferred not to have their spiritual
history taken, 5% chose a nurse, 6% chose a doctor, 14%
chose a social worker, and 19% expressed no preference.

Discussion

This study validated a questionnaire assessing spiri-
tual needs in Lebanese critical care and cancer patients,
revealing a significant desire for spiritual care, diverse
interpretations of spirituality, and notable cultural influ-
ences. Key findings included a strong correlation between
questionnaire scores and the desire for spiritual history,
and a substantial unmet need for spiritual discussions
with medical staff.

Validation of the spiritual needs questionnaire

The validation process identified two constructs: ‘the
need for inclusion of spiritual beliefs in the medical infor-
mation’ and ‘the importance of spirituality for the patient’
This is the first questionnaire developed in Lebanon to
assess the spiritual needs of this patient population. High
scores on the first component correlated strongly with
the desire for spiritual history to be taken (spearman’s
rho=0.86). The eight items, categorized into two com-
ponents, explained 60.29% of the scale’s total variance,
with all items showing high factor loadings. While adapt-
able to other populations, cultural and linguistic adapta-
tion and psychometric validation are necessary. Its use in
other healthcare settings should consider the variability
of patient spiritual needs.

Prevalence and importance of spiritual needs

45% of patients desired medical staff to acknowledge and
incorporate their spiritual beliefs in health decisions,
aligning with guidelines from The American College of
Critical Care Medicine. This underscores the importance
of addressing spirituality in critical illness. Similar studies
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confirm patient interest in discussing spirituality [3-6,
11, 14].

A systematic review showed that a majority of patients
(median 70.5%) across various diagnoses found it appro-
priate for doctors to inquire about spiritual needs, with
increased interest in severe cases [5]. Studies in ICU
patients reported high prevalence of spiritual importance
across diverse demographics [3]. A New Zealand study
and a literature review on critical illness further con-
firmed the demand for spiritual care, including among
surrogate decision-makers [4, 20].

Previous research in Lebanon indicated a protective
effect of spirituality and religiosity in patients with cancer
[11] and psychiatric patients [18, 19], and high spiritual
self perception in palliative care patients [12].

Spirituality and religiosity

53% of patients distinguished spirituality from religi-
osity, 34% considered them the same, and 15% were
unsure, highlighting the need for clear conceptualization.
This affects spiritual care needs. Patients with religious
beliefs more often desired physician inquiry about their
beliefs in grave illness [14]. In the study by Piderman et
al. (2010), 77% of ICU patients welcomed chaplain visits,
citing needs for divine connection and interpersonal sup-
port [21]. Lebanese cultural perspectives on spirituality
emphasize a two-level relationship with God and others
[13]. Despite consistent spiritual care needs, interpreta-
tions vary, linking spirituality to health through peace,
meaning, and connectedness [16, 22-28]. For cancer
patients, it can foster resilience and coping [11, 29]. Spiri-
tual support, often found through emotional regulation
and prayer, aids coping [28]. Spiritual care expectations
include compassion, information, and understanding [27,
29-31]. In other studies, patients expressed spirituality as
related to their religious faith and its practice [32—34]. In
predominantly Muslim regions, religious aspects are cen-
tral, with spirituality defined as “return to God” and reli-
ance on divine intervention [27, 30, 35, 36].

Cultural variations in spirituality and religiosity

Our study showed that non-Lebanese patients were more
likely to value the role of religion and spirituality in moti-
vating them and helping them adjust with their medical
condition, and to want to discuss them with the medi-
cal team as compared to Lebanese patients. Non-Leb-
anese patients, primarily from the Arabian Gulf, might
more strongly value the role of religion and spirituality
in coping and desire its discussion with medical teams,
likely due to higher religiosity and “tawakkol” [10] Cul-
tural heterogeneity is evident; Iranian patients empha-
sized religion-based, moral, and humanitarian care,
while Chinese patients focused on creating a good atmo-
sphere and sharing self-perception, rather than religious
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practices. A systematic review on Chinese perspectives
highlighted spirituality as a multidimensional, abstract
concept, including internal force, suffering experiences,
and cultural values [40—42]. In Australia, spirituality was
defined as ‘meaning and purpose in life, with health pro-
fessionals using brief assessments [43]. Culture-sensitive
approaches are crucial.

A significant proportion of our patients reported
that they would like their physicians to pray with them.
Prayer is particularly valuable among Middle Eastern
and African populations [44—46]. Physician-initiated
prayer can support patients and enhance relationships,
though appropriateness varies [5]. Patients in the studies
in Pakistan and Iran cherished when physicians prayed
with them [25, 34]. In this study, Muslim and Christian
patients similarly valued spiritual beliefs in coping and
decision-making, unaffected by demographics.

Barriers to providing spiritual care

Only 4% of patients who desired spiritual discussions
engaged in them with medical staff, indicating a substan-
tial unmet need. Barriers include lack of standardized
protocols, high patient volumes, insufficient training, and
fear of cultural boundary transgression. This issue is uni-
versal [7]. Literature highlights the impact of spirituality
on quality of life and distress relief [48].

Doctor reluctance stems from confusion between reli-
gion and spirituality and societal suspicion of religion in
medicine [8]. Physician spiritual beliefs influence patient
care [47]. Healthcare providers acknowledge the need for
improved spiritual care skills, but face time constraints
and discomfort [48, 43,47, 49]. It has been shown that
comfort to initiate spiritual assessment is due to individ-
ual factors and rather not a mismatch in religion between
the patient and the healthcare provider [20, 50]. Lack
of consensus on spirituality’s meaning exists [5]. End-
of-life care studies emphasize recognizing and support-
ing spiritual needs, including communication skills [51].
Older Lebanese physicians may not see spiritual care as
their role. Integrating spiritual care training into medi-
cal education and streamlining the spiritual assessment is
crucial.

Increased hospital visits correlated with decreased
interest in spiritual discussions, potentially due to prior
coping mechanisms or perceived medical staff disinter-
est. In Lebanon, the social support network is strong
and often patients are surrounded by their family and
friends who seek to attend to their needs. Another pos-
sible explanation is that patients who initially want to be
asked about their spiritual history, after a certain num-
ber of visits, become convinced that the medical staff will
not address such a need and thus decide they no longer
want to be asked about it. A recent retrospective study
on 15,242 patients receiving care at a tertiary center in
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Chicago reported that chaplaincy care is more common
among religiously affiliated and acutely ill patients [52].

Recommendations for holistic integration of spiritual care
Healthcare professionals should lead the integration of
spirituality into holistic patient care [46, 53]. Culture-
specific, patient-centred, and evidence-based approaches
are recommended. Increased awareness and training are
necessary [42, 43, 46, 51, 53].

Recognizing spirituality as distinct from religiosity
allows addressing existential concerns broadly In prac-
tice, this means moving beyond asking about religious
affiliation to exploring what brings comfort and mean-
ing to each patient. Training programs should equip
clinicians with communication skills to initiate these
conversations in an open-ended, non-presumptive way.
Medical and nursing education should incorporate struc-
tured learning on how to conduct spiritual assessments,
using tools like the FICA (Faith, Importance, Commu-
nity, Address in care) and HOPE (Hope, Organized reli-
gion, Personal spirituality, Effects on care) frameworks.
Residency programs and continuing medical educa-
tion (CME) should include case-based discussions and
interprofessional collaborations. Supportive organi-
zational culture and electronic health record integra-
tion are crucial. Integrating spiritual history-taking into
routine patient assessments ensures that all providers
can acknowledge and support patients’ spiritual needs
in ways that align with their medical care. Simple yet
meaningful changes, such as including a section on spiri-
tual preferences in medical charts, can help ensure that
these discussions translate into action. Ethical consider-
ations include autonomy, confidentiality, cultural sensi-
tivity, and professional boundaries. Healthcare providers
should facilitate patient exploration, not provide religious
counseling. Clear roles for chaplains are necessary.

Limitations

This study has some limitations that must be noted. Our
sample size was small (100 participants) and may have
limited the ability to detect statistically significant dif-
ferences between subgroups (e.g., different religious
affiliations, age groups). A larger sample size would have
allowed for a more nuanced understanding of spiritual
needs across different groups. Larger studies are needed
to confirm the findings observed in this study.

The small sample size may have also affected the results
of the principal component analysis (PCA) and a larger
sample size would have provided more robust support for
the factor structure of the developed scale. In addition,
small sample size reduces the statistical power of the
study, increasing the risk of Type II errors.

The second limitation is that the sample is not com-
pletely representative, which limits the generalizability
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of the findings to the broader Lebanese population. The
results are not representative of all critically ill and can-
cer patients in Lebanon since the sample was taken from
one medical center.

There is also potential bias due to self-reported data.
The sensitivity of the topic, particularly questions related
to religion, may have affected certain responses. Despite
this, only 7 patients refused to fill in the questionnaire.

Conclusion

In conclusion, this preliminary research shows an unmet
need in Lebanon to incorporate religion and spirituality
in the care of cancer and critically ill patients. The large
discrepancy between the patients’ preference and the
actual spiritual care provision warrants attention. These
findings call for systemic changes to ensure that spiritu-
ality is recognized as an essential component of patient
care rather than an afterthought. Healthcare providers
should routinely ask patients if they wish to discuss their
spiritual concerns and incorporate these discussions into
ongoing treatment planning. The tool developed can be
used in critically ill and cancer patients to identify R/S
support needed during the hospital encounter. Train-
ing programs must prepare clinicians and nurses to feel
comfortable addressing R/S in practice. Hospitals and
medical institutions should develop clear guidelines on
when and how to provide spiritual support, ensuring that
patients who desire it receive care that aligns with their
values and beliefs, and include spiritual history in the
patient’s medical record while ensuring ethical consider-
ations are being met.

Future studies should employ larger and more rep-
resentative samples, utilize multi-center designs, and
incorporate qualitative methods to gain a deeper under-
standing of the lived experiences of patients and to
explore the nuances of spirituality in the Lebanese con-
text. Studies from the healthcare team’s perspective and
the family members perspective, are beneficial to address
the process of R/S care delivery and feasibility in our pop-
ulation and to look into the influence of R/S on patient
and family perception.
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