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Abstract
Purpose This paper aimed to discover the requirements of hospital-based spiritual care for cancer patients.
Methods This study was a descriptive qualitative-exploratory research, in which 25 participants were selected through purposive
sampling and had semi-structured interviews.
Result The data analysis revealed 3 themes and 8 sub-themes including fundamental requirements (changes in the attitudes and
behaviors of the healthcare team), structural requirements (inter-professional collaborations, a reference system), and functional
requirements (religious-spiritual, pastoral, psycho-spiritual, and supportive-spiritual care). In this study, the received topics have
been related to the spiritual care which can help improve patient care.
Conclusion The results were added to the repertoire of knowledge about the spiritual needs of cancer patients. The results
indicated that it is essential to get acquainted with the spiritual care requirements in the hospital and enforce them through
inter-professional collaboration. Accordingly, the spiritual care program should be designed, implemented, and evaluated.
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Introduction

Development of diseases, in particular life-threatening such as
cancers, is an important crisis in the life of any individual [1]
and brings along spiritual challenges to meaning and goals of
life [2]. The progressive state of disease in cancer causes pa-
tients to rely on spirituality as a powerful way to overcome
these challenges and semantic conflicts [3]. Most of these
patients see the sufferings and the pain as God’s test, a chance
to instill meaning in their lives and bolster the creativity in
managing themselves [4]. Following their afflictions, patients
tend to assess the milestones of their lives and frequently ask
themselves the following questions: Does God exist? Does
life have a meaning or a purpose? Will my disease injure

me? Am I dying? Is there a reliable person in these harrowing
moments? [5] Spiritual care contains a wealth of answers to
these questions which help patients accept their problems, feel
relief [6], and adapt to their current condition [2].

Since cancer patients require frequent hospital admission,
the healthcare team should discover the spiritual care needs
of these patients in collaboration with the clerics and priests
and plan a tailor-made care program for each patient [7].
Ross et al. proposed fulfillment of the patients’ spiritual
needs in the form of a spiritual care team consisting of phy-
sicians, nurses, religious counselors, and social workers [8]
who could provide spiritual assistance during and after hos-
pitalization [9]. The healthcare team should note that the
spiritual needs of the patients are contingent upon the cultur-
al, historical, and social backgrounds as well as their reli-
gious values [5].

Culturally speaking, Islam has been embraced by the ma-
jority of Iranians. This religion sees spirituality as the founda-
tion of human perfection [10]. The most important part of
spiritual needs relates to capturing the meaning of the human
entity and communicating with God [11]. Quran strongly rec-
ommends collaboration among individuals to meet their needs
and demands [12]. Accordingly, despite the need to paying
attention to the spiritual needs of patients with cancer in the
hospital, so far, there have been few studies to describe their
spiritual care requirements in Iran.
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Part of a larger study, this research attempts to discover the
spiritual care requirements of Iranian patients with cancer dur-
ing hospitalization as reported through the comments of pa-
tients, their families, and the healthcare team.

Methods

Research design

This was a descriptive qualitative-exploratory study.
Qualitative research suits the goal well when the researcher
has to study and interpret the events as well as the participants’
comments and viewpoints [13].

Research setting

The research setting covered internal oncology wards in a
number of medical and non-medical centers as well as clinics,
nursing homes, and the patients’ houses in Isfahan, Iran.
Isfahan is a strongly religious city with a 99% Muslim major-
ity and a 1% religious minority of Christians, Jews, and
Zoroastrians.

Participants and interview

Based on the research question, the researcher picked a het-
erogeneous sample with maximum diversity [13]. There were
two groups of participants. The first group was those visiting
hospitals to receive health services including the patients and
their caregivers, while the second group consisted of the mem-
bers of the healthcare team including nurses, physicians, psy-
chologists, religious counselors, and social workers. The in-
clusion criteria were defined as follows:

The first group: patients over 20 years of age with different
types of advanced cancer and disturbed personal, family, oc-
cupational, and social functions who expressed willingness to
participate in the study. Concerning their caregivers, they
should have aged 20 or older who wished and were prepared
to be included in the study. The second group: the healthcare
team with at least 3 years of experience in dealing with those
patients who wished and were prepared to be included in the
study.

The 25 participants had semi-structured interviews while
one participant was interviewed twice. A single interview ses-
sion lasted 40–60 min and all the conversations were recorded
by anMP3 player. Interviews were started with an explanation
and the main research question was BI have studied about your
disease and I know what your physical problems are. Please
tell me about your other problems, your needs and your ex-
pectations from the hospital staff during your hospitalization.^
Based on the comments and the answers of the participants,
more specialized questions were framed during follow-up

interviews. Data collection was performed from March to
October 2016.

Ethical consideration The study was approved by the Ethics
Committee of Isfahan University of Medical Sciences (No.
395255). Informed consent was obtained from all individual
participants included in the study. The participants were as-
sured they could withdraw from the research at any point. The
names of the participants were kept confidential. Each partic-
ipant was assigned a code to facilitate access to the interview
scripts during analyses and reporting phases. Participants with
negative and uneasy experience received mental supports.

Data analysis

Qualitative data analysis was conducted via Graneheim and
Lundman method, through which data were categorized and
named [14]. Following each interview, the first researcher
would listen to the interview scripts twice and transcribe them
verbatim. The results were summarized in the form of words
and phrases to facilitate capturing the thrust of the interview
sessions. Then, both researchers recited the summaries sepa-
rately and categorized the meanings accordingly. The results
of the analyses of both researchers were compared and
contrasted and then used to draw conclusions. No new data
emerged after conducting 26 interviews with 25 participants.
Two complementary interviews were performed (with one
patient and one nurse) to guarantee the data saturation at
which no new data were generated.

For member-checking purposes, the results of the analyses
were reviewed by two patients, one nurse, and one religious
counselor who confirmed the researchers’ interpretations. To
conduct the peer check, these results were reviewed by eight
researchers whowere not involved in the research process, but
specialized in the fields of spirituality, qualitative research,
and cancer. The participants were chosen from different age
ranges and educational backgrounds and for a variety of col-
laboration expectations to secure the data rigor and trustwor-
thiness. To check the data transferability, the results of the
analyses were reviewed by independent physicians and nurses
(each two, a total of four) with experiences similar to those of
the participants. A professional auditor was tasked with the
external audition of data analysis.

Results

The study population consisted of 14 patients, 9 members of
the healthcare team, and 2 caregivers. The patients had
transitioned into the chronic, debilitating stage. The patients
(N = 14) were equal in terms of gender, 12 of whom were
married and 2 were single. Ten patients were Muslims, 2 were
Christians, 1 was a Jew, and the other was Zoroastrian. The
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average job experience of the healthcare team who were all
Muslims was 15 years. Table 1 presents the demographic
characteristics of the participants.

A total of 17 interviews were conducted with the partici-
pants of the first group, and seven interviews were performed
with members of the healthcare team. Eight sub-themes in-
cluding changes in the attitudes and behaviors of health team,
inter-professional collaborations, a reference system, reli-
gious, pastoral, psycho-spiritual, and supportive spiritual care
for the spiritual needs of cancer patients were extracted from
750 codes and were assigned into three themes of fundamental
requirements, structural requirements, and functional require-
ments. Table 2 presents the initial categories, sub-themes, and
themes.

Category 1: the fundamental requirements
of hospital-based spiritual care provision

The gist of the participants’ comments and viewpoints indi-
cated that hospital-based spiritual care provision requires a
proper groundwork. The current policies and the dominant
culture of hospitals need to change to allow for introducing
the proper groundwork. The healthcare team attributed the
poor hospital-based spiritual care services to inability in per-
ceiving spiritual care and ambiguous characteristics of their
duties (subcategory 1–1). Some members stated that they be-
lieved in spiritual care and wished to help patients in this
regard, yet they had no clue about the provision of such care
services (subcategory 1–2).

Category 2: the structural requirements
of hospital-based spiritual care provision

The healthcare team believed that there was no agreement
on the methods of spiritual care provision, the content of
such care, and the functions of teams in this regard. The
healthcare team sees spiritual care as an inter-professional
collaboration where the specialists from a variety of fields
could enhance their knowledge and skills of spiritual care
via consultations and meetings (subcategory 2–1).
According to the healthcare team members, since the

problems and complications of cancer patients affect all
the dimensions of life, it is thus essential that all the mem-
bers undertake a part of the spiritual care within their de-
fined functions and refer them to a specialist after
pinpointing the issue (subcategory 2–2).

Category 3: the functional requirements
of hospital-based spiritual care provision

The comments and viewpoints of the participants suggested
that comprehensive plans of the healthcare team should be
accommodated to religious-spiritual, pastoral, psycho-spiritu-
al, and supportive-spiritual needs of chronic patients. The in-
terviews revealed that observing religious manners,
performing religious practices, and resorting to religious
values captured the collection of the religious needs of the
patients. Fulfilling such demands places religious care provi-
sion on the agenda of treatment teams. Patients also believed
that the perception of God’s presence and receiving reassur-
ances about the absolution of their sins would fill them with
hope and enable them to cope with their challenges (subcate-
gory 3–1). Pastoral care was thus necessary to fulfill the epis-
temological demands of the patients (subcategory 3–2). Most
patients expected to be filled with hopes of recovering from
their conditions and receive encouraging talks by their fami-
lies and healthcare team. They preferred to spend time with
their families and receive kind treatments to help them adapt
to their current situation (subcategory 3–3).

Cancer patients highlighted the importance of consistent at-
home supports and assistance to cope with their multiple prob-
lems. Citing expensive, diverse treatments, they also expected
insurance companies, charities, and social working depart-
ments of hospitals to pay a share in alleviating the financial
burdens and consequently the anxiety caused by their condi-
tions (subcategory 3–4).

Discussion

This paper attempted to discover the requirements of hospital-
based spiritual care for cancer patients. The results revealed
three themes of fundamental requirements, structural require-
ments, and functional requirements for their spiritual needs.

Fundamental requirements involved changes in the atti-
tudes and behaviors of the healthcare team. For these changes
to happen, proper plans must be formulated. Most members of
the healthcare team were not familiar with the importance and
ways of spiritual care provision. Even if interested, they would
start providing the care according to their set of beliefs and
culture and with no formal training or following a standard-
issue clinical guide. According to studies, it is possible to
change the attitudes of care providers via promoting a proper

Table 1 The demographic characteristics of the participants

Married Age range Gender Number Participants

Male Female

15% 22–79 50% 50% 14 Patient

100% 29–58 77% 23% 9 Health team

100% 40–53 50% 50% 2 Caregivers
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Table 2 Categories, subcategories, and examples of participant quotations

Categories Subcategories Initial categories Examples of participant quotations

1. The fundamental
requirements of
hospital-based spiritual care
provision

1.1. Changes in the
attitudes of the
healthcare team

•Developing the culture of addressing
the spiritual dimension of the
patients

• Creating awareness in the healthcare
team about the spiritual care
perspective

BEvenwhenmost doctors see a patient is strugglingwith
a spiritual issue, they say it is out of our scope of
duties and powers. This needs the promulgation of a
proper culture.^ (An oncologist)

1.2. Changes in the
behaviors of the
health team

• Enabling healthcare team for the
provision of spiritual care

• Access to the local guide of spiritual
care

• Funding the spiritual care services

BPhysicians tend to get less involved in these matters.
Nurses do not see it as their task to work on the
spiritual concerns of the patients. They do not refer
the patients to us. Those who deal with the patients
frequently should make them aware of the possibility
of access to this kind of counseling. Unfortunately,
they say it is not on the agenda of the hospital. They
neither pay for it, nor have any training plan in place
for this^ (A religious counselor)

2. The structural requirements
of hospital-based spiritual
care provision

2.1.
Inter-professional
collaborations

• Embedding trained religious
counselors in the healthcare team

• Inter-professional assessments of the
patients’ spiritual needs

• Inter-professional planning for spiri-
tual care provision

• Inter-professional evaluations of the
provided spiritual care services

BIf physicians, nurses, and psychologists do not pay
attention to what is happening, the desired results will
not take place; so all members should work as a
unified team and focus on the patient’s problems to
achieve a desired result (A nurse)

2.2. A reference
system

• Referring the patients to religious
counselors for epistemological and
religious interventions

• Referring the patients to
psychologists for specialized
psychological interventions

• Referring the patients to social
workers for intervention in
livelihood issues

• Referring the patients to special care
providers to address the related
problems

BWhat cancer patients want is to see that their existential
problems are resolved. The intellectual concerns
pester them and will not allow them to cope with their
conditions.We just do not have to understand this and
just do not focus on the physical aspects of the
treatment. I think it is a must to employ the services of
the specialists, so we could refer patients to them (a
psychologist)

3. The functional requirements
of hospital-based spiritual
care provision

3.1. Religious
spiritual care
provision

• The patients’ need to observe
religious manners

• The patients’ need to resort to
religious values

• The patients’ need to perform
religious practices

BPatients are very tense. They keep saying how I can say
my prayers now that I am hospitalized. How to pray?
How can I expect God to help me out of this situation
when even I cannot follow His orders. Care does not
necessarily mean addressing oxygen demands or
giving medications, etc. Maybe religious issues
matter to them more (A nurse)^

3.2. Pastoral care
provision

• The patients’ need to perceive the
meaning of life, death, and disease

• The patients’ need to realize the
existence of the Deity and receive
His assistance

• The patients’ need to reach eternity
and access to the Divinity

BI am always thinking why I am in such a state. I have
suffered a lot in my life. I had a hard time make a
living. I have never harmed anyone. Why me? Those
who do big injustice to others are healthy and hearty.
Is that God’s justice? I wish someone would relieve
me of these thoughts (a patient with severe respiratory
issues)

3.3. Psycho-spiritual
provision

• The patients’ need to attain
tranquility

• The patients’ need for sympathy and
compassion

• The patients’ need to accept their
condition and adapt to it

• The patients’ need to find sources of
hope and inspiration

BWhen I feel low, my kids rush me to the hospital. My
wife keeps checking my oxygen gauge. They also
help nurses while I am in hospital. Sometimes I feel
that God has given them the power to inject me with
new blood. They are so kind and respectful that I do
not feel I am in a hospital. I do not feel unhappy at all
in the hospital. I feel like home here (a patient with a
metastatic cancer)

3.4. Spiritual
supportive care
provision

• The patients’ need to receive support
and assistance

• The patients’ need to obtain
information

BMy husband is pining away for the future of me and
our children. I have to take care of my husband. The
children go to school and I am the only one around.
We just hope to beat frustration. It is a major concern

2646 Support Care Cancer (2019) 27:2643–2648

Author's personal copy



spiritual care culture [15] and informing them about the sig-
nificance of this kind of care [16]. In addition, enabling the
staff and clarifying their functions by designing an indigenous
spiritual care guideline could help facilitate offering such ser-
vices [17]. The results of their studies suggested that dispel-
ling the mental ambiguities could contribute to a sound per-
ception of one’s role in spiritual care and its provision, which
is consistent with our findings. In this regard, the need to
change the attitude and behavior of the healthcare team to-
wards spiritual care will be the basis for further planning of
this care.

Creating a structure for spiritual care provision is another
requirement for hospital-based spiritual maintenance.
Every participant emphasized the collaboration among the
healthcare team to guarantee safe provision of spiritual care.
The healthcare team should refer the patients to relevant
specialists to resolve their spiritual issues. Every member
of the healthcare team should play a part in designing a
specific spiritual care program and initiate fulfilling their
functions accordingly via consistent communication and
consultation. Irajpour et al. found that pure focus on the
symptoms would doom the performance of the treatment
teams to failure. These teams should consult and commu-
nicate with each other on a regular basis through team
working to cover all spiritual demands of patients. In addi-
tion, inter-professional collaboration should be considered
in care policy-making [18]. Hospice and Palliative Nurses
Association access to a committed care team whose mem-
bers are in regular communication and consultation to re-
spond to emerging spiritual issues of patients and their fam-
ilies is essential to the successful provision of spiritual care
programs [19]. This is consistent with the findings of this
research, emphasizing that the need for inter-professional
collaboration and referral of patients to the relevant special-
ist is important in the structure of spiritual care.

In addition, the healthcare team should tailor the spiritual
care programs of the patients to their religious-spiritual needs.
Stronger religious beliefs highlighted the importance of reli-
gious, spiritual care during the debilitating stage of their dis-
eases. Davidson et al. stated that Muslim participants
demanded access to books and clean prayer notes and mats
in hospitalization wards [20], which is consistent with the
results of this study. Patients also tend to review their life
experiences during the critical stages of their diseases to de-
velop a foundation for interpretation and re-interpretation of
their lives [21]. Contemplating the meanings of life and death

stimulates certain spiritual modes in patients and thus they are
in dire need of care services to tackle these struggles [22]. To
provide pastoral care, the authorities in Iran have assigned a
religious counselor to every hospital across the country to help
the patients with existential struggles. However, more has to
be done.

Provision of psycho-spiritual care should also be consid-
ered in care programs. The patients expected physicians and
nurses to start friendly conversations with them and give them
sufficient explanations and guidelines to tackle and alleviate
their concerns. The previous research has suggested that fam-
ily, friends, and healthcare team could help patients attain a
sense of Breassuring being^ through the kindness and sympa-
thy which could result in the development of a spiritual peace
facilitating acceptance of problems and improving adaptive
capabilities [23].

Further, the healthcare team should prepare individual care
programs to fulfill supportive-spiritual demands of the pa-
tients. Follow-up treatment and continued assistance, consis-
tent care services, showing respect, and developing awareness
were suggested by patients as some examples of supportive
care requirements. The patients facing altered roles and capa-
bilities required more assistance. Although some care is pro-
vided in hospitals, the patients prefer to have a larger share of
their care provided in their houses [24]. The results of this
study and the current research confirm that the provision of
spiritual care with its various dimensions should be incorpo-
rated in the care provision of cancer patients to be undertaken
by the healthcare team.

Health policy-makers should note that meeting the spiritual
demands of patients, i.e., provision of spiritual care, will en-
hance the adherence to treatment and health recommenda-
tions, provide the patients with spiritual health, instill hope
in them [25], and modify their lifestyles to accommodate the
treatment process [26]. Therefore, meeting the spiritual de-
mands of patients requires an effective policy-making.

Conclusion

The findings suggested that the healthcare team should pre-
pare individual care programs for patients. Achieving spiritual
care objectives requires proper fundamental groundwork and
determination of the structure of the healthcare teams and
functions of the members.

Table 2 (continued)

Categories Subcategories Initial categories Examples of participant quotations

• The patients’ need to be respected for such patients. He just keeps invoking God to help
us (the wife of a cancer patient)^
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Limitations

This study was conducted on citizens of Isfahan who are very
sensitive to religious and cultural issues and maintain a special
viewpoint about spirituality. Thus, the results may not
completely reflect the spiritual demands of other cultures.
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