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Abstract
Background Although staff spiritual care provision plays a key role in patient-centered care, there is insufficient information on
international variance in attitudes toward spiritual care and its actual provision.
Methods A cross-sectional survey of the attitudes of Middle Eastern oncology physicians and nurses toward eight examples of
staff provision of spiritual care: two questionnaire items concerned prayer, while six items related to applied information
gathering, such as spiritual history taking, referrals, and encouraging patients in their spirituality. In addition, respondents
reported on spiritual care provision for their last three advanced cancer patients.
Results Seven hundred seventy responses were received from 14 countries (25% from countries with very high Human
Development Index (HDI), 41% high, 29% medium, 5% low). Over 63% of respondents positively viewed the six applied
information gathering items, while significantly more, over 76%, did so among respondents from very high HDI countries (p
value range, p < 0.001 to p = 0.01). Even though only 42–45% overall were positively inclined toward praying with patients,
respondents in lower HDI countries expressed more positive views (p < 0.001). In interaction analysis, HDI proved to be the
single strongest factor associated with five of eight spiritual care examples (p < 0.001 for all). Significantly, the Middle Eastern
respondents in our study actually provided actual spiritual care to 47% of their most recent advanced cancer patients, compared to
only 27% in a parallel American study, with the key difference identified being HDI.
Conclusions A country’s development level is a key factor influencing attitudes toward spiritual care and its actual provision.
Respondents from lower ranking HDI countries proved relatively more likely to provide spiritual care and to have positive
attitudes toward praying with patients. In contrast, respondents from countries with higher HDI levels had relatively more
positive attitudes toward spiritual care interventions that involved gathering information applicable to patient care.
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Introduction

Spiritual care is part of holistic, patient-centered care and
ideally should be provided on a basic level by all staff and

more extensively by professional spiritual caregivers
when the needs are greater [1, 2]. Studies consistently
show, although to varying degrees, that patients would
like their physicians and nurses to inquire regarding their
spiritual needs and resources [3–6]. However, medical
staff are consistently less comfortable doing so and, in
practice, provide spiritual care less often than patients
would like [7–9]. Various studies have considered physi-
cians’ and nurses’ attitudes toward spiritual care and their
actual provision of specific kinds of such care [10–14].
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Staff-provided spiritual care can assume a variety of forms,
although the basis of all these interventions is showing care for
patients and trying to get to know them better as a person.
Some interventions are structured to gather information that
can be applied to patient care. These include taking a spiritual
history, asking about referrals to a professional spiritual care-
giver (chaplain) or to sources of religious or spiritual support
within the patient’s community [15, 16]. Other forms of care,
such as asking about patients’ spiritual resources that could
potentially be accessed and encouraging patients in their
religious/spiritual (r/s) beliefs and practices or even helping
them to do so, help enable patients to feel seen and to give
expression to their spirituality even while hospitalized [12].
Still, other forms of care are more open-ended, enabling pa-
tients to share and express spiritual distress; being attentive,
caring, and accepting and thereby strengthening the relation-
ship between staff and patient; and searching for hope and for
ways for patients to continue living out their values [17–19].

In our efforts to understand better what types of spiritual
care staff are already providing and to consider how best to
ensure that patients’ spiritual needs are being met, we must
consider the significance of cultural difference [20]. Which
interventions are considered appropriate may vary from cul-
ture to culture, even after accounting for differences in attitude
arising from differences in training. Because culture and lan-
guage are closely intertwined, even universal aspects of spir-
ituality and spiritual distress will find varying expressions in
different cultures and languages, and staff should appropriate-
ly address those particular expressions [21].

Similarly, we can expect culture to be interconnected with
the level of development (economic and educational) of a
given country, together impacting both on baseline attitudes
regarding staff spiritual care provision and on the specific
ways in which staff actually provide spiritual care.
Specifically, higher rates of prayer are associated with lower
national economic production [22]. Furthermore, the avail-
ability of medication, especially for palliative medicine, can
be quite limited in less economically developed nations [23].
We hypothesize that, in light of more limited medical re-
sources, oncology staff in more economically constrained set-
tings may compensate by providing more extensive spiritual,
as well as emotional, support. The Human Development
Index (HDI), developed by the United Nations Development
Programme, is a composite index factoring in life expectancy,
education, and per capita economic production [24]. The HDI
scores all the countries of the world, grouping them into four
categories: very high, high, medium, and low.

This broad-based study examining the attitudes of oncolo-
gy nurses and physicians toward spiritual care provision, and
the extent to which they provide spiritual care in practice, is
both focused and diverse: it examines a geographically based
culture, Middle Eastern culture, while at the same time draw-
ing from countries across the HDI spectrum. In this way, the

authors hope to evaluate the differences between Middle
Eastern respondents and those from other regions of the
world, while considering the impact of varying levels of de-
velopment within the study sample.

Methods

Sample

Our sample was a cross-sectional survey of physicians and
nurses treating patients with advanced cancer in 14 Middle
Eastern countries. After the study was proposed to all mem-
bers of the Middle East Cancer Consortium (MECC), the
study coauthors self-selected to lead the project. The authors
distributed hard copy questionnaires to all oncology physi-
cians and nurses in their respective institutions, and sent two
email reminders over a 5-month period (July–November
2015) from distribution to final collection. Questionnaires
were distributed to 1177 physicians and nurses, and 834 com-
pleted questionnaires (79% response rate, nurses; 63% re-
sponse rate, physicians) were received. Twenty-one respon-
dents who failed to answer the key question regarding spiritual
care provided to their three most recent terminal cancer pa-
tients were excluded. Because the study was limited to physi-
cians and nurses who care for advanced cancer patients, we
included a test question confirming that this criterion had been
met, thereby excluding an additional 43 respondents who in-
dicated that they had no advanced cancer patients. Our final
sample size was 770. The study protocol was approved by the
first author’s institutional review board.

Study measures

For purposes of cross-cultural comparison, this study largely
replicated the Religion and Spirituality in Cancer Care
(RSCC) study carried out in Boston [3]. The questionnaire
opened with definitions of spirituality [25], religion, and spir-
itual care [7]. Eight items (“spiritual care examples”) sug-
gested examples of spiritual care provision and inquired about
respondents’ perceptions of how often it is appropriate for
members of their profession to provide each of those eight
spiritual care items to advanced, incurable cancer patients,
on a 6-point Likert-type scale. Following the RSCC study,
responses of three or more (at least occasionally appropriate)
were considered as an endorsement of that item [3]. One item
regarding the theoretical impact of spiritual care asked how
positive or negative regular, appropriate staff spiritual care
provision would be, answered on a 7-point Likert-type scale.
One item surveying respondents’ actual practices asked re-
spondents to how many of their last three advanced, incurable
cancer patients they had provided any type of spiritual care; if
that answer was one or more, respondents were asked on a 7-
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point Likert-type scale about the impact that care had on their
relationship with the patient. Two yes/no items inquired re-
garding respondents’ prior spiritual care training and their
interest in further training. One Likert-type item asked respon-
dents about their perceptions of the contribution of spiritual
well-being to patients’ quality of life.

Demographic and professional questions

Respondents were asked their gender, religiosity, spirituality,
religion, the extent to which their r/s beliefs influence their
practice of medicine (“intrinsic r/s”), country of residence,
profession, years of experience, percentage of patients with
advanced cancer, and oncology specialty.

Professional spiritual care

For this study, we added four items to gauge respondents’
familiarity with the profession of spiritual care providers, their
desire to learn more about professional spiritual care, the pres-
ence (yes/no) of a professional spiritual care provider at their
workplace, and the question “If it were up to you, would you
place a professional spiritual care provider on the staff at your
workplace?”

Statistical analysis

We employed the chi-square test to compare distributions be-
tween responses, grouped by Human Development Index
(HDI), in terms of respondent demographic and professional
characteristics and attitudes regarding spiritual care. For each
of the eight spiritual care examples, we further carried out a
Chi-square Automatic Interaction Detector (CHAID) analysis.
This analysis determines in a stepwise fashion which items
demonstrate the greatest impact on the dependent variable,
in this case, respondent attitudes toward the spiritual care ex-
amples given.

In addition, we conducted a bivariate analysis regarding
responses to the “theoretical impact” item. We employed the
chi-square test regarding staff interest in receiving training and
in incorporating a professional spiritual caregiver in their staff.
Finally, we conducted a multivariate analysis regarding actual
spiritual care provision to one or more of the respondents’ last
three terminal cancer patients, including all factors significant
in a bivariate analysis.

Results

Sample demographics

As Table 1 illustrates, in terms of personal characteristics,
respondents were primarily female (61%), Muslim (73%),

very or moderately spiritual (57%), and very or moderately
religious (55%). Regarding professional characteristics, 60%
were nurses and 40% physicians, 32% had 3 to 9 years’ ex-
perience and 29% had 10–19 years’ experience, and 61%
were medical oncologists. Grouping respondents by their
country’s development level revealed that 25% came from
countries with very high HDI, 41% from high HDI, 29% from
medium HDI, and only 5% from low HDI.

Spiritual care examples

Of the eight examples provided, five (those relating to taking a
spiritual history and inquiring about r/s referrals) were viewed

Table 1 Sample demographics

N (%)

Gender
Male 299 (39%)
Female 465 (61%)

Religiosity
Very religious 89 (12%)
Moderately religious 330 (43%)
Slightly religious 225 (30%)
Not religious at all 116 (15%)

Spirituality
Very spiritual 109 (14%)
Moderately spiritual 329 (43%)
Slightly spiritual 247 (32%)
Not spiritual at all 76 (10%)

Religion
Muslim 558 (73%)
Christian 78 (10%)
Jewish 102 (13%)
Other 25 (3%)

Profession
Nurse 456 (60%)
Physician 300 (40%)

% patients with advanced cancer
> 0% but < 10% 96 (12%)
10–40% 245 (32%)
40–70% 266 (35%)
> 70% 163 (21%)

Years’ experience
< =3 146 (20%)
3–9 239 (32%)
10–19 213 (29%)
> 20 148 (20%)

Field of oncology (can choose more than one)
Medical 432 (61%)
Radiation 80 (11%)
Palliative care 178 (25%)
Pediatric 176 (25%)

Human Development Index of country
Very high 191 (25%)

(Cyprus = 36; Israel = 145;
Saudi Arabia = 5;
United Arab Emirates = 5)

High 314 (41%)
(Iran = 25; Jordan = 84;
Lebanon = 19; Oman = 18;

Medium Turkey = 168)
219 (29%)
(Egypt = 47; Iraq = 96;

Low Palestine = 76)
42 (5%)
(Pakistan = 18; Sudan = 24)

Percentages exclude missing response values
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as appropriate by 63–68% of respondents, one (encouraging
patients in their spirituality) was endorsed by 81%, while the
two items relating to prayer were only endorsed by 42–45%.
Because of the great variance in sample size between coun-
tries, we searched for an optimal method of grouping coun-
tries rather than examining each one separately and did not
find any grouping methodology more significant than HDI.

In chi-square analysis, all items varied significantly based
on the respondent’s country’s HDI, in six cases with p < 0.001.
However, as shown in Table 2, the direction of the HDI’s
significance varied. For the six more commonly endorsed
items, more positive views correlated with a higher HDI level
of the respondent’s country, whereas the two prayer-related
items were viewedmore positively by respondents from coun-
tries with a relatively lower HDI.

Other items significantly correlating (p < 0.05) with re-
spondent attitudes toward at least six of the eight spiritual care
examples included higher religiosity, spirituality, and intrinsic
r/s, religion, having received or desiring training in spiritual
care provision, working in palliative care or in pediatric on-
cology, the presence of a professional spiritual caregiver on
staff, and spiritual care provision to at least one of their last
three terminal cancer patients. Physicians vs. nurses and years
of practice were among the factors not found to be significant.

CHAID analysis

We carried out a CHAID analysis to better understand the
HDI’s relative importance in comparison to the other factors
noted above in predicting respondent attitudes toward these
spiritual care examples (the dependent variable). This analyt-
ical technique visually displays the interaction between vari-
ables in a node tree, where the factors with the stronger influ-
ence on the dependent variable are listed higher up in the tree.
Full results for the dependent variable are found in the root
node, which is then split by the strongest factor into multiple
“parent nodes.” These, in turn, are each split by the strongest
remaining factor into “child nodes,” and so on until the

terminal nodes. In five of eight spiritual care examples, the
strongest factor subdividing the sample was the HDI
(p < 0.001 in all cases), indicating its real strength as a predic-
tive factor of attitudes toward these types of staff spiritual care
provision. Table 3 tallies how often the various factors pro-
duced parent, child, and terminal nodes, in order to summarize
their relative significance.

Figures 1 and 2 present the CHAID analysis from root
through child nodes for two representative items, one (spiritu-
al history taking) in which more positive attitudes correlated
with a higher HDI score, and one (offering a prayer) in which
more positive attitudes correlated with a lower HDI score. As
can be seen, HDI was the strongest factor in each item. HDI
was also the strongest factor for three other items: inviting
spiritual conversation, asking about the impact of r/s on treat-
ment decisions, and asking about spiritual care referrals.

Theoretical impact of spiritual care

Regarding the hypothetical impact of appropriate staff provi-
sion of spiritual care, 399 (52%) thought it would be highly
positive for patients (6 or 7 on the 7-point scale), 311 (41%)
thought it would have a neutral or mildly positive impact, and
52 (7%) thought it would be negative. In bivariate analysis
comparing those who did or did not think this would be highly
positive for patients, significantly associated items included
religiosity, spirituality, intrinsic r/s, actual spiritual care provi-
sion to their patients, desire for spiritual care training, desire to
include professional spiritual care on their staff, and respon-
dents with over 40% advanced cancer patients (p < 0.01 for all
those items). HDI was not significantly associated. Although
respondents may have also considered other types of spiritual
care when replying, their responses were significantly associ-
ated with all eight spiritual care examples (p < 0.001 for seven
items, p = 0.01 regarding spiritual care referral), indicating
that they indeed included those examples in their perceptions
of what constituted appropriate spiritual care.

Table 2 Positive attitudes toward examples of spiritual care provision, by HDI

Whole sample (N = 770) Very high (N = 191) High (N = 314) Medium (N = 219) P value (chi-square)

Spiritual history 517 (67%) 156 (82%) 209 (67%) 124 (57%) < 0.001

Encouraging spirituality 625 (81%) 168 (88%) 259 (82%) 162 (74%) 0.003

Inviting spiritual conversation 525 (68%) 156 (82%) 226 (72%) 122 (56%) < 0.001

Impact of r/s on treatment decisions 496 (64%) 152 (80%) 218 (69%) 113 (52%) < 0.001

Asking about spiritual care referral 485 (63%) 167 (87%) 202 (64%) 103 (47%) < 0.001

Asking about involving r/s supporters 524 (68%) 145 (76%) 216 (69%) 135 (62%) 0.011

Joining patient-initiated prayer 320 (42%) 50 (26%) 166 (53%) 82 (37%) < 0.001

Offering a prayer 345 (45%) 68 (36%) 137 (44%) 120 (55%) < 0.001

Respondents from lowHDI countries (N = 42) are not shown here due to small sample size. An additional four respondents did not indicate their country.
Responses are dichotomized to not appropriate (never/rarely) vs. appropriate (occasionally/frequently/almost always/always)
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Actual spiritual care provision

Considering their three most recent patients with advanced in-
curable cancer, respondents indicated that they had provided
some form of spiritual care to 47% of those patients (physicians
41%, nurses 50%). Of thosewho provided some spiritual care to
at least one patient, 50% said it had amoderately or very positive
impact on their relationship with the patient, 45% said the im-
pact was neutral or mildly positive, and 5% reported a negative
impact. As reported previously [26], the single strongest factor
in a multivariate analysis of factors correlating with actual spir-
itual care provision was the HDI of the respondent’s country
(adjusted odds ratio 4.21, 95% CI 2.58–6.87). Other significant
factors in the multivariate analysis that correlated with the

provision of spiritual care included spirituality, intrinsic r/s, hav-
ing received training, and being a nurse, not a physician.
Religion was not significant even in the bivariate analysis, nor
was religiosity in the multivariate analysis.

Training in spiritual care provision

Whereas 22% of respondents indicated they had received
some training in spiritual care, 77% indicated interest in re-
ceiving such training. Factors significantly associated with a
desire for such training included spirituality, religiosity, reli-
gion (Islam), intrinsic r/s, actual spiritual care provision, lower
HDI (p < 0.001 for all those items), and pediatric oncology
(p = 0.01). Physicians vs. nurses, years of practice, and

Table 3 CHAID analysis
prevalence and distribution of
various factors impacting on staff
attitudes toward examples of
spiritual care provision

Parent node Child node Terminal node

HDI 5 2

Spirituality 1 3 1

Religiosity 1 2 2

Pediatric oncology 1 1

% patients treated having advanced cancer 4 1

Profession 3 1

Palliative care 1 3

Religion 1

Gender 3

Years’ experience 1

For all eight items, there were three levels of node division; therefore, all child nodes came at the same level of the
analysis
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medical specialty were among the factors not found to be
significant.

Professional spiritual care

When answering the question: “If it were up to you, would
you place a professional spiritual care provider on the staff at
your workplace?,” 68%were positively inclined (4 or 5 on the
5-point scale). Factors significantly associated with this posi-
tion included having received or desiring spiritual care train-
ing, spirituality, and intrinsic r/s (p < 0.001). Furthermore,
54% of respondents said they were familiar with the profes-
sion of spiritual care, 80% said they would like to learn more
about professional spiritual care, and 26% reporting having a
professional spiritual caregiver on staff, though no further
questions were asked regarding the nature of that staff
position.

Discussion

This study most strikingly highlights the significance of a
country’s development (as measured by HDI) as a key factor
associated with staff attitudes toward spiritual care provision.
It is especially noteworthy that certain examples of spiritual
care provision were preferentially viewed by respondents
from higher HDI countries, while others were seen more pos-
itively by respondents from lower HDI countries. The former
group, preferred in higher HDI countries, consisted of items
that related to facilitating discussion of patients’ spirituality,

facilitating the healthy practice of such spirituality, and under-
standing its impact on their health care preferences—taking a
spiritual history, inquiring regarding r/s referrals, and encour-
aging patients in their spirituality. This group of interventions
may be considered applied information-gathering
interventions.

The latter group, preferred in lower HDI countries, specif-
ically concerned prayer, which may stand alone or may serve
as one important example of how staff can actually participate
in patients’ spiritual practice. Because this study replicated the
American, Boston-based Religion and Spirituality in Cancer
Care (RSCC) study [3], it included no items regarding other
types of spiritual care provision by nurses and physicians that
are more open-ended and more closely resemble the work of
professional spiritual care providers. We see here that HDI is
strongly associated with the types of spiritual care staff think
they should be offering, with certain types of spiritual care
being viewed more positively in higher HDI countries and
other types in lower HDI countries.

Another avenue for analyzing our results is by comparison
with the RSCC study results. In our study, we find generally
positive attitudes to the spiritual care examples (see Table 2).
However, even if we limited ourselves to the very high HDI
results from our study (for better comparison with the USA),
and all the more so in the full sample, attitudes are consistently
less positive in our Middle Eastern study than in the Boston-
based study (where we find over 90% positive attitudes to the
first group of spiritual care examples), and even more so re-
garding prayer (over 60% positive in the Boston-based study)
[3]. Middle Eastern respondents almost always viewed the

Fig. 2 CHAID analysis regarding the item about offering a prayer
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impact of actual spiritual care provision as neutral or positive,
but fewer saw it as being moderately or very positive than in
Boston [3, 27].

Conversely, significantly more Middle Eastern than
American respondents were interested in receiving spiritual
care training (77% vs. 61%) or had previously received such
training (23% vs. 13%) [3, 7]. Notably, lower HDI was sig-
nificantly associated with desiring spiritual care training.

Yet, despite our finding of significantly less positive atti-
tudes to the spiritual care examples given, our study found
much higher rates of actual spiritual care provision than the
Boston-based study. Our research showed that staff provided
some form of spiritual care to 47% of their recent terminal
cancer patients, substantially more than the 27% cited in the
RSCC study [3, 27]. In both studies, nurses rather than phy-
sicians, and staff members who were more spiritual them-
selves, were more likely to provide spiritual care. These re-
sults are not surprising, indicating that the provision of spiri-
tual care closely hews to personally identifying with such a
role, because of either personal or professional identity.
Predictably, those respondents with previous training in spir-
itual care provision also showed greater levels of providing
spiritual care.

Why was actual spiritual care provision so much higher in
this study than in the US study? The difference can partly be
explained by the fact that a higher percentage of respondents
were nurses (59% vs. 37%), worked in palliative care (23%
vs. 6%), or had received spiritual care training (22% vs. 13%),
all of which correlated here or elsewhere with greater spiritual
care provision [3, 27–30]. However, these factors alone are
not strong enough to explain the difference fully. The single
strongest determinant we identified explaining the difference
between these two studies was the inclusion of countries with
high, medium, and low HDI. Although a country’s develop-
ment level is generally a positive factor for medical care, we
found that the reverse holds true in spiritual care provision.
Perhaps in the process of development, this key element of
patient care—caring for the spirit—has gotten lost.

It is worth noting that the Middle Eastern respondents were
more religious but not more spiritual than the Boston ones,
and the multivariable analysis indicated that only spirituality
and not religiosity was significant. Only 2% of Boston respon-
dents were Muslim, as opposed to 73% in our study, but reli-
gion was not a significant factor in our analysis. (The only
place where it factored was a single item in the CHAID anal-
ysis where Christian religion was associated with a less posi-
tive attitude). It is further worth noting that our respondents
were not asked about the specific content of the spiritual care
provided.

An alternative means of examining our results is by com-
parison with other Middle Eastern [31–37] and Muslim-
population studies [38] regarding staff attitudes toward and
actual provision of spiritual care. Although a number of these

Middle Eastern studies used the samemeasure, the Spirituality
and Spiritual Care Rating Scale, there are large differences in
the results from country to country. Unfortunately, direct com-
parison between our study and these studies is difficult be-
cause the items are not precisely similar enough. Notably,
many of these studies shared relatively lower scores for r/s
referrals [31, 33, 39]. Several studies suggest that in this re-
gion, respondents may strongly link together religion and spir-
ituality [32, 37]. Scores for encouraging religious practice,
including prayer, were generally high, whereas scores for ac-
tively engaging in religious practice with patients, including
praying with them, were significantly lower [35, 36, 38].

Not surprisingly, the actual levels of integration of profes-
sional spiritual caregivers into health care facilities in the
Middle East were much lower than in the West [40], as was
the level of familiarity with the profession [41]. Yet, because
of the positive inclination (68%) to integrate such profes-
sionals into the staff and the expression of very high levels
of interest (80%) in learning more about the field, this area
deserves attention.

Our research did not examine the ways in which each re-
spective culture and country understands and relates to specif-
ic terms used in the study measure. The valence of terms such
as faith, beliefs, and prayer is likely to vary between cultures,
and this variancemay obscure to some extent the real meaning
of the results. In addition, as the study was conducted among
oncology staff, its results are not necessarily applicable to
other medical contexts.

We chose not to analyze the results country by country, in
part because some countries had much smaller sample sizes
than others. Although we searched statistically for alternative
groupings, the most repeatedly significant grouping found
was the HDI, which was found to be even more significant
than we had theorized. As seen by its being the strongest
factor in a majority of the CHAID analyses, as well as in the
multivariate analysis of actual care provision, HDI is clearly
the strongest factor identified in this study.

Conclusions

A country’s level of development is a key factor influencing
both the extent to which oncology physicians and nurses in
that country provide spiritual care and their attitudes as to
which specific kinds of spiritual care are more or less appro-
priate. Respondents from countries ranked lower on the HDI
were more likely to provide spiritual care and had relatively
positive attitudes toward praying with patients. Respondents
from countries with higher HDI had relatively more positive
attitudes toward spiritual care interventions involving gather-
ing information that could then be applied as part of patient
care. Physicians and nurses across the Middle East value spir-
itual care and desire further training in this area, and the HDI
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should be seen as a key factor when designing suitable edu-
cational programs for a given country.

Implications for practice

The current study demonstrated that lower ranking in the HDI
is surprisingly associated with increased spiritual care provi-
sion by physicians and nurses. In addition, physicians and
nurses across the Middle East value spiritual care and desire
further training in this area.

Given these findings, interventional studies intended to in-
crease staff spiritual care provisionmust factor in HDI in study
design and in comparing results cross-culturally. When de-
signing staff spiritual care educational programs for a given
country, one must account for staff attitudes toward which
kinds of spiritual care are more or less appropriate, correlating
with that country’s HDI. Although increasing staff spiritual
care provision is an agreed-upon goal [2] that demands in-
creased training efforts worldwide, it is not necessary for all
types of spiritual care to be encouraged equally across cultural
settings, rather spiritual care training and provision should be
done in the most culturally matched way possible. Thus, we
suggest that training efforts give varying weight to the differ-
ent elements of spiritual care provision in keeping with current
attitudes found in that country’s medical and general culture.
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