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Introduction

Cancer is one of the most common causes of death 
worldwide. Current treatment options for cancer include 
surgery, chemotherapy, and radiotherapy [1, 2]. However, 
humanitarian care for patients is also important and 
necessary. In an oncology ward, a Buddhist patient 
repeatedly chanted Buddhist scriptures before surgery, 
which caused blood pressure fluctuations and delayed 
anesthesia induction; a Muslim patient’s Eid fasting 
triggered hypoglycemic shock, and a Christian’s holding 
a metal cross to his chest affected the results of an 
electrocardiogram, among others. These scenarios reveal 
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a central paradox: modern medical technology attempts 
to standardize processes but struggles to respond to 
the physiological-psychological needs derived from 
patients’ cultural beliefs, and technological innovations 
in cross-cultural care based on empirical data are urgently 
needed. Existing studies have mostly considered religious 
rituals as objects of ‘cultural sensitivity training’, but have 
neglected their function as non-pharmacological regulatory 
tools, and their non-pharmacological intervention value 
has been underestimated. Existing studies have shown 
that religion can help cancer patients better adapt to and 
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cope with the disease psychologically [3-5]. Religion and 
spirituality can be helpful for patients and their caregivers 
from diverse cultural backgrounds to cope with cancer [6]. 
Spiritual care is a fundamental component of high-quality 
compassionate health care and it is most effective when 
it is recognized and reflected in the attitudes and actions 
of both patients and health care providers. A focus on 
spirituality improves patients’ health outcomes, including 
quality of life [7]. Studies show that while clinicians such 
as nurses and physicians regard some spiritual care as 
an appropriate aspect of their role, patients report that 
they provide it infrequently [8]. Nurses lack a systematic 
approach to transforming patients’ ritual behaviors 
into physiological intervention strategies, resulting 
in a dichotomy between ‘technological intervention’ 
and ‘cultural needs’. Religious affiliation influences 
healthcare preferences and the implementation of clinical 
care practices. This increasingly multicultural society 
presents healthcare providers with a challenging task: 
providing appropriate care to individuals with different 
life experiences, beliefs, value systems, religious beliefs, 
languages, and healthcare perspectives [9]. Healthcare 
providers must be equipped with appropriate knowledge 
and skills to address these spiritual needs effectively 
[10]. The research significance lies in the following: to 
solve the problem of ‘decoding cultural symbols’ and 
‘adapting technology’, and to develop nursing technology 
solutions that can be directly applied to clinical practice. 
The significance of the research lies in: breaking the binary 
opposition between “cultural sensitivity” and “operational 
norms”, revealing the correlation mechanism between 
religious ritual behavior and physiological indicators, 
and explaining that religious and spiritual traditions can 
become a rich theoretical basis and practical service 
resource [11], providing a reference for optimizing nursing 
operations and providing low-cost, highly feasible cultural 
adaptation solutions for resource-constrained settings 
where advanced treatment modalities may not be readily 
available [12].

This study aimed to explore, through semi-structured 
interviews with oncology nurses, the representative 
clinical challenges and innovative solutions arising 
from patients’ religious practices. By summarizing and 
analyzing three emblematic cases (involving Buddhist 
chanting, Muslim Ramadan fasting, and Christian 
cross-holding), we sought to codify a nurse-led, culturally 
adaptive intervention framework. The ultimate goal was 
to develop a transferable model for safely integrating 
faith-based practices into standard oncology care, 
thereby mitigating physiological conflicts and enhancing 
patient-centered outcomes.

Materials and Methods

Design
This qualitative study employed a semi-structured 

interview approach to explore nurses’ experiences and 
perspectives regarding cultural-clinical conflicts in an 
oncology setting. The primary objective was to identify 
and summarize representative cases where religious 

practices intersected with clinical care, and to derive 
practical nursing interventions. This pilot study was guided 
by a constructivist/interpretivist paradigm, emphasizing 
the socially constructed nature of clinical reality and the 
importance of understanding nurses’ interpretive accounts. 
The study design was exploratory and descriptive, aiming 
to generate rich, context-specific insights rather than to 
test pre-defined hypotheses.

Sample
Purposive sampling was used to recruit nurses working 

in the oncology department of a tertiary care hospital. 
Participants were eligible if they had at least one year 
of direct patient care experience and had encountered 
situations where patients’ religious practices influenced 
or conflicted with clinical outcomes. Sampling continued 
until thematic saturation was reached the point at which 
no new significant themes emerged from subsequent 
interviews. A total of 15 nurses were interviewed over 
a one-month period. From these interviews, three 
emblematic cases were selected for in-depth analysis each 
representing one of the target religious groups (Buddhism, 
Islam, Christianity). The selection of these cases was based 
on their clarity, representativeness of common conflicts, 
and the richness of the adaptive interventions described.

Data Collection
Semi-structured interviews were conducted in person 

by the principal investigator in a private room within the 
hospital to ensure confidentiality and minimize disruption. 
Each interview was audio-recorded with participant 
consent and transcribed verbatim by a trained research 
assistant. The interview guide was developed based on a 
review of the literature and preliminary discussions with 
two senior oncology nurses (not included in the study 
sample). The guide included open-ended questions and 
probes covering four key areas: (1) descriptions of specific 
incidents involving religious practices; (2) observed 
physiological or clinical conflicts; (3) nursing responses 
and interventions; and (4) patient reactions and outcomes. 
Interview durations ranged from 30 to 60 minutes. Field 
notes were also taken to capture non-verbal cues and 
contextual details.

Data Analysis
Interview transcripts were analyzed using inductive 

thematic analysis, following the six-phase approach 
outlined by Braun and Clarke (2006). Initially, two 
researchers independently performed open coding on the 
first three transcripts to identify key incidents, nursing 
responses, and perceived outcomes. Codes were then 
discussed and consolidated into a preliminary coding 
framework. This framework was applied to the remaining 
transcripts, with new codes added iteratively as needed. 
Codes were subsequently grouped into broader thematic 
categories based on conceptual similarity. From these 
categories, three representative cases were synthesized 
to illustrate the most salient cultural-clinical conflicts and 
adaptive strategies. Physiological data (e.g., BP, glucose, 
ECG) mentioned in the interviews were summarized 
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2. Muslims: Metabolic Interventions for Eid Fasting
A 68-year-old male Muslim cancer patient from 

Saudi Arabia observed a daytime fast during Ramadan 
and refused to drink water. This resulted in a blood 
glucose level of 3.5 mmol/L at 4 pm (Table 2), indicating 
hypoglycemia. Older patients may not be able to tolerate 
the conventional chemotherapy due to its toxicity 
[13]. The toxicity of chemotherapy combined with the 
physical weakness caused by a restricted diet is extremely 
detrimental to cancer treatment. The nurse implemented 
a phased intravenous nutrition regimen (Figure 2): 60% 
of the daily caloric requirement was administered after 
sunset, and blood glucose was regulated using an insulin 
pump that aligned with the fasting-feeding cycle. Quranic 
verses regarding recovery were printed on the infusion 
schedule. The patient called this schedule “God’s timer.” 
After the intervention, blood sugar levels stabilized at 5.6 
mmol/L (Table 2), and treatment adherence improved.

descriptively to contextualize the clinical impact of each 
case. To enhance analytical rigor, regular peer debriefing 
sessions were held among the research team to challenge 
interpretations and ensure consistency.

Results

The following three cases were synthesized from 
interviews with oncology nurses, illustrating typical 
scenarios where religious practices intersected with 
clinical care.

1. Buddhists: Mantras Regulate Autonomic Nervous 
System Function

A 63-year-old Thai Buddhist patient chanted mantras 
silently for 30 minutes the morning before surgery, 
resulting in blood pressure fluctuations as high as ±20 
mmHg (Table 1). This delayed anesthesia and prevented 
surgery that day. The nurse observed a negative correlation 
between the mantra rhythm and respiratory rate. Under 
the nurse’s guidance, the mantra rhythm was adjusted to 
a standard breathing pattern of 6 breaths per minute. The 
nurse also created “mantra counting breathing cards” to 
guide the patient in adjusting the meditation rhythm. After 
the intervention, the patient underwent elective surgery 
and used the breathing cards to guide chanting before 
anesthesia. The standard deviation of blood pressure 
before and after chanting decreased and remained stable 
(Figure 1).

Table 1. Summary of Nurse-Reported Cases and Interventions
Patient ritual behavior Time Nurse Response physiological indicators

Buddhist patient reciting mantras 
silently before surgery

During pre-anesthesia period, before 
second surgery induction

Introduced and explained the use of 
the " Mantras counting breath card" 

BP fluctuation: 140/90 mmHg to 
about 120/70 mmHg (±20 mmHg)

Muslim patient fasting during 
Ramadan

06:00 - 19:00 (Daytime) Initiated circadian rhythm-adapted IV 
infusion protocol

Blood glucose: 3.5 mmol/L 
(at 16:00); stabilized at 5.6 mmol/L 

post-infusion

Christian patient holding metal 
cross on chest

During ECG monitoring Placed medical-grade silicone cushion 
over electrode

ECG signal artifact resolved; 
clear waveform obtained

Figure 1. Blood Pressure Changes (Buddhist Patient)

Table 2. Time-phased Intravenous Nutrition Schedule
Period Nursing focus Nursing Operations

Sunset → Maghrib (Iftar) Quick energy boost 1. Start the first round of intravenous nutrition (such as glucose + electrolytes) 
immediately after the adhan of Maghrib.
2. The initial rate is adjusted to 80% of the normal rate, and resumes the full 
rate after 30 minutes if there is no discomfort (such as a sudden increase in 
blood sugar).

Maghrib → midnight 
(free feeding period)

Maintain a stable nutritional supply 1. Switch to full balanced intravenous nutrition (such as amino acids + fat 
emulsion + trace elements), and adjust the rate according to the patient's 
metabolic needs.
2. Monitor blood sugar/electrolytes every 2 hours. 
3. Oral solid food is recommended for patients who can eat independently

From Midnight → Before Fajr 
(Suhoor preparation period)

Prolong satiety and store energy during 
the day

1. Add hypertonic glucose (10%) 1 hour before the end of Suhoor to delay 
hunger during the daytime.
2. For diabetic patients, use sustained-release fat emulsion (such as SMOF) to 
reduce daytime blood sugar fluctuations.

Fajr → sunset (Fast time) Ensure basic medical needs while 
respecting fasting practices

1. For patients who are not critically ill and insist on fasting: stop the infusion 
and pay attention to monitoring all vital signs.
2. For patients who are critically ill and insist on fasting: explain the necessity 
of infusion to the patient and family members, and contact the local Islamic 
association to explain the basis of medical exemption to the patient.
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3. Christians: The Cross as a Psychological Support
A 78-year-old Polish patient placed a metal cross on 

his chest during electrocardiogram (ECG) monitoring, 
which resulted in persistent signal artifacts. A nurse 
placed a medical-grade silicone pad over the electrodes, 
resolving the interference and producing clear waveforms. 
This technical improvement allowed examinations to be 
performed without requiring the cross to be removed. 
Following the intervention, the patient’s engagement with 
the treatment process improved.

Discussion

The following discussion illustrates the findings from 
our interview-based pilot study, which summarized three 
representative cases. It was important to emphasize that 
the insights and mechanisms proposed in this article 
are intended to construct a conceptual framework 
for understanding how religious rituals might be 
systematically translated into nursing interventions, based 
on the analysis of three representative cases derived from 
nurse interviews. While conceptually innovative, these 
propositions require larger-scale validation to confirm 
their generalizability and validity.

1. Case study 
The integration of spiritual care within nursing practice 

can be understood as a component of person-centered 
care and humanized focus on supporting patients’ search 
for meaning and support during illness. Furthermore, 
an awareness of the need to provide spiritual support 
to patients can promote and enhance support of dignity 
and compassionate approaches to care for those patients 
for whom faith or spirituality is important. Spirituality, 
though defined and interpreted differently based on 
individual experiences and worldviews, is a fundamental 
aspect of our lives that provides meaning for some around 
experiences. Spirituality plays a crucial protective role 
in health and well-being that can alleviate challenging 
crises in patients and caregivers in healthcare settings. 
Spirituality is not a static phenomenon; rather, it is a 
dynamic source of strength [14].

1.1 In response to the Buddhist chanting behaviors, 
the nurse cleverly used the respiratory-blood pressure 
coupling effect

Low-frequency respiration during silent chanting of 

Buddhist scriptures may activate the parasympathetic 
nerves, inducing bradycardia and fluctuations in blood 
pressure. By standardizing the breathing rhythm (6 breaths/
minute), the nurse transformed the original disorderly 
chanting into a rhythmic breathing exercise to stabilize 
blood pressure. In this specific case, the nurse-developed 
‘Mantras Counting Breathing Cards’ suggest a potential 
pathway for transforming the religious behavior of 
chanting into a structured, quantifiable breathing exercise, 
which was associated with reduced blood pressure 
fluctuations and may contribute to anxiety management. 
Anxiety management and physiological stabilization. 
Rather than denying the religious significance of chanting, 
the nurse combines its ritualized features (repetition, 
rhythm) with biofeedback techniques, giving traditional 
practices a new therapeutic function. This case illustrated 
a potential model for culturally appropriate innovation, by 
exploring the functional utility of an act of faith within a 
clinical context. Oncology nurses must be aware of their 
patients’ specific cultural values and religious beliefs 
when providing care to them [15] and need to understand 
the spiritual needs of patients in order to provide better 
care [16]. Therefore, religiosity is the resource used by 
cancer patients to help cope with the disease [17]. 

1.2 To address the metabolic characteristics of Muslims 
in Ramadan

Daytime fasting leads to diurnal fluctuations in 
insulin sensitivity, postprandial hyperglycemia easily 
occurs after eating at night, and prolonged fasting may 
trigger hypoglycemia. This shows that Muslim patients’ 
cognition and behavior towards cancer are influenced 
by social and cultural factors [18]. Cancer patients are 
highly susceptible to short- and long-term nutritional 
problems related to their underlying disease and to side 
effects of multimodal treatment [19], and inadequate 
nutritional intake will aggravate malnutrition and worsen 
the condition. Nurses should actively assess changes 
in clinical signs in cancer patients, and it is crucial to 
select appropriate nutritional interventions for patients 
with religious beliefs to maximize the nutritional status 
of patients and improve their survival and quality of life 
[20]. For this patient, nurses designed a ‘sunset centralized 
infusion + dynamic insulin pump’ program in an attempt 
to better align with the physiological eating window and 
to prevent metabolic disorders. Religious adaptation of 
blood glucose fluctuation: delaying the infusion of 60% 
of calories until after sunset not only complies with the 
fasting rule but also conforms to the human circadian 
rhythm (cortisol secretion peaks in the early morning), 
reducing the risk of nocturnal hypoglycemia. Patients 
associated the infusion schedule with religious symbols 
(Allah) as “timepieces of Allah”, creating cognitive 
coordination, a reinterpretation of cultural symbols that 
reduces treatment resistance and reflects the positive 
drive of cultural beliefs towards health behaviors. 
Nurses adjusted the infusion schedule according to the 
Islamic calendar, an approach that aimed to synchronize 
medical care with religious rituals and which, in this 
instance, appeared to be associated with improved patient 

Figure 2. Blood Glucose Change (Muslim Patient)
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compliance. Research indicates that cancer patients who 
rely on spiritual and religious beliefs to cope with their 
illness are more likely to use an active coping style in 
which they accept their illness and try to deal with it 
positively and purposefully [21].

1.3 Faith practices may be particularly helpful in 
improving spiritual well-being among Christians [22].

Patients view the cross as a talisman or spiritual 
support so forcibly removed may trigger resistance, the 
nurse complied with the principles of cultural sensitivity 
in the nursing process: respecting the patient’s beliefs 
and establishing trust with the patient. Dignified care 
protects the patient’s rights and provides appropriate 
ethical care while improving the quality of nursing care 
[23]. The nurses use silicone pads to isolate the contact 
between the metal cross and the skin to reduce current 
interference, and at the same time, maintain stable contact 
between the electrodes and the skin. This ensures the 
accuracy of the signals. In this case, the approach was 
low-cost and easy to use, offering a means to avoid direct 
interference with the patient’s religious object. The nurse 
demonstrated respect for cultural practices by resolving 
the conflict through technical means. The nurse’s initiative 
conveys a message of ‘respect for personal choice’ and 
enhances the patient’s sense of acceptance, which leads 
to cooperation with the treatment, a non-confrontational 
approach that helps to build trust between the patient and 
the practitioner. A bond between doctor and patient that is 
based on trust has been an integral part of patient care and 
has been described to promote recovery, reduce relapse, 
and enhance treatment adherence [24]. In this case, the 
synergy of technical adjustment and cultural respect 
achieved a win-win situation, successfully reconciling the 
medical goal of obtaining a clear ECG reading with the 
patient’s need to retain his religious object. By explaining 
that ‘adjustments are made to ensure the accuracy of the 
examination’, the nurse combines technical needs with the 
patient’s beliefs, so that the patient understands the need to 
make adjustments rather than being forced to compromise.

2. Clinical Translation Pathway 
Although culturally sensitive nursing is highly valued 

today, patients may come from different countries and 
have different cultural norms, expectations, and behaviors 
[25]. Therefore, uniform nursing behaviors may not meet 
the needs of patients, which requires nurses to take some 
targeted support measures. Based on the above case study 
and evaluation, a systematic clinical translation strategy 
is proposed below, aiming to extend culturally sensitive 
nursing interventions to a wider range of contexts, while 
ensuring medical validity and ethical compliance: 

2.1 Cultural Competence and Standardized Training 

2.1.1. Development of a Cultural Decoding Toolkit
Establishment of a list of contraindications and 

a library of adapted protocols for the mainstream 
religions (Buddhism, Islam, Christianity, etc.), e.g., 
contraindications, adaptations, and protocols. Develop 

a library of contraindication lists and adaptive solutions 
covering mainstream religions (Buddhism, Islam, 
Christianity, etc.), e.g.: contraindication lists: metal 
interference (EKG), metabolic management during 
fasting period, conflict between prayer time and treatment; 
adaptive solutions: replacement of silicone cushion, 
time-slot infusion, respiratory rhythm restructuring; 
Symbol Meaning Quick Reference Handbook: analyze 
the potential physiological/psychological functions of 
common religious symbols (crucifixes, Buddhist beads, 
worship actions), and guide healthcare workers to quickly 
identify translatable resources.

2.1.2 Establish a training system 
Spirituality was an important part of the care for the 

nurses when meeting the needs of their patients and the 
patients’ families. Therefore, nursing education should 
enhance nurses’ understanding and awareness of spiritual 
issues and prepare them to respond to human spiritual 
needs [26]. To enhance competency, it is recommended 
to implement structured, continuous in-service education 
programs on spiritual care practices, such as providing 
training on ‘cultural precision nursing’ for nurses with 
serious and chronic illnesses, combined with case 
simulations (e.g., metabolic control during Ramadan, 
meditative behavioral interventions) and collaborating 
with religious consultants and anthropologists to train 
healthcare workers to interpret patient behavior from 
the perspective of belief systems to strengthen technical 
and cultural synergies. Additionally, support should 
be provided for nurses’ personal and professional 
development, addressing factors such as work–life balance 
and family commitments [27]. 

2.2 Technology adaptation and tool innovation 

2.2.1 Religion-adapted medical tool development 
Production of low-cost intervention kits: to address 

the problem of metal interference, develop medical-grade 
silicone products in different shapes (electrode patch 
pads, necklace fixation pads); upgraded version of the 
respiratory counting card: embedded with an adjustable 
LED to indicate the rhythm of respiration (e.g., flashing 
6 times/minute), adapted to different religious meditation 
scenarios; integration of Islamic calendars, Islamic charts, 
and other medical devices in insulin pumps and monitors.

2.2.2 Evidence-based technology validation process 
Cultural appropriateness test: before the promotion 

of the new tool, conduct a small-sample cultural 
appropriateness test (e.g., inviting Buddhists to experience 
the breath counting card), and collect feedback to optimize 
the design. Cross-cultural validity studies: Compare the 
difference in effectiveness between standardized and 
culturally appropriate interventions (e.g., ECG quality in 
the silicone pad group versus the traditional metal removal 
group) to drive guideline updates.
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2.3 Interdisciplinary Collaborative Processes 

2.3.1 ‘Faith Advisor’ Consultation System 
Collaborate with the hospital’s Religious Office to 

initiate a multidisciplinary consultation for complex cases 
(e.g., a patient of a particular religion who refuses to have 
a blood transfusion) and produce a written adaptation plan.

2.3.2 Nurse-pharmacist-dietitian linkage
In response to the fasting needs of Muslim patients, 

confirm the alcohol content of medications with the 
pharmacy department in advance, and design enteral 
nutrition formulas in line with the metabolic characteristics 
of Ramadan with the nutrition department.

2.4 Culture-related risk plan 

2.4.1 Hypoglycemia emergency kit
Equip Ramadan patients with ‘Allah’s First Aid Box’ 

containing glucose gel, labeled with Arabic/English 
instructions, to ensure that it can be used in emergencies 
when they are not awake.

2.4.2 Alternative to metal interference
In case of allergy to silicone pads, an alternative to 

conductive paste + gauze wrapped around the metal object, 
with an explanation to the patient.

2.4.3 Add a ‘cultural appropriateness statement’ to the 
informed consent form, e.g., 

‘This protocol has been adapted to your beliefs and 
practices, and the specific risks and benefits have been 
included.’

3.limitations

3.1 While this study pioneers a practical framework for 
integrating religious practices into clinical nursing, its 
scope necessitates cautious interpretation

The culturally adaptive interventions discussed 
by nurses were implemented in their specific clinical 
contexts. Consequently, direct application to other 
healthcare systems or faith traditions requires further 
validation. Additionally, the one-month observation period 
prioritized capturing immediate physiological responses 
to ritual-technological integration, leaving longer-term 
sustainability effects (e.g., adherence to breathing 
standardization protocols post-discharge) as an avenue 
for future investigation. Future research should include 
a full-scale with a larger sample size to further validate 
these findings [28]. 

3.2 A key limitation is that the interventions and their 
outcomes were reported by the nurses themselves 

There was no independent assessment or use 
of validated patient-reported outcome measures to 
corroborate these reports, which introduces the potential 
for reporting bias. Future research should incorporate 
independent evaluations to objectively confirm the 
efficacy suggested by this exploration.

In conclusion, this study proposed a new framework 
for understanding and resolving cultural-clinical conflicts 
in oncology nursing. The continuous advancement of 
globalization has made medical and health professionals 
more aware of the importance of multicultural nursing 
[29]. Nurses must integrate the patient’s cultural 
background with clinical practice to provide culturally 
appropriate care, thereby respecting individual choices 
while reconciling traditional values and further optimizing 
nursing services [30], leaping over cultural conflict to 
nursing innovation. In a globalized context, the core 
competency of nurses lies not only in their professional 
skills but also in their ability to build a two-way 
empowering mechanism of “cultural sensitivity-technical 
precision.” The synergy between technical adaptation 
and cultural respect can achieve a win-win situation in 
balancing medical goals and patient needs. Successful 
treatment relies not only on professional expertise but 
also on attention to the patient’s psychosocial context and 
the ability to resolve potential conflicts with empathy and 
creative thinking. Furthermore, nursing itself embodies the 
spirit of compassion shared by many religions whether it’s 
the Buddhist concept of “compassion,” the Islamic concept 
of “duty to do good,” or the Christian concept of “love 
your neighbor as yourself” all of these concepts resonate 
with the empathy and dedication inherent in the nursing 
profession. Understanding this connection can help nurses 
rekindle their sense of purpose amidst their demanding 
workload and treat patients with greater spirituality. The 
results suggested that religious rituals may have the 
potential to serve as an interface between physiological 
and psychological interventions. Rather than being an 
obstacle to the medical process, religious rituals serve as a 
natural interface between physiological and psychological 
interventions. Cultural adaptation is not a compromise 
but an innovation, and nurses, through their professional 
judgment, can transform cultural beliefs into therapeutic 
resources. However, it is important to emphasize that this 
study provided a transferable template for future research 
to build upon. The effectiveness of the proposed model 
requires rigorous validation in larger, controlled studies 
across diverse cultural and clinical settings.
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