
Journal of Biochemical and Clinical Genetics

OPEN ACCESS
OPEN ACCESS

OPEN ACCESS

60

This is an open access article distributed in accordance with the Creative Commons Attribution (CC BY 
4.0) license: https://creativecommons.org/licenses/by/4.0/) which permits any use, Share — copy

and redistribute the material in any medium or format, Adapt — remix, transform, and build upon the material for any purpose, 
as long as the authors and the original source are properly cited. © Copyright: Author(s)

ORIGINAL ARTICLE

Khadijah Bakur et al, 2020;3(2):60–70.
https://doi.org/10.24911/JBCGenetics/183-1596638212

Correspondence to: Khadijah Bakur
*School of Biological Science, Faculty of Biology,
Medicine, and Health, University of Manchester, United
Kingdom, Department of Genetic Medicine, King
Abdulaziz University Hospital, Saudi Arabia, Princess Al-
Jawhara Centre of Excellence in Research of Hereditary
Disorders, King Abdulaziz University, Saudi Arabia.
Email: k.bakur@gmail.com
Full list of author information is available at the end of
the article.
Received: 05 August 2020 | Accepted: 18 September 2020

Introduction

Few studies have investigated the impact of religion/
spirituality in genetic counseling (1). Overall, the available 
evidence suggests that patients vary in the extent to which 
their decisions and risk perceptions are influenced by 
their religion/spirituality (1). However, patient’s religion/
spirituality has been shown to sometimes lead to an 
aversion to seeking medical advice, affecting their ability 
to cope with the diagnosis and their subsequent medical 
decision-making process (2); thus, it is vital to address 
the religious issues in the patient-clinician relationship 
(3). Although genetic health professionals understand 
that religion/spirituality values are significant for many 
patients, influencing their decision-making and coping 
processes, there remains limited evidence on health 
professionals’ views regarding the impact of patients’ 
religiosity/spirituality on counseling sessions. Reis et 
al. (4) conducted a cross-sectional study on members 
(127/633) of the National Society of Genetic Counselors 

in the USA to explore genetic counselors’ attitudes 
regarding spiritual assessment and levels of comfort 
in performing such assessment. An important finding 
from the study of Reis et al. (4) was that 59% of the 
participants performed religious assessments during their 
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clinical consultation, 76.4% due to the patient raising 
the issue, and 29.9% being discussions concerning the 
end of life decisions. The genetic counselors cited a 
lack of time, proper training, and knowledge of how 
to use the information as barriers to perform spiritual 
assessment and perceived client discomfort with the 
subject. This reveals that, in most of the cases, if religion/
spirituality assessment was completed, it was patients’ 
led. Findings from Reis et al. (4) suggest that personal 
spirituality and religious beliefs had a limited impact on 
the clinical practice of introducing spiritual assessment 
as a component of genetic counseling sessions among 
those identified as religious and non-religious. Reis et 
al. (4) were in line with other studies in the literature 
supporting the observation that, for most genetic health 
professionals, religious beliefs did not affect their ability 
to remain non-directive during genetic counseling 
sessions (5). However, the other studies have reported 
genetic counselors, and other genetic professionals are 
at high risk of experiencing internal conflict (6-8), which 
can contribute to conflict during counseling sessions. For 
example, there is a danger that genetic counselors might 
impose their personal religion/spirituality beliefs onto 
their patients (9,10). 

Moreover, others might struggle to reconcile their faith 
with their profession, affecting health professionals’ 
professional satisfaction (11). This makes it essential not 
only to investigate health professionals’ experience of 
the impact of patients’ religion/spirituality in the context 
of genetic counseling but also to investigate the impact 
of genetic professionals’ religion/spirituality on the 
counseling they deliver. The previous studies showed that 
health professionals’ religiosity/spirituality could impact 
the genetic counseling sessions, which could affect 
patients’ satisfaction with the quality of the services 
provided to them. However, those findings should be 
interpreted with caution, not only because those studies 
targeted specific populations (e.g., USA population), but 
also the differences in previous studies could be attributed 
to many factors. The studies varied in their methodology 
and employed different measures. Individuals also 
tend to interpret religiosity and spirituality differently, 
complicating data gathering, which is considered a 
limitation of studies that rely on self-reported measures 
(4,12). Few studies investigated the role of religion/
spirituality in health professionals’ experience in the 
Islamic population; those were in contexts other than 
genetic counseling, e.g., Al-Yousefi (13). This current 
study aimed to explore the health professionals’ 
experience of the role of patients’ religion/spirituality 
in genetic counseling sessions, particularly concerning 
medical decisions. It also examined the impact of health 
professionals’ own religion/spirituality on the provision 
of counseling to such patients, including the interplay 
between the patient’s and the professional’s beliefs when 
providing services to the targeted population. This study 
is a part of a broader study investigating the role of Islam 
on the lived experience of Saudi patients with long QT 
syndrome (LQTS) (the study that examined patients’ 

perspectives is published elsewhere). LQTS, a group 
of cardiac arrhythmias disorders causing severe cardiac 
manifestations with sudden death (14), was chosen for 
this project, as there an increased number of Saudi patients 
diagnosed with LQTS (15). This led to establishing two 
cardiogenetic research centers in Saudi Arabia to further 
investigate the clinical, molecular, and psychological 
aspects of LQTS, among other cardiogenetic disorders, 
to provide culturally sensitive diagnostic and preventative 
counseling services.

Subjects and Methods

The study aimed to explore health professionals’ 
perspectives concerning the role of religion/spirituality 
in Saudi patients with LQTS. A qualitative approach 
was chosen to answer whether or not, why, and when 
health professionals engage in religious assessment and 
conversations with their patients in the context of LQTS 
and how they manage such discussions. The study also 
aimed to explore the role of health professionals’ religion/
spirituality when dealing with Muslim patients and explore 
the influence of patients’ religious beliefs on coping skills 
and medically related decision-making. Semi-structured 
interviews were implemented as a data collection tool; this 
method is a flexible and powerful tool for eliciting data, 
which enables the researcher to investigate individual 
perspectives in depth (18). As health professionals were 
expected to have limited time during working hours, 
the study used face-to-face and telephone interviews 
to increase the sample size (18). The participants were 
recruited purposively from all the cardiogenetic clinics in 
Saudi Arabia, depending on their specialty and experience 
working with patients diagnosed with LQTS. A purposive 
sampling was considered to be appropriate because 
the study targeted health professionals from different 
backgrounds, namely a heterogeneous population, working 
at separate cardiogenetic clinics (16), and because the 
researcher was interested in selecting interviewees who 
would provide in-depth and appropriate data, due to their 
experience of the topic in question (17). This approach 
to the sampling was also used due to the limited number 
(16) of professionals in the target population working with 
LQTS patients, as there are currently only two cardioenetic 
centers in Saudi Arabia. The inclusion criteria consisted 
of being a health professional with experience of working 
with patients with LQTS in Saudi Arabia. The participants 
were required to be fluent in Arabic or English. Religiosity 
was not an inclusion criterion since many non-Muslim 
health professionals care for patients with LQTS in Saudi 
Arabia, and one of the objectives of this study was to 
explore the interplay between health professionals’ and 
patients’ religiosity during genetic counseling sessions. 
The health professionals, who worked at the cardiogenetic 
clinic but had no experience of working with patients 
diagnosed with LQTS, were excluded from the study. The 
head of each cardiogenetic clinic sent an invitation letter, 
which included an information sheet, a consent form, 
and the researcher’s contact information, to all eligible 
participants (N = 15). The interested parties (N = 12) then 
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contacted the researcher to learn more about the study and 
to arrange a time and date for their interview. According 
to the participants’ preference, seven semi-structured 
interviews were conducted face to face. Five were 
conducted via telephone because the latter participants 
had a limited amount of time during their working hours 
or because they resided outside Saudi Arabia during the 
study period.

The interview guide (Appendix A) was designed by the 
main researcher (KB), an experienced Saudi genetic 
counselor. This researcher was supported by the research 
team, including an expert in qualitative research, genetic 
counseling, and public health, who reviewed the interview 
guide to confirm that the questions were appropriate for 
addressing the research aims, in line with good practice 
(18). Furthermore, in line with good practice (18), the 
local Saudi supervisors reviewed the interview guide to 
ensure that it reflected the target population’s culture. 
The participants were asked about their specific roles 
in the cardiogenetic clinic and then reflected on their 
perspective on religion/spirituality in health. The guide 
also covered the participants’ experiences regarding their 
patients’ religiosity and spirituality. Furthermore, the 
participants were asked about the discussion of religious 
issues in their clinical sessions and the impact of their 
own religion/spirituality on counseling patients with 
LQTS.

The researcher (KB) conducted the interviews. She 
explained the aims and objectives of the research to the 
participants. She informed them of their rights, including 
that, as volunteers, they were free to withdraw from 
the study at any time, up to the point at which the data 
were pseudo-anonymized (2 weeks after the interview). 
To ensure confidentiality, face-to-face interviews were 
conducted at secured research clinics in both centers, 
with participants giving written consent. Telephone 
interviews were undertaken in secure research cubical 
at the University of Manchester. The participants were 
asked to provide verbal consent and be instructed to 
choose a quiet and private place and be alone during 
the interview. Each participant was interviewed once, 
for an average of 30 minutes, as interviews ranged 
between 15 and 60 minutes. The interviewer used the 
participants’ responses to guide the order of questions 
and probed further to obtain additional depth and clarity. 
All interviews were digitally audio recorded. Due to a 
number of the participants being known to the researcher, 
KB minimized the risk of coercion by clarifying her 
role as a researcher in this setting and maintaining the 
researcher’s stance in both her language and attitude. She 
was also aware of the importance of verifying intended 
meanings from both parties, to avoid misinterpretations 
and any inadvertent changes to meaning (19).

All interviews were conducted in English, apart from 
(as requested by the interviewees) two in Arabic, with 
all transcribed in the interview’s language. The Arabic 
transcripts were subsequently translated to English by the 

interviewer, a bilingual, and Saudi, which also ensured 
familiarity with the participants’ culture. A professional 
translator, who is working independently from the 
research team, checked the translation to ensure the 
accuracy of the translation (20). Field notes taken by KB 
were written in English and transcribed.

KB pseudonymized the data following the guidelines 
set out by the UK Data Service (Ukdataservice.ac.uk). 
As the research query was exploratory and experiential, 
thematic analysis was considered a suitable approach 
in enabling the researcher to identify the meaningful 
patterns across the data in a systematic manner (21); this 
helped to identify shared beliefs and attitudes among 
health professionals concerning the research aim. The 
research aimed to explore individual experiences within a 
contextualism position (22). To ensure a rigorous analysis, 
the researcher familiarized herself with the data by reading 
and re-reading the transcripts and making written notes on 
the individual transcripts and the entire data set to obtain 
more insight. The notes were shared with the supervisory 
team to prepare for the initial coding phase (21). During 
the initial coding, the researcher identified codes relevant 
to the research objective, reflecting the participants’ 
experiences. After coding the entire data set, the researcher 
constructed potential themes by reviewing the codes to 
identify similarities and differences. In this phase, the 
researcher looked for repeated patterns capturing essential 
meanings in the data set related to the research question 
inquiry (21). The identified individual themes were 
distinctive while being related, relevant, and answering the 
main research question (21). During the following phase, 
the researcher and members of the research team with 
expertise in qualitative research (HB and FU) reviewed 
the potential themes in relation to the codes. This phase 
involved relocating codes under different themes, splitting 
themes, and collapsing other themes together. The second 
stage of this phase involved reviewing the final themes 
concerning the complete data set (21). This was followed 
by defining and naming the themes, with each having a 
specific focus related to, but not overlapping with, other 
themes while building on a previous theme.

KB employed an inductive approach in analyzing 
the data, with the identified codes and themes being 
data-driven (21). This helped to prioritize the data-
based meaning rather than predetermined theories 
(21). Inductive thematic analysis identified different 
perspectives and experiences on the role of religion in 
genetic counseling. The researcher moved between 
semantic and latent approaches when analyzing the data, 
which helped to draw broader assumptions underpinning 
what participants reported (21).

As the research team is a multidisciplinary team, with 
members from different religious backgrounds, it is 
thought that the interview guide and analysis process 
may have been influenced by their experiences drawing 
on psychological theories.
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Results

Of the 15 eligible participants, 12 were interviewed, 
consisting of three cardiologists, four clinical geneticists; 
one genetic counselor; two patient coordinators, and 
two molecular geneticists (see Table I for participants’ 
characteristics). Three eligible participants (molecular 
geneticists) decided against participation and did not 
contact the researcher to arrange an interview date.

Apart from the two non-Muslims, all participants 
considered themselves moderate in their religiosity; 
where they reported committing to the main religious 
practices and occasional optional practices. The health 
professionals shared differing kinds of information with 
their patients, depending on their specialty and role at the 
center. However, their speciality exerted some influence 
on the type and nature of the conversation between 
themselves and their patients, including religious 
discussions. Cardiologists had the least cause to have 
such discussions as they mainly discuss diagnosis and 
treatment modalities. Simultaneously, clinical geneticists 
and genetic counselors spend more time discussing 
recurrence risk, inheritance, prenatal testing, and 
reproductive options, having a higher chance of involving 
religion/spirituality in the discussion. The differences 
between roles contributed to citing some participants 
more than others in the results below. Since the molecular 
geneticists had no frequent contact with patients, their 
interviews gave perspectives on the context, in which 
services were provided for patients with LQTS. Using 
thematic analysis, the researcher identified three main 
themes (Figure 1).

Theme 1: The value attributed to religion/
spirituality in the context of genetic counseling 

The participants acknowledged the positive impact 
of religion/spirituality on their health for both them 

and their patients. From their perspective, religion/
spirituality generally helped to overcome the difficulties 
faced by patients and career-related challenges for health 
professionals.

Religion/spirituality and health: multidimensional 
relationship

When asked about their general perspective on the 
relationship between religion/spirituality and health, the 
majority reported that religion influences health through 
a psychological pathway. Health professionals reported 
that the influence is applicable for their patients as well 
as themselves. “Being religious helps me to undergo 
hardships including illness of myself or loved ones, it’s 
like the light at the end of the tunnel, it helps us to move on 
and be stronger through it [illness]” (#6, Female, Clinical 
Geneticist, Muslim). From their perspective, religion 
provides individuals with acceptance of their illness, 
which helps them to feel comfortable and empowered in 
dealing with their problems with satisfaction. “If you are 
a believer you will trust your god that he will take care of 
you, you just need to do your part, what your doctor tells 
you to do, yah and do what it takes you to be healthy” (#4, 
Male, Clinical Geneticist, non-Muslim). Nevertheless, 
participant #9, among other participants, viewed that 
both religion/spirituality and illness influenced each 
other. “I think illness makes my faith stronger. With a 
hardship, one tends to try to find all the help they could 
get, and the first thing is to ask God as he is our creator, 
and he can make any hardship disappear” (#9, Female, 
Patient Coordinator, Muslim). However, participant #11 
considered the impact as not being linked to formal 
religion but rather to being spiritual. “I think it is not 
specific to religion, but it is more of having belief in 
something, it is about how the person feels, I mean if 
they feel empowered and feeling positive about what 
they believe in then this will help them” (#11, Female, 

Table 1. Participants’ characteristics.

Participant  
number

Gender Nationality Degree Specialty Year in practice Religion

1 Male Saudi MSc Genetic Counselor 4 Muslim
2 Male Saudi MD Clinical geneticist 15 Muslim
3 Male European MD, Board certified Cardiologist 40+ Non-Muslim
4 Male Indian MD, Board certified Clinical geneticist 12 Non-Muslim
5 Male Saudi MD, Board certified Cardiologist 17 Muslim
6 Female Saudi MD, Board certified Clinical geneticist 5 Muslim
7 Female Saudi MSc Molecular geneticist 10 Muslim
8 Female Jordanian MSc Patient coordinator 8 Muslim
9 Female Saudi MSc Patient coordinator 9 Muslim
10 Female Saudi MSc Molecular geneticist 7 Muslim
11 Female Saudi MD, MSc Clinical geneticist 6 Muslim
12 Male Saudi MD, Board certified Cardiologist 25+ Muslim
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Clinical Geneticist, Muslim). Participant #11 perspective 
could result from having recently finished her training in 
a diverse community. Her view was only shared by one of 
the non-Muslim health professionals.

Health professionals’ own religion/spirituality 
beliefs helped with facing career-related difficulties 
during counseling sessions

Health professionals reported that as most of the 
genetic disorders, including LQTS, have no cure, this 
sometimes makes them feel having less to offer to their 
patients. However, they reported that their religion/
spirituality helped them to overcome feeling helpless 
during counseling sessions. Apart from one Muslim 
and one non-Muslim health professionals who claimed 
that religion/spirituality had no impact on their career, 
all health professionals in this study claimed that their 
own religion/spirituality helped them feel empowered, 
supported, and content during counseling sessions. “Yah, 
I don’t feel inadequate I know there is greater power, yah 
that’s for me, this is how my religion and spirituality helps 
me in my profession” (#1, Male, Genetic Counselor, 
Muslim).

Another example of how health professionals’ own religion/
spirituality helped them with counseling sessions is trusting 
God’s ability to cure patients. “When you believe there is 
a greater power than science and medicine and everything; 
that gives you always hope, so even if all the studies said that 
this child with this diagnosis would never survive, there are 
miracles and exceptions, I believe in that, that is not false 
hope” (#11, Female, Clinical Geneticist, Muslim). One of 
the non-Muslims’ health professionals, who had a belief 
system around spirituality, stated that his own religious/
spiritual beliefs had helped him with his career, believing 
that it strengthened his ability to overcome difficulties and 
reminded him of the benefits. Thus, although most of the 
participants in this study were Muslims, these data suggest 
that the impact is wider than Islam. “My religion always 
reminds me of why I became a doctor at the first place; this 
helps me to face any difficulties related to my career” (#4, 
Male, Clinical Geneticist, non-Muslim). 

Complex impact of patients’ religious beliefs in the 
context of genetic counseling 

When asked about their experience of the impact of 
patients’ religious beliefs on their lived experience with 

Figure 1. Thematic analysis map.
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LQTS, the participants reported a complex impact. All 
of the participants emphasized the role of a belief in fate 
in facilitating acceptance of the diagnosis and coping 
with sudden death. Muslim and non-Muslim health 
professionals shared the same views. “It was along the line 
that they stated that it was their fate that was happening to 
them, the fate was commonly stated to help them” (#3, 
Male, Cardiologist, non-Muslim). Participant #12 had 
experience working with non-Muslim patients during his 
training abroad a long time ago, and he acknowledged the 
positive impact of belief in fate on Muslim patients with 
LQTS. “It is difficult for patients with LQTS to adjust to the 
idea of being at risk for sudden death, it is even difficult if 
your child has the risk, but Muslim patients believe in fate, 
and that helps a lot to cope with the risk of sudden death” 
(#12, Male, Cardiologist, Muslim). However, despite 
acknowledging this primarily positive impact of fate, some 
health professionals raised concerns that misinterpretation 
of fate could occasionally lead LQTS patients to delay 
seeking medical advice. “It is rare [negative impact], but 
sometimes the belief in fate hold patients back from looking 
for the cause of their symptoms” (#6, Female, Clinical 
Geneticist, Muslim). A number of interviewees expanded 
on this potentially negative contribution, and they found 
it usual for some Muslims to interpret any unexplained 
problem as fate so not wishing to interfere with God’s 
will. The participants observed that this arose in families 
experiencing a sudden death without understanding that 
the disorder caused this. Both Muslim and non-Muslim 
health professionals shared this view. “You can find 
families where they have this problem [sudden death], 
and they cannot figure out an obvious reason to cause that 
problem, so they think that this is their fate, they accept that 
and carry on with their life without looking for cause” (#8, 
Female, Patient Coordinator, Muslim). “They believed this 
is their fate that their children had a sudden death, so they 
did not want to interfere with what God wrote for them but 
when they went to the doctor, and they knew it is the LQTS 
that caused sudden death then here their fate helped them 
to accept and adhere to treatment” (#3, Male, Cardiologist, 
non-Muslim). Although belief in God’s power empowered 
both the patients and most of the health professionals 
and helped them to overcome problems in the context of 
genetic counseling, belief in fate was demonstrated to have 
a complex impact on the patients, as it sometimes caused 
them to delay seeking medical advice.

Theme 2: Contextual integration: professional 
and patient-level barriers to formal religious 
assessment and conversations in the context of 
genetic counseling

All of the health professionals agreed that the initial 
religion/spirituality assessments were lacking, due 
to barriers related to both the patients and the health 
professionals. 

Professional’s level barriers 

All health professionals in this study acknowledged the 
importance of attending to patients’ religious needs; 

however; generally, none performed an initial religiosity 
assessment. “I never performed an initial assessment 
of religiosity” (#2, Male, Clinical Geneticist, Muslim). 
The only exception was one geneticist, participant #11, 
who was trying to hold on to the practice of religious 
assessment but reported periodic assessment. “I was 
trained to do this initial assessment; you know we deal 
there [in a western country where she had her training] 
with patients from different backgrounds; those patients 
hold different faiths or even does not have any religious 
faith” (#11, Female, Clinical Geneticist, Muslim). The 
participants identified a number of practical barriers to 
engage in formal religious assessment and conversations. 
All of the health professionals claimed that a lack of 
appropriate religious training was a shortcoming of 
medical training, “As a doctor, we should separate 
emotions from caring for patients, this is how we were 
trained” (#3, Male, Cardiologist, non-Muslim).

The participant #11 had, unlike the others, recently 
finished her training abroad and reported that this had 
taught her to practice an initial assessment of religiosity. 
However, she claimed that training did not teach them how 
to conduct religious conversation properly and how to 
integrate the information generated from such discussion 
into the management plan. “We did not train properly in 
that regard [Dealing and engaging in formal religious 
conversation], we do not know how to use the information 
in a clinical context” (#11, Female, Clinical Geneticist, 
Muslim). Moreover, the time factor was cited as a barrier 
by the majority of the participants, and limited time in 
consultations means that medical issues are prioritized. 
“It is not the right time to be discussing religion in detail 
with a patient. What is important now is the medical 
information” (#6, Female, Clinical Geneticist, Muslim). 
The interview data also suggest that the participants’ 
unwillingness to initiate religious discussions and 
minimized formal religious conversations originated from 
other different avenues, such as reserving their image as 
health professionals at the eye of patients as well as in 
their own eyes by being professional and focusing only on 
medical aspects in delivering counseling sessions. “I think 
we do not want our image as professionals to be affected 
in front of the patients; we respect the boundaries” (#5, 
Male, Cardiologist, Muslim). Observing their specific 
roles as health professionals was another reason for not 
initiating formal religious conversation. “I never assess 
patients’ religiosity or raise religious conversation; it 
is not my duty” (#4, Male, Clinical Geneticist, non-
Muslim). Moreover, health professionals believe that 
religion is a personal matter, and they do not have the 
right to discuss it. “A person’s religious practices and 
beliefs are between them and God” (#6, Female, Clinical 
Geneticist, Muslim).

Patient’s level barriers 

All participants reported not engaging in religion/
spirituality conversations to avoid accidentally imposing 
their own religion/spirituality beliefs on patients. 
An important factor that contributed to their attitude 
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was that they had been trained not to be directive in 
counseling sessions. “I don’t share my beliefs, so it does 
not affect the patient in any way” (#1, Male, Genetic 
Counselor, Muslim). Moreover, health professionals 
also reported being very cautious and vigilant to the 
danger of challenging patients’ religious beliefs during 
the formal religious conversation, which could result 
in a negative outcome. “If you challenged someone 
religious believes you might lose them” (#2, Male, 
Clinical Geneticist, Muslim). Participant #5 further 
elaborated on how the doctor-patient relationship could 
be impacted by challenging a patient’s religious beliefs 
because Muslim patients see religion as an identity. 
“When we are in a formal religious conversation, and 
if by any chance, if I challenged their religious beliefs, 
they will doubt my religiosity they will think that I am 
not Muslim, I think they would be so much offended 
because they will perceive this as not criticizing what 
they believe, they will think I am criticizing the religion 
itself, especially those who are conservatively religious” 
(#5, Male, Cardiologist, Muslim). Some of the barriers to 
engaging in conversations regarding religion/spirituality 
can, therefore, be overcome or addressed in a way 
that facilitates a greater engagement with the matter, 
when appropriate. Among how this can be achieved 
is providing proper medical training that focuses on 
managing religion/spirituality conversations, rather than 
merely training health professionals to perform an initial 
religion/spirituality assessment. This could contribute to 
better patient outcomes in counseling sessions.

Theme 3: Incorporating religion/spirituality into 
genetic counseling sessions

Although there is currently a lack of religion/
spirituality assessment, due to uncertainty regarding 
how the information obtained from inquiring about 
patients’ religion/spirituality should be used, the health 
professionals involved in the present study felt more 
able to engage in discussions of religion/spirituality in 
specific contexts, such as addressing a patient’s religious 
concerns if the patients raised it, or when the discussion 
involved reproductive issues. 

Engaging in formal religion/spirituality 
conversations 

When it comes to proper religious discussion and 
assessment, all participants generally agreed that it is 
rare for the patients to raise religious conversations 
during counseling sessions in the context of LQTS, 
except in specific circumstances, where religious beliefs 
were considered to have a contribution. “Discussing 
reproductive options will spontaneously make the patients 
to place religious conversation on the table” (#1, Male, 
Genetic Counselor, Muslim). All health professionals 
in this study acknowledged the importance of attending 
to patients’ religious needs; however; all participants 
reported not usually initiating religious conversations 

but rather attending to patients’ requirements in that 
regard. “I prefer to leave it to the patient if they want 
to discuss any religious beliefs related to their diagnosis 
or management, or in the case, I feel it is appropriate” 
(#2, Male, Clinical Geneticist, Muslim). Even when 
the health professionals considered it appropriate to 
engage in formal religious discussion, they emphasized 
the importance of the patients’ responsiveness to enter 
into a formal religious discussion. “Even if you sense 
it is appropriate to discuss religious beliefs, it is vitally 
important to make sure the family is willing to get in 
religious conversation, I mean as a formal conversation” 
(#2, Male, Clinical Geneticist, Muslim).

Participants reported their initiating of formal religious 
conversations to be limited in nature and performed 
in specific situations; i.e., enabling patients to make 
decisions regarding invasive procedures or altering their 
religious beliefs concerning the cause of the disorder. All 
the Muslim health professionals viewed it as appropriate, 
in the context of LQTS, to remind patients to perform 
religious practices (mainly the Estikhara prayer) when 
making decisions regarding invasive procedures, i.e., 
implanting an ICD. The Estikhara prayer is a special 
prayer to find guidance from God for making the best 
choice. This prayer will not tell the performer exactly 
what to choose but rather to give inner peace that God 
will, in all events, dictate the best solution for him/her. 
Health professionals reflected on the positive impact of 
the Estikharah prayer on patients’ decision to undergo a 
procedure. “The only one related thing we do is to ask 
them to make (Estekharah), and we only do that if we 
want to implant a defibrillator, but not with medications, 
this helped them to accept the procedure” (#12, Male, 
Cardiologist, Muslim).

About preimplantation genetic diagnosis (PGD), the 
health professionals felt that the impact on the decision-
making process came not only from the religious ruling 
itself but also from the individual’s interpretation. This 
led them to explain the religious ruling regarding the 
PGD in a non-directive way, to enable patients to make 
an informed decision. “When it comes to reproductive 
option, here where patients’ religious beliefs might be 
problematic, some of the patients think that PGD is not 
permissible in Islam, so we have no option but to discuss 
the religious ruling to clarify these points to them and 
most of them then agree for prenatal testing or PGD” 
(#6, Female, Clinical Geneticist, Muslim). Participant #1 
outlined the approach taken by healthcare professionals 
to alter patients’ beliefs regarding the cause of their 
diagnosis without the risk of challenging their beliefs, 
particularly in the context of LQTS, in the absence of 
any obvious pattern of inheritance in the family, where 
symptoms could be attributed to supernatural forces. “I 
acknowledged her belief, I had to do that to win her, I 
acknowledged that evil eye is something cited in religion 
and I told her that there is scientific explanation too, I 
also told her that I understand it might be difficult for her 
as a mother to understand de novo mutations and I tried 
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my best to answer all her questions” (#1, Male, Genetic 
Counselor, Muslim).

The use of informal religious language 

The participants distinguished between the use of 
informal religious language during consultations 
and formal religious conversations. In explaining the 
differences, “It is not like we never talk religion, but 
we do that mainly casually, you know we as Saudi 
and Muslim; religion is always part of our everyday 
conversation and patients understand that this is far 
from being a formal discussion, it is not like in western 
countries” (#1, Male, Genetic Counselor, Muslim). 
Participants used informal religious language to help 
establish a rapport, where like all the Muslim health 
professionals in this study, participant #5 reflected 
on the role of informal religious language for gaining 
patients’ trust and respect, as well as establishing rapport 
and increasing patients’ willingness to collaborate 
with the medical team. Participants reported that to 
be attributed to the high importance Muslims place 
on their religion. “If patients noticed you using the 
[informal] religious language that will help them to 
trust you more and be open to cooperating with you” 
(#5, Male, Cardiologist, Muslim). Participants also 
used informal religious language in the context of 
LQTS to trigger patients’ ability to cope. A typical 
scenario was when health professionals were about to 
deliver unfavorable news. “Like in the clinic when the 
patient starts to cry I usually remind them that this is 
something from God and this helps them so much I 
can see the impact” (#9, Female, Patient Coordinator, 
Muslim). Furthermore, health professionals employed 
informal religious language to help explain a diagnosis 
when patients failed to understand the scientific 
explanation behind the disorder. As it is difficult for 
some patients to understand genetics, they get relieved 
by the religious explanation, for example, reminding 
them that God created them and that their disease 
is from God. Failing to understand the diagnosis 
could have a negative impact on the patients’ coping 
mechanism. The participants used this approach 
because the Saudi patients place importance on 
religion. “When we discuss scientific facts for patients 
especially with genetics, it is like something that is 
not real for them it’s like an imaginary thing to them, 
so in this case, I usually try to link to their religious 
beliefs because this is something that they believe in 
and they feel it is something tangible for them, and this 
helps them to understand and cope better” (#1, Male, 
Genetic Counselor, Muslim). The health professionals 
working in the context of LQTS distinguished 
between the use of informal religious language and 
formal religious conversations. Religion/spirituality 
conversations primarily sought to enable the patients 
to make decisions regarding invasive procedures or to 
alter patients’ religious beliefs regarding the cause of 
the disorder.

Discussion

This study explored health professionals’ perspectives 
concerning the role of religion/spirituality in the context 
of LQTS. It identified the fact that health professionals 
dealing with Saudi patients with LQTS generally have 
a positive experience of the role of religion in the 
context of genetic counseling. This research, therefore, 
supported the previous studies involving Muslim 
populations and confirmed that health professionals 
view religion as an essential coping strategy for helping 
Muslim patients to accept their diagnosis (13) and to 
enhance their psychological well-being (23). However, 
this study identified the fact that the misunderstanding, 
or misinterpretation, of religious rulings or beliefs, can 
be challenging and can cause patients to avoid taking 
medically related decisions that are in their best medical 
interest. The impact of this misinterpretation of religious 
rulings, particularly concerning PGD, was reported 
among Saudi patients with genetic disorders (24).

The failure to initiate religion/spirituality assessments 
identified by the current study concurred with the 
findings of other studies conducted in the context of 
genetic counseling (11,4), as well as among Saudi health 
professionals in clinical settings, other than genetic 
counseling (13). The lack of such assessment, due to 
uncertainty of what to do with the information obtained 
from inquiring about patients’ religiosity, while feeling 
more able to address a patient’s religious concerns if the 
patient raised the subject, was also a concern reported 
by genetic health professionals in the previous literature 
(11,4). The health professionals involved in the current 
study distinguished between engaging in formal religious 
discussion and employing informal religious language 
to support Muslim patients during consultations. The 
study found that the use of informal religious language 
built trust. It strengthened doctor-patient relationships 
and communication, concurring with the findings of 
other studies that investigated the factors affecting the 
relationship between health professionals and their 
patients in the Saudi and Islamic context. For example, 
in their cross-sectional quantitative study, Al Ali and 
Elzubair (25) provided evidence that using informal 
religious language as part of the culture, among other 
factors, significantly improved the communication skills 
of physicians and contributed to better patient outcomes.

In terms of formal religion/spirituality discussions, the 
participant in the present study reported that informal 
engagement discussion of religion/spirituality was rare 
and that there was a preference to limit such conversations 
to specific issues. Moreover, the current study identified 
that such practice sought to enable patients to make 
decisions regarding invasive procedures or to alter their 
religious beliefs concerning the cause of the disorder. 
Limiting religion/spirituality discussion to specific 
issues is a common practice among health professionals, 
in the context of genetic counseling (4). The current 
study also observed that patients rarely raised formal 
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religious discussions in the clinic and discussions that 
did occur primarily concerned prenatal testing and PGD. 
This resonated with the study conducted in the United 
States by Curlin et al. (26), in which only a small number 
of physicians reported that patients mentioned religion 
during a consultation in a general clinical context. On 
the contrary, Al-Yousefi (13) conducted a quantitative 
study that investigated the role of religion in the 
attitudes of physicians in Saudi Arabia and found that 
the majority reported that patients mentioned religion 
in their clinical consultations. Al-Yousefi (13) identified 
the differences between her study and that of Curlin’s et 
al. (26) as relating to the specific differences between 
Saudi Muslims and American patients. However, Al- 
Yousefi’s (13) claim does not explain the difference in 
her study and the current study regarding the frequency 
of the patients raising religious issues in the clinic. A 
possible reason could be the fail of Al-Yousefi’s (13) 
study to differentiate between the formal and informal 
use of religious language, resulting in a lack of clarity 
concerning content counted as referring to religious 
issues. Al-Yousefi’s (13) findings can be misinterpreted 
as the majority of the patients in Saudi Arabia are 
willing to discuss the religious problems during clinical 
consultations formally.

The barriers to discuss religion/spirituality cited by 
participants in this study were in line with the other 
studies in the literature, including (1) risk of imposing 
own views causing offense (27) or challenging patients’ 
beliefs unintentionally, leading to a serious negative 
impact on patient care (28); (2) time constraints 
(13,29), where the medical discussion took priority if 
only limited time available (4); (3) feeling unequipped 
(4); and (4) lack of appropriate training (4,13,26). 
Concerns regarding the appropriate training highlight the 
importance of investigating medical training programs. 
This was supported by Kub et al. (30). They concluded 
that it is routine for many hospitals to enquire about 
patients’ religious affiliation on admission, but that this 
may not provide an adequate understanding of how to 
fulfil patients’ spiritual needs. 

The study is one of the first to contribute to an understanding 
of the perspective of health professionals regarding the 
role of religion in the context of LQTS in Saudi Arabia. A 
strength of the study was recruiting participants from all 
possible sites. As most of the studies investigated the role 
of religion/spirituality in the context of genetic counseling 
from health professionals’ perspective focused on genetic 
health professionals, an added strength of the current 
study was investigating diverse perspectives as this study 
involved cardiologists and patient coordinators. Moreover, 
the interviewer was able to generate in-depth data through 
phone interviews similar to face-to-face interviews. This 
supports the literature arguing the benefits of phone 
interviews in qualitative research. However, due to the 
small sample size, the findings from this study may not be 
transferable to the broader Saudi and Islamic population. 
In addition, all the Muslim health professionals in this 

study were Sunni, and therefore, it should be considered 
that those from different Islamic sects might differ in 
their beliefs and attitudes. The cardiogenetic clinic in this 
current study is only every month basis. Therefore, due 
to this study being dependent on participants’ interviews, 
it was not possible to determine the extent to which their 
accounts were influenced by hindsight. Thus, the use of 
non-participant observation might have been beneficial to 
explore the issues identified in the study in more depth 
and real-time. Furthermore, the time restraints of the 
health professionals, mainly the cardiologists, resulted in 
the interviews being relatively short (i.e., one lasted only 
15 minutes), which may also impact on the depth of the 
interview and richness of the resulting data. It should also 
be noted that the researcher is a genetic counselor, who 
has worked at one of the centers, in which the participants 
were recruited, and who were therefore known to her. 
Although all measures were taken to prevent the risk of 
coercion, this is still considered a potential limitation 
to the study. The current study suggests that health 
professionals can draw on the belief in fate as an essential 
principle and a pillar of Islam when dealing with Muslim 
patients, thereby assisting Muslims confronting the risk 
of sudden death. The health professionals in the current 
study emphasized the importance of ensuring patient 
willingness to engage in formal religious conversation, 
particularly as the everyday use of religious language can 
be erroneously taken as readiness to engage in formal 
discussion. Findings also highlighted the importance 
of educating patients regarding the religious rulings 
impacting on medical management, so enabling patients 
to make informed decisions while avoiding bias. Although 
this was a sophisticated skill, it did not contribute to a 
negative impact. Moreover, this study emphasized the 
need for a critical evaluation of the training curricula 
concerning dealing with religious issues in clinical 
consultations. This includes the international collaboration 
of medical professionals and religious scholars from 
different faiths to design appropriate training programs 
for the assessment and management of religious issues 
in clinical practice. Similarly, national training programs 
should integrate religious training into their initial plans 
to help medical students in dealing with specific religious 
issues in clinical settings.

Conclusion

The participants of this study found that the use of 
informal religious language provided their patients with 
psychological support, which forms an essential aspect 
of holistic care. The study noted that this provision was 
not specific to the context of genetic counseling in Saudi 
Arabia (25). The health professionals showed respect 
toward patients’ religiosity. They strove to commit to 
the best medical practice and holistic patient care, being 
willing to attend, whenever appropriate, to the religious 
and spiritual needs of patients. This study also revealed 
that health professionals working in Saudi Arabia in 
the context of cardiogenetics experienced religion/
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spirituality discussions taking place during consultations 
as a means of facilitating interactions with patients rather 
than as part of an initial assessment or history taking.

Furthermore, the health professionals in this study cited 
professional’s and patient’s level barriers to engaging in 
formal religion/spirituality assessment and conversations 
drawing attention to avoid imposing their religious 
beliefs to prevent driving patients away from effective 
medical treatment and any consequent risk to health. 
The study emphasized the value of exploring patients’ 
perspectives on the role of health professionals’ religion/
spirituality in the context of genetic counseling as 
well as exploring patients’ attitudes regarding religion/
spirituality assessment and conversations. The attitudes of 
Muslim genetic health professionals regarding religion/
spirituality and health when dealing with non-Muslim 
patients in Saudi Arabia are also worth exploring, to 
identify any further related challenges.
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