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Abstract
Healthcare providers are not necessitated to attain competency to ensure the efficacy of religions in the medical field. They need only to have a clear understanding of the effects religion can have on a medical approach to a patient. Religion in a way defines and dictates patient attitude towards healthcare provision. For many years, patients have been longing for health care systems that enquire about their beliefs to confirm the patients’ decisions. It is however argued that nurses should focus on the interpretations of clinical decisions regarding religion and not on religious practices themselves. Researchers have suggested that religion is connected to a person in every aspect. Religion will influence the uptake of some of the treatment plan that are important to the patient disease management. This means that health practitioners ought to consider clinical interpretations and religious practices to enable compassionate care. A comprehensive study of the whole person is important for the health practitioners as they will be in a position to limit ethical issues that result from religious dilemmas. This paper seeks to provide elucidations as to why religion is held accountable for poor medical outcomes. The paper also explores the influence of religion on patient recovery from treatment. 
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Religion in Nursing
Regularly, religious influences are frequently observed in many people because of the faith and religious rules that act as guidance on the mode of living. In the past, researchers exempted religion for study as it was considered personal. Even so, researchers have formulated strategies of investigating the field by investigating its impact on the medical industry. Further, sources have suggested that religion improves the quality of life by providing stable psychology. The ability to empower is vital for allied health professionals including nurses and psychologists in healthcare organizations. Nurses are at times confronted by hindrances linked to diverse religious beliefs. This makes it hard for nurses to achieve high competency levels as medical cases are distinct from one another (Timmins, 2017). Even so, clear comprehension of the influence of religion on a patient’s interventional strategy is crucial in ensuring effective care. Researchers emphasize a patient’s interpretation of religious impacts by nurses on clinical outcomes. 
It has been discovered by researchers that patients are ready to share their religious beliefs with health practitioners. In many cases, patients appeal for clinical interventions that observe the client’s religious beliefs in context to self-care and also care for others. Observing the patient’s beliefs has been seen to cause positive patient experience or comfort. Usually, nurses are not strategically prepared to handle everyone’s problem. In such circumstances, they seek help from other health specialists or other skilled people in society. This may include a religious leader or the person of preference to the patient.  Alternatively, a nurse may be experiencing a personal crisis that may hinder proper clinical judgments. In this case, the nurse is likely to forego religious discussions with the patient and so the patient outcome is likely to be negatively impacted. 
There is very little information that I would use to explain the religion in the consultation between a primary care practitioner and a patient. Every society contains a distinct mix of religious associations that makes the consultation process multidimensional and thus hard to give clear explanations. Every faith community has major separations such as the protestant Christians and Roman Catholic, and Sunni Muslims and Reform Jews. Besides, divisions result from cultural differences arise from ethnic-based grounds within the society. It is difficult to elaborate on the relationship in every single place with the incorporation of religion into the mode of delivery. The increasing roles of a primary care practitioner in the places where there is a need for religious practices are rapidly changing and thus hard to make negotiation terms (Torry, 2017). Every patient has distinct individual demands concerning religious matters. Alternatively, there is a wide range of religious beliefs among health care providers. 
Every patient has a distinct relationship with a trusted religion and individual preferences regarding the discretion of beliefs. In ordinary circumstances, health practitioners are limited to enquire about clients’ religious practices. However, with prior authorization of the patient, discussing matters regarding religion would be ethically correct. Assumptions are not allowed in such discussions as they could compromise a patient’s autonomy. Instead, appropriate information should be noted as the religious information being communicated can be crucial in health care. In turn, a practitioner offering religious information with a patient is not generally observed. If a nurse or other allied staff were to share religious practices and found out that they shared the same religion, then it probably consequences improved health care. This would be attributed to the patient’s autonomy that would ensure that the patient’s’ needs are met. A practitioner would be required to conduct prayers or other religious practices that the practitioner is well conversant with and so a clear and professional apprehension of the dangers and benefits likely to follow from the practice.  
It can be speculated that a nurse is able to influence a patient in making an informed decision regarding clinical choices by ensuring deference for the patient’s autonomy. In a circumstance that may point out risky practices, a practitioner can examine and offer professional advice. For instance, a patient may be suffering from nutrition-linked disorders that may be caused by practices like severe fasting. Handling such a case is very challenging especially if the health specialist handling the case has religious differences with the patient. The health practitioner would be required to convince the patient to end the seemingly impossible fasting practices. An acknowledged religious leader or a co-religionist nurse by the patient would then be consulted to help solve the life-threatening condition.
It is interesting how beneficence favours the patient’s needs without consideration of dis-benefits involved in its connection to religion. The patient is solely responsible for the decisions made regarding health care. Similar to autonomy, a health practitioner is only involved while certifying that religious decisions made by the patient are beneficial. In turn, it necessitates the ethical decision of the practitioner to collaborate the practice the religious act. Beneficence is achieved when religious practices have a beneficial impact on the patient’s cognitive and physical health. It is repeatedly cautioned by experts that great caution to be observed as the principle, beneficence, can lead to many assumptions that can result in detrimental outcomes. Beneficence is achieved when there is an inclusive discussion of religious practices to benefit a patient’s cognitive and physical wellbeing. The benefits associated with beneficence are further supplemented by the practitioner’s efforts in sustaining a patient’s rapport towards their religion. Also, it is ethically appropriate when the practitioner is in a position to discuss religious practices. 
A healthcare practitioner’s concern is the welfare of a patients’ mental and physical condition. This means that clinical strategies are all implemented to favour the patient. More so, the religion, as t is part of the patient and that it cannot be ignored. The practitioner is then necessitated to be involved in a patients’ religion for better medical outcomes. A health practitioner is unlikely to encounter challenges while handling patients with religious issues as long as there is respect for a patient’s autonomy and beneficence. Sources have pointed out that sufficient empathy to recognize the influence of religion on health matters. 
Health care providers are defensively guided on ways to prevent harm, non-maleficence. Questions are properly formulated for elucidation and open questions with options to consider. If a practitioner is guided by a patient’s needs then it is likely that there the autonomy of the patient will be respected. Requests for health practitioners’ involvement in religious activities by the patient would ensure minimal harm (Torry, 2017). Subsequently, some actions taken by health specialists are subject to long term damage. Health care providers are at times tempted to take part in religious activities without a clear comprehension of the religious faith or beliefs. Their contribution which is originally requested by a patient is likely to lead to short-term benefits and harm in a lengthier term. This is mainly attributed to the participation of unfamiliar religious activities. Slightest doubts are likely to result in substantial damage. For this reason, the practitioner should reject a patient’s request in participating in religious activities if there are religious borders to be traversed. In turn, a co-religionist should be recommended for spiritual acts. Often, there arise ethical dilemmas in health organizations that are mainly contributed by religious factors. Scholars have argued that disregarding the involvement of religion in health care would help solve the ethical issued. However, this is likely to limit potential benefits from a specialist’s involvement in religious doings. 
Time taken in consultancy services is challenging to standardize the sessions between various patients. Concerns of allocative justice rarely occur due to equity efforts of balancing time spent on consulting amongst clients. If a health practitioner can balance the consulting time of patients with religious needs then issues on justice are extinct. Even so, some patients may be attached to religious practices that demand a longer session than usual. Alternatively, the practitioner may find it hard to stabilize consultancy time between patients with mutual religion to those that do not. Religions create a barrier in the delivery of equal services due to the diversity in religious practices. 
Spiritual care enhances people’s performance, spiritual health, and quality of life. As my heading indicates, religion is integrated into caring activities to improve psychosocial, physical and mental health. Because of the experiences of hospitalizations and illnesses, spiritual health is crucial to maintain a person’s health potential that is threatened by ailments and hospitalizations. Professional nursing seems to endorse spiritual care as an element of practice. Researchers have identified various ways in which religion can be measured as a nursing role. Irrespective there lacks enough research to formally develop the guidelines for religious activities. Religious practices in nursing can be classified as nonreligious and religious interventions (Isaac et al., 2016). Religious interventions embrace the treatment of patients with a consideration of religious beliefs by offering them a chance for connecting with God and conveying their beliefs, assisting them in their practices and referring them to spiritual leaders. On the other hand, nonreligious interventions involve an approach where a nurse engages in a soothing conversation with the patient and family without religious practices.
Nurses have articulated a need to learn how to deliver and integrate spiritual care in nursing practices. At the moment, the nursing competency with religion is considered poor and thus a dire need for detailed information on how to realize a patient’s divine needs (Lewis, 2016). Expressed challenges hindering successive spiritual care include time constraints, inadequate education and lack of suitable time during clinical operations. With the learned in the course work, I am certain that professors should use methodologies that incorporate critical incident analysis and role-play. Preparedness of educators in offering religious studies through a reflective teaching approach including online discussions and group discussions and self-reflection are commended. 
For many years, the objective of the integration of technology in medicine has been a cure-driven model. I would consider it an unfriendly model as it stresses on shifting a care-driven model into a technological model. Even so, technology has greatly advanced medicine by maximizing life expectancy (Lewis, 2016). Offering health care services does not necessarily involve the consultancy time spent but rather communicating the important things that are of benefit to them. Compassionate care requests health specialists to stand with patients in difficult times and to show collaborative efforts. Some of the common challenges faced by healthcare providers are to assist people in seeking acceptance and the importance of life in difficult times.
For my career exploration, I was able to perform a cross-sectional study on Medical ethics. This is an area that I have great interest considering it provides extensive knowledge on assisting people to seek purpose in life. Medical ethics provides a detailed explanation of the association between spirituality and religion in establishing a purpose for people. Patients may seek answers to questions that are hardly answerable in context to their suffering. In most cases, individuals require a conversation from a physician or other allied staff to show a sense of belonging and care. True healing requires answers to every question asked by the patient. Some of the questions are based on the severity of an ailment that may not have a cure. Providing them with hope via a conversation is crucial by influencing life decisions to create an opportunity for healing.  
Health care providers should consider some steps in the successive implementation of spiritual counselling. They include the training compassionate presence, heeding to the patient’s needs, acquiring a spiritual history, a clear comprehension of the patient’s welfare, integration of suitable religious practices and the inclusion of spiritual leaders in health care. Subsequently, it is important to consider the professional boundaries while offering these services. Inclusive spiritual counselling should heed to the guidelines of a religious leader or chaplain because of their expertise in religious areas. Embracing the culture of realizing spiritual history is specifically crucial to a patient’s experience as it promotes the patient-centred model. Spiritual counselling is still faced with a major challenge of deceived listening and guidance by a health practitioner (Mendes, 2015). If a patient visits a physician at a vulnerable time, the physician can ridicule a patients’ faith of which is likely to result in the adoption of wrong religious practices by the patient.
Spiritual commitment pushes to improve recovery from ailments.  Some spiritual-based therapies like relaxation therapy are recognized as an effective strategy for improving health outcomes. I have used the relation response to several patients and I have principally observed it suitable for patients with chronic problems. It is well suited for both hospital and home environments as it is not complex. Consequently, spiritual counselling embraces the end-of-life-care by considering compassionate care that seeks the comprehension of patients’ beliefs. In conclusion, spiritual counselling is supposed to be performed under the directions of religious leaders to avoid harm. 
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