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Background: Earlier research has found that female healthcare providers often report greater spirituality and spiritual care than 
males. This would evoke attention toward factors contributing to such differences, particularly gender.
Aim: To examine the moderating effects of gender on the relationships between demographic characteristics of ICU nurses and their 
perceived spirituality and spiritual care.
Methods: A cross-sectional correlational design was used to recruit a national sample of 865 nurses working in ICUs in Jordan and 
providing care to patients diagnosed with COVID-19. Data were collected using a self-report bilingual version of Spirituality and 
Spiritual Care Rating Scale (SSC) and analysed using the SPSS software package.
Results: Social status, monthly income, and receiving previous courses or lecture training on spirituality and spiritual care were 
predictors of higher SSCRS scores. Working with COVID-19 patients was a positive predictor (B = 0.074, p = 0.023), suggesting that 
working with COVID-19 patients is more likely to have a higher level of SSC. Gender was a negative predictor (B = −0.066, p = 
0.046), suggesting that female participants are likelier to have a lower SSC score.
Conclusion: Working with patients during the COVID-19 pandemic positively impacted nurses’ perception of SCC, but female nurses 
had lower score than male nurses indicating the need for more emphasis on training female nurses and exploring further the areas in which 
they need more training and to be able to provide an effective SSC. A sustainable up-to-date training and in-service education programs 
responding to nurses’ needs and emerged emergencies crisis need to be integrated into nursing quality of care policy development.
Keywords: spirituality, spiritual care, gender, nurses, COVID-19 pandemic, intensive care unit

Introduction and Background
Nursing philosophy is based on holistic care that includes physical, psychological, social, and spiritual dimensions.1 

Following the challenges facing the healthcare system due to the COVID-19 pandemic, it is essential to understand 
how the quality of spiritual care should be provided and if nurses’ perceptions of spirituality interfere with their quality 
of care. Alsyouf et al2 suggested that the quality of nursing care is influenced by healthcare providers’ socio- 
demographic characteristics, including gender. This infers that male and female nurses might have different perceptions 
of certain significant care concepts, such as spirituality and spiritual care. However, such perception might be affected 
by their psychological and social well-being. It has been reported that female nurses experience higher levels of 
anxiety, stress, and depression while providing care to patients during the COVID-19 pandemic than their male 
counterparts.3,4

The literature asserts that nurses’ high workload during the pandemic brought new challenges to nurses, in 
particular, those working in intensive care units (ICU), where a lack of awareness of the spiritual needs of 
COVID-19 patients has been identified as one of those main challenges.5 Spirituality is defined as the general 
human need to develop a sense of meaning, purpose, and morality and this is not necessarily related to faith and 
religion.6 Such definition would assume that nurses should consider patients’ sense of the meaning of their 
sickness and their experiences with their illness journey. Therefore, it is assumed that female nurses in ICUs who 
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suffer higher levels of psychological disturbances, and their personal and socio-demographic characteristics and 
experiences are not positively enabling them to function well and not be able to integrate spirituality and spiritual 
care into their daily practice. The results will be the inability to adhere to a holistic care approach.

Spiritual care is one of the most important dimension to attending the spiritual needs of ICU patients. Spiritual care 
is defined as “a non-discipline-specific healthcare function analogous to emotional or physical care”.7 This concept is 
fundamental in providing quality care for patients with the aim of promoting patients’ spiritual wellbeing, enhancing 
comfort, decreasing stress, and helping patients to cope with their illness.8 Studies suggested that providing spiritual 
care can be achieved through attending patients’ wishes, accepting and respecting their feelings, values, religious and 
cultural beliefs, in addition to helping the patients to perform religious rituals and referring them to spiritual advisor 
when experiencing distress.8–10 During COVID-19 pandemic, infected patients died in the ICU were suffering not only 
from unexpected serious signs and symptoms of the disease but also were feelings isolated and lonely. Consequently, 
patients’ values and beliefs were challenged due to the conditions of the pandemic crisis. This may result in 
experiencing existential crises and the loss of meaning of life and hope that is worsen by the lack of family 
support.10–12 A recent review of literature emphasised that there is an advantage in implementing intervention 
programs of spiritual care to increase patients’ awareness and managing spiritual distress; the studies stress the 
importance of conducting training and education programs for nurses to increase their knowledge, attitudes, and 
practices in providing spiritual care.13

Care of patients during crises such as the COVID-19 pandemic is perceived as a challenging experience for nurses, 
healthcare decision-makers, and public health policymakers.

During the COVID-19 pandemic, several studies reported that hospitals were lagging in training and lacked sufficient training 
to provide spiritual care to their staff.14–16 This was intensified by the dramatic increase in death reports due to the COVID 
infection among different countries. In addition, nurses needed clarification about how to incorporate spiritual care into their 
patients’ care during the pandemic, crises, and emergencies.14 Lessons learned from the COVID-19 pandemic enlightened nurses 
and healthcare decision-makers about the significant need for nurses to incorporate spirituality and spiritual care in emergencies 
and crises comparable to COVID-19. Furthermore, earlier studies reported that nurses’ demographical characteristics tend to 
impact nurses’ provision of spiritual care and their perception of spirituality.16 Overall, studies on gender differences in 
spirituality have found that female nurses reported a higher level of spirituality than male nurses.13 Factors associated with 
a higher level of spirituality and spiritual care included attending education courses in spiritual care,17–21 providing care for 
a terminally ill patient, and being married.18

It is important to point out that, since 1996, the Jordanian government has initiated policies that focus on 
gender equity and empowerment of women to have equal chances in labour force as men.22 Along the same line, 
the government posed many policies to enhance safety and ensure high quality of patients’ care.23 However, all 
these decisions and procedures mainly focused on the physical dimension of care rather than the psychological 
and the spiritual aspects. This led to assume that spirituality and spiritual care may not be associated with quality 
care outcomes and supported the notion that nurses, and other healthcare providers may tend to underestimate the 
impact of spiritual care as a major core component of healthcare services. This study attempted to assess nurses’ 
perceptions of their spirituality and spiritual care provided for their patients at critical care units during COIVID- 
19 pandemic. This study aimed to examine the potential moderating effects of gender on the relationships between 
demographic characteristics of ICU nurses and their perceived spirituality and spiritual care. The specific aims 
were:

● To assess nurses’ perception of their spirituality and spiritual care at critical care units and caring for patients 
diagnosed with COVID-19.

● To examine the moderating effect of gender on the relationships between demographic characteristics of ICU nurses 
and their perceived spirituality and spiritual care.
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Methods
Study Design and Settings
This study utilized a correlational, cross-sectional study design. The study was conducted in eight randomly selected 
hospitals in Jordan. There are four healthcare sectors in Jordan: (a) The governmental sector (mainly affiliated with the 
Ministry of Health), (b) the university educational sector, (c) the private sector, and (d) the military sector (hospitals 
affiliated to Royal Medical Services). The researchers randomly selected two hospitals from each of the four health 
sectors providing intensive care for patients with COVID-19 in Jordan. During COVID-19 pandemic, the decision was 
made by the government that all the admitted patients had PCR test positive and were diagnosed with COVID-19 delta 
infection are to receive care in the selected hospitals which included eight ICUs.

Participants
Nurses who matched the inclusion criteria were recruited as participants in this study. This was when COVID-19 in 
Jordan reached its peak with the highest death reports, and the cases of active COVID-19 escalated from some hundred to 
numerous thousand cases a day. During this time, the number of admitted cases to the ICU increased dramatically, and all 
ICUs had a full capacity of all beds. In addition, the sample size was calculated using a medium effect size of 0.25 as 
used in previous similar literature, using G*Power 3.1.9.4 software program.18 A significance level of a=0.05 is set to 
control the risk for type I error, and a power of 95% is selected to reduce the risk of a type II error using one-way analysis 
of variance (ANOVA). Accordingly, the estimated sample size was calculated to be 305 and more. However, during the 
data collection period, the number of nurses involved in COVID-19 pandemics were increased as the number of patients 
dramatically increased. Therefore, the researcher decided to invite all nurses who met the inclusion criteria and agreed to 
participate in this study. The inclusion criteria were to be a registered nurse, working in the ICU in the selected hospitals, 
have a minimum experience of 1 year, and worked as full-time nurse at the time of COVID-19 pandemic. Thus, the total 
number of nurses who agreed to participate and met the inclusion criteria was 896.

Recruitment and Data Collection
The recruitment process started immediately after gaining access permission to the hospitals. First, the principal 
investigator (PI) and second researcher (KH) took a list of all eligible nurses who worked in the ICU from the nursing 
office. Next, an invitation letter was handed to the nurses in the ICU in the selected hospitals. Those who agreed to 
participate called the researcher back via telephone, the researcher had further contact to discuss the information sheet, 
and the nurse signed the consent form.

The SSCRS was translated into the Arabic language (the formal language in Jordan) following the WHO format of 
translation24 to overcome any language barrier with the study participants. The process of translation started by forward 
translation of the tool by a translator who was professional translator in medical terminology. Then a panel of three experts 
who were familiar with health-related terminology had bilingual English and Arabic languages checked the translated tool 
for face validity and to identify and resolve the poor terminologies of the translation, as well as any incongruities between 
the English and Arabic translation. Then, back translation was performed by a health professional (a clinical nurse 
specialist), familiar with health-related terminology. The panel decided that there are no changes in translation, except 
for one word “the Chaplin” that was replaced by the word “spiritual advisor”. A pilot study was conducted on a group of 40 
nurses working in the ICUs; these nurses were excluded from the main study. Because of some items were unclear to the 
nurses, it was decided to use a tool bilingually (Arabic and English). The Cronbach’s alpha reliability coefficient was 
calculated and showed 0.849 which providing evidence of reliability of the translated tool.

The Instruments
The spirituality and spiritual care rating scale (SSC) is a commonly used measure to assess spirituality and spiritual care 
that was developed by McSherry et al25 and widely used by many researchers around the world.18,19,26–29 The SSC 
consists of 17 statements categorized under two parts: spirituality (11 items) and spiritual care (6 items).25 In order to 
prevent response bias, the original authors organized the questions in the scale randomly. Five-point Likert type scale was 

Journal of Multidisciplinary Healthcare 2023:16                                                                                 https://doi.org/10.2147/JMDH.S396858                                                                                                                                                                                                                       

DovePress                                                                                                                       
1273

Dovepress                                                                                                                                                           Zeilani et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


used for rating each statement with scores of 1 (strongly disagree), 2 (disagree), 3 (uncertain), 4 (agree) and 5 (strongly 
agree). The researchers used bilingual versions of the SSC. which was originally formed by McSherry et al.25 The 
acceptable values of alpha for the internal consistency reliability of the items range from of 0.64 to 0.95.25,29, The tools 
were applied in many settings for nurses and revealed good validity and reliability; Cronbach’s alpha values for SSCRS 
were 0.86, 0.90, and 0.87, respectively.18,30,31 For this study, Cronbach’s alpha value was 0.849.

The second researcher-adapted measure included participants’ sociodemographic characteristics, including age, 
gender, marital status, religion, educational level, monthly income, years of clinical experience in ICU, ICU type, health 
sector type of the hospital, and whether receiving previous training in spiritual care. The sociodemographic character-
istics of the sample were chosen based on previous study conducted in Jordan.18 The researchers added more variables 
from other studies used the same tool.19,22,28,30

Ethical Considerations
This study was performed in line with the principles of the Declaration of Helsinki. Approval was obtained from the 
Institutional Review Board (IRB) committee at the School of Nursing at The University of Jordan (IRB# 2020/50- 
20). In addition, the IRB committee’s ethical approval in all hospitals was obtained before the data collection. 
Participation in the study was voluntary and based on signing a consent form. The anonymity and confidentiality of 
participants were assured. Before data collection, researchers explained that participants had the right to withdraw 
from the study without any negative impact or consequences. All soft copy of entered questionnaires and demo-
graphics was kept secret in the PI’s personal and password-protected computer. The hardcopy materials were stored 
in a locked cabinet.

Statistical Analyses
Statistical Package for Social Science (IBM, SPSS Statistics, Version 25) was used to enter and analyze the data. All data 
were checked for missing outliers, and assumptions of normality were applied. We found less than 1% missing data, 
mainly related to demographic characteristics. There were no outliers. Preliminary analyses were carried out to assure no 
violations of the assumptions of normality, linearity, multicollinearity, and homoscedasticity. A p-value less than 0.05 
was considered statistically significant. We used descriptive statistics, including frequencies (n), percentages (%), means, 
and standard deviations (SDs), to present our findings. A series of analyses of variance (ANOVAs) was performed to 
examine the differences of SCC and demographic variables (age, marital status, income level, level of education, length 
of clinical experience, type of ICU, and type of sector). An independent sample two-tailed t-test has been used for the 
dichotomous variables (gender, religion, receiving previous courses or lecture training in spiritual care).

The researchers performed three-step multiple hierarchical regression analysis. In model 1, a selected sociodemo-
graphic (age, social status, monthly income, level of education, experience, and receiving previous courses or lecture 
training in spiritual care) were entered, in model 2 adding working with COVID-19 patients, and in model 3 adding 
gender as moderating factor in order to test the moderation effect of gender on the perceived level of spirituality and 
spiritual care and nurses socio demographic characteristics.

Results
Participants’ Demographic Characteristics
The response rate of distribution was 96%; most of the non-responding nurses were busy and felt no mood for filling out 
any questionnaire. The participants’ sociodemographic characteristics are presented in (Table 1). Approximately 50.2% 
of the participants were women; most participants were aged below 29 years (56.9%) and married (56.9%). Almost all 
participants were Muslims (98.9%), held a baccalaureate degree (89.2%), and provided direct care to patients. Over 
42.1% of the participants had over 7 years of clinical experience. Questions regarding the COVID-19 Pandemic revealed 
that all participants provided direct care for patients who had tested positive for COVID-19. However, only 34.6% of the 
participants worked in a specialized ICU unit for advanced COVID-19 cases.
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Nurses’ Perception of Their Spirituality and Spiritual Care and Caring of Patients 
Diagnosed with COVID-19 in the ICU
All nurses who worked with patients diagnosed with COVID-19 and admitted to the ICU were included in the 
analyses. A series of an independent sample two-tailed t-test has been used for the dichotomous variables (gender, 
religion, receiving previous courses or lecture training in spiritual care). In addition, one-way analysis of variance 
(ANOVA) has been used to compare means of SSCRS of independent variables (age, marital status, income level, 
level of education, length of clinical experience, type of ICU, and type of sector). No significant differences 

Table 1 Participants’ Sociodemographic Characteristics

Variable n (%) n (%) Total

Non-COVID ICU COVID ICU n (%)

Age 21–29 328 (56.0) 182 (85.7) 510 (56.9)
30–39 189 (32.3) 104 (33.5) 293 (32.7)

40–49 58 (9.9) 24 (7.7) 35 82 (9.1)

50 or above 11 (1.9) 0 (0.0) 11 (1.2)

Gender Male 284 (48.5) 162 (52.3) 446 (49.8)
Female 302 (51.5) 148 (47.7) 450 (50.2)

Marital status Married 335 (57.2) 175 (56.5) 510 (56.9)
Single 202 (34.5) 112 (36.1) 312 (34.8)

Divorced 44 (7.5) 21 (6.8) 65 (7.3)

Widowed 5 (0.9) 2 (0.6) 7 (0.8)

Religion Muslim 576 (98.3) 310 (100) 886 (98.9)
Christian 10 (1.7) 0 (0) 10 (1.1)

Other 0 0 (0)

Income level (J.D.) 300–399 29 (4.9) 14 (4.5) 43 (4.8)
400–499 177 (30.2) 111 (35.8) 288 (32.1)

500–599 220 (37.5) 112 (36.1) 332 (37)
More than 600 160 (27.3) 73 (23.5) 233 (26)

Level of education Bachelor’s degree 513 (87.5) 286 (92.3) 799 (89.2)
Master’s degree 71 (12.1) 24 (7.7) 95 (10.6)

Doctoral degree 2 (0.3) 0 (0.0) 2 (0.2)

Length of clinical experience 1–3 years 176 (30) 120 (38.7) 296 (33)
4–6 years 146 (24.9) 77 (24.8) 223 (24.9)
7–10 years 93 (15.9) 29 (9.4) 122 (13.6)

More than 10 years 171 (29.2) 84 (27.1) 255 (28.5)

Receiving previous courses Yes 179 (30.5) 98 (31.6) 277 (30.9)
No 407 (69.5) 212 (68.4) 619 (69)

Type of intensive care unit (ICU) Medical-Surgical or Mix-ICU 486 (83.0) 0 (0.0) 486 (54.2)
Neurology ICU 45 (7.7) 0 (0.0) 45 (5)

Burn ICU 55 (9.4) 0 (0.0) 55 (6.1)

COVID –ICU 310 (100) 310 (34.6)

Type of sector University-affiliated hospitals 199 (34.0) 89 (28.7) 288 (32.1)

Private hospitals 100 (17.1) 100 (11.2)
Public hospitals 183 (31.2) 137 (44.2) 320 (35.7)

Military hospitals 104 (17.7) 84 (27.1) 188 (21)

Journal of Multidisciplinary Healthcare 2023:16                                                                                 https://doi.org/10.2147/JMDH.S396858                                                                                                                                                                                                                       

DovePress                                                                                                                       
1275

Dovepress                                                                                                                                                           Zeilani et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


between males and females were found. Then, the Pearson correlation coefficient was conducted and showed that 
social status, monthly income, and receiving previous courses or lecture training in spiritual care and working 
with COVID-19 patients have a significant positive correlation with SSC (r = 0.104, p = 0.001; r = 0.056, p = 
0.047; r = 0.207, p < 0.001; r = 0.096, p = 0.020; respectively). This is followed by applying the Pearson 
correlation coefficient on the relationship between gender and SSC; this showed a significant negative correlation 
with SSC (r = 0.058, p = 0.043). On the other hand, age, level of education, and experience were not significantly 
correlated (p > 0.05). In Table 2, the researchers described the differences in spirituality and spiritual care by 
general characteristics.

Table 2 Differences in Spirituality and Spiritual Care by General Characteristics  
(N = 865)

Variables n (%) Spirituality and Spiritual Care

M ± SD t or F (p)

Age (years)

21–29 328 (56.0) 68.64 ± 8.640 1.961 (0.99)

30–39 189 (32.2) 67.12 ± 9.272
40–49 58 (9.9) 67.91 ± 9.105

50–59 10 (1.7) 72.75 ± 7.896

60 or above 1 (0.2) 57.02 ± 0.0
Gender

Male 284 (48.5) 69.11 ± 9.577 2.573 (0.01)

Female 302 (51.5) 67.21 ± 8.150
Marital status

Married 335 (57.1) 67.23 ± 8.902 4.592 (0.003)

Single 202 (34.5) 69.03 ± 8.914
Divorced 44 (7.5) 71.45 ± 7.764

Widowed 5 (0.9) 62.58 ± 9.619

Religion
Muslim 576 (98.3) 68.24 ± 8.900 2.275 (0.023)

Christian 10 (1.7) 61.79 ± 7.592

Monthly income level (J.D.)
300–399 29 (5) 62.86 ± 7.168 4.362 (0.005)

400–499 177 (30.2) 68.62 ± 9.158

500 and 599 220 (37.5) 67.74 ± 9.003
600 and above 160 (27.3) 69.07 ± 8.505

Level of education

Bachelor’s degree 513 (87.6) (67.95 ± 9.114) 1.827 (0.162)
Master’s degree 71 (12.1) (69.14 ± 7.175)

Doctoral degree 2 (0.3) (78.14 ± 7.034)

Health sector type of the hospital
University educational 199 (34.0) 67.31 ± 8.532 7.11 (0.001)

Public 183 (31.2) 67.39 ± 9.549

Military 104 (17.7) 67.45 ± 9.641
Private 100 (17.1) 71.82 ± 6.552

Length of clinical experience in ICU (years)

Less than 1 58 (9.9) 66.22 ± 9.849 4.561 (0.001)
1–3 118 (20.1) 69.80 ± 8.630

4–6 146 (24.9) 68.62 ± 7.712
7–10 93 (15.9) 65.25 ± 9.377

More than 10 171 (29.2) 68.77 ± 9.109

(Continued)
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The Moderating Effect of Gender on the Relationships Between Demographic 
Characteristics of ICU Nurses and SSC
The researchers examined the moderating effect of gender on the relationships between demographic characteristics of 
ICU nurses and SSC and used a three-step multiple hierarchical linear regression analysis conducted to assess the 
prediction power of whether working with COVID-19 patients and selected sociodemographic (age, social status, 
monthly income, level of education, experience, and receiving previous courses or lecture training in spiritual care) 
and consider gender as moderating factor. In model 1, a selected sociodemographic (age, social status, monthly income, 
level of education, experience, and receiving previous courses or lecture training in spiritual care) was significant (F6, 895 

= 9.645, p < 0.001) with R2 = 0.061 (6.1%). Each expectancy score was standardized when interaction terms were 
computed to eliminate nonessential multicollinearity.32

Then in model 2, adding working with COVID-19 patients, the model retrieved to be significant (F7, 895 = 9.103, p < 
0.001) with R2 = 0.067 (6.7%). The R2 change from model 1 to 2 was 0.006 (0.06%). Then in model 3, adding gender as 
the moderating factor, the model retrieved to be significant (F8, 895 = 8.489, p < 0.001) with R2 = 0.071 (7.1%). The R2 

change from model 1 to 3 was 0.010 (1%) and from model 2 to 3 was 0.004 (0.04%). The results indicate that 7.1% of 
the variation in spirituality and spiritual care is explained by model 3, which contains working with COVID-19 
controlling for selected demographic characteristics and moderated by gender. Also, 6.7% of the variation in spirituality 
and spiritual care is explained by model 2, which contains selected demographic characteristics. Also, 6.1% of the 
variance in spirituality and spiritual care is explained by model 2, which contains working with COVID-19.

In model 3, social status was a positive predictor (B = 0.115, p = 0.001). The result suggests that widowed participants 
are more likely to have higher SSC scores, then divorced participants, then single participants, and finally, married 
participants. Additionally, monthly income was a positive predictor (B = 0.116, p = 0.007). The results indicate that 
participants with higher monthly incomes are likelier to have a higher SSC score. In addition, receiving previous courses 
or lecture training in SSC was a positive predictor (B = 0.203, p < 0.001). This indicates that the participants who did not 
receive any training in SSC are more likely to have a higher level of SSC. Also, working with COVID-19 patients was 
a positive predictor (B = 0.074, p = 0.023), which implies that the participants working with COVID-19 patients are more 
likely to have a higher level of SSC. Gender was a negative predictor (B = −0.066, p = 0.046), suggesting that female 
participants are likelier to have a lower SSC score. Please see details description predictors of spirituality and spiritual 
care the regression models in Table 3.

Discussion
Spirituality and spiritual care are essential components of holistic nursing care; more important in critical care units. 
Although ICU nurses recognized that SSC are essential for their quality care outcomes, they seem in need for training 
and enhancement for their knowledge and skills to effectively provide SSC.21 This study found that gender has 

Table 2 (Continued). 

Variables n (%) Spirituality and Spiritual Care

M ± SD t or F (p)

Intensive care unit (ICU) type

Medical ICU 44 (7.5) 63.48 ± 6.475 4.854 (0.001)
Surgical ICU 42 (7.2) 66.72 ± 8.367

Medical – Surgical Mix ICU 400 (68.2) 68.40 ± 9.340

Neurological ICU 45 (7.7) 71.24 ± 7.593
Burn ICU 55 (9.4) 68.40 ± 7.397

Receive previous training in spiritual care

Yes 179 (30.5) 64.88 ± 9.824 −5.596 (0.001)
No 407 (69.5) 69.56 ± 8.090
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a significant moderation effect on the relationship between sociodemographic and personal factors and SSC. Such an 
effect found to be positive. The results indicate that female and male nurse do differ in terms of their perception of SSC 
and such perception in influenced by their other sociodemographic and personal factors. The findings of the present study 
are consistent with previous studies included nurses assuming different spiritual beliefs and religions where male and 
female nurses found to be different in their SSC perception13–15,28,33 This indicates that nurses whether Muslims, as in 
this study, or not are sharing perceptions that SSC is a significant component of their work as nurses and their perception 
is mainly influenced by their gender rather than their spiritual beliefs or religious background. The results of this study 
add the body of knowledge that SSC although attributed to religiosity, the variations in religiosity have not contributed to 
SSC as much as the gender of the nurse. Female nurses seem to be influence largely by their attributes as females 
enhancing the principle of feminist approach of thinking that is integrated with professional knowledge and skills. Such 
an explanation is supported by studies conducted across cultures that perception of spirituality and spiritual care among 
female nurses is much apparent and significant than male nurses regardless of their religious background.12,28–31

Given that female nurses had lower scores of SSC, working with patients with COVID-19 could be more stressful for 
female nurses than for male nurses. This can be due to several reasons. For example, Rachel et al21 identified that SSC 
among nurses is affected by nurses’ preparation, training experiences, actual practices of spiritual care, and the 
environment where nurses practice and provide care. Such factors could explain the lower score for female nurses 
working at Jordanian healthcare settings where SSC is a neglected topic in education, training g and in nursing 
practices.18,34 Therefore, nurses rely primarily on their personal accumulated knowledge and experience to provide 
spiritual care for their patient rather than formal education or training. Moreover, female nurses are more fragile 
practitioners in crisis management where they were found to have higher levels of anxiety, stress, and depression during 
and due to the care of patients with COVID-19.3,4 This infers that female nurses although believe in SSC, their 
willingness to provide spiritual care for their patients is much more compromised by their psychological and wellbeing 
during crisis such as COVID-19 pandemic than male nurses.

The literature emphasized several components that interfere with the quality of nursing care in general, including the 
influence of sociodemographic characteristics.2 However, spiritual care is assumed to be more affected by nurses’ 
personal and sociodemographic characteristics. In a very recent study, moral distress was found to be high among nurses 
due to the effect of religiosity and the personal belief system of nurses.35 In this study, widowed and divorced nurses and 
those with higher incomes were found to have a higher level of spirituality and spiritual care. Initially, this might confuse 

Table 3 Predictors of Spirituality and Spiritual Care

Variables Model 1 Model 2 Model 3

B β p B β p B β p

Age 0.265 0.022 0.637 0.297 0.025 0.596 0.280 0.023 0.617

Social status 1.382 0.105 0.002 1.399 0.106 0.001 1.507 0.115 0.001

Monthly income 1.100 0.109 0.012 1.102 0.109 0.011 1.169 0.116 0.007

Educational level 0.822 0.030 0.356 0.972 0.036 0.275 0.951 0.035 0.285

Experience -0.380 -0.059 0.266 -0.360 -0.056 0.291 -0.415 -0.064 0.224

Training 3.869 0.205 0.000 3.899 0.206 0.000 3.828 0.203 0.000

Unit 1.410 0.077 0.019 1.359 0.074 0.023

Gender -1.147 -0.066 0.046

R2 0.061 0.067 0.071

Model fit F6, 895 = 9.645, p < 0.001 F7, 895 = 9.103, p < 0.001 F8, 895 = 8.489, p < 0.001

R2 change 0.006 0.004
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readers as it is assumed that being a divorced or widowed female nurse is associated with stress and anxiety that might 
negatively affect their SSC. Nevertheless, widow and divorced female nurses had higher SSC levels, indicating that 
nurses might have used their negative life experiences to energize and positively use their learned experiences to provide 
SSC. The results are not inconsistent with previous international studies that did not find significant differences in SSC 
concerning sociodemographic factors of nurses.13 It is worth mentioning that there is an inconsistent report related to the 
role of sociodemographic characteristics on spirituality and spiritual care among nurses due to several factors, including 
the method of measurement used (qualitative versus quantitative), working areas (special care unit versus general), and 
role of and effect of religiosity on the spirituality of nurses themselves.35

One interesting findings in this study was related to the number of nurse’s response; male nurses in ICU were almost 
equal to female nurses in this study. This might be related to the high number of male nurse graduates in Jordan 
comparing to other countries globally, in which male nurses represent approximately half percentage of the total 
Jordanian nurses.36 However, the number of male nurses had no influence on the nurses’ perception of SSC.

Training and education in SSC have also been tested and found to be significant. This is consistent and supports 
previous reports that nurses exposed to educational packages to improve their attitudes, knowledge, and skills to provide 
spiritual care have been significant and positive1,5,14 Unfortunately, spirituality and spiritual care are not integrated into 
nursing curricula where nurses acquire knowledge and skills at their clinical site and await employment agencies and 
staff development programs to improve their knowledge and skills. This has been noted with higher scores of those who 
have received training and those who have not.

Limitations of the Study
One limitation of this study is related to the prediction power of the variables included in this study that was low which 
might require a cautious interpretation of the clinical implication of the results. Therefore, the study recommends 
conducting a qualitative research approach to elucidate the nurses’ perception of spirituality and their experiences in 
delivering spiritual care to Muslim patients.

Implementation and Recommendations
This study recommends further research, especially in middle-income countries, to understand nurses’ experiences and 
recognize the main needs that can be incorporated into interventions designed to improve the services provided to ICU 
nurses in the ICU during crises or disasters and recognize the main needs that can be incorporated into interventions 
designed to improve the services provided to ICU nurses in the ICU. The study recommends to conduct further research 
on female nurses’ experiences during COVID-19 pandemic.

Moreover, the study highlighted the importance of organizational support by providing counseling sessions, stress 
management courses, and group therapy for female nurses working in the ICU mainly during pandemics and disasters. 
Further research related to the experiences of female nurses during COVID-19 pandemic is recommended.

Conclusion
This study reported that demographic characteristics including gender, social status, income, and being trained in spiritual 
care are significant predictors of SSC among nurses working with COVID-19 patients. Female nurses had lower score 
than male nurses indicating the need for more emphasis on training female nurses and exploring further the areas in 
which they need more training and to be able to provide an effective SSC. Similarly, in spite of scoring higher, male 
nurses need to have their SSC emphasized and enhanced further to improve the quality of care in general and promote 
holistic approach as an effective model of care. A sustainable up-to-date training and in-service education programs 
responding to nurses’ needs and emerged emergencies crisis need to be integrated into nursing quality of care policy 
development.

Consent
Informed consent was obtained from all nurses who participated in the study.
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