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Introduction

The World Health Organization (WHO)1 states that, “health 
is a state of complete physical, mental, and social well-
being, not merely the absence of disease and infirmity.” To 
improve psychosocial well-being, the definition of health 
includes not only physical illness but also spiritual health.2 
Despite the importance of spirituality in healthcare services, 
it is frequently overlooked and misunderstood.3 Although 
nurses believe that spiritual care is indeed a vital aspect of 
nursing care, perceptions and their awareness of spirituality 
differ, which might hinder their competence in providing 
appropriate care.4

A holy spirit, feelings of togetherness, intention and 
meaning in life, relationships, and spirituality are all 
aspects of “spiritual nursing care.”5 Meeting the spiritual 
needs of patients is a truly rewarding experience for both 
nurses and patients, and it can hasten the development of a 
therapeutic relationship.6 However, ethnicity, religious 

affiliation, educational status, working environment, and 
professional experience of nurses influence their under-
standing of “spirituality and spiritual care.”7–9

Various investigations have demonstrated that “spirituality 
and spiritual care” help reduce the symptoms of anxiety, 
worry, and feelings of hopelessness that an individual may 
experience during a disease, leading to increased hope, cop-
ing mechanisms, and better quality of life.10–12 Patients’ well-
being appears to be negatively affected by unmet social and 
emotional demands.13 Researchers have recently discovered 
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that being sensitive to patients’ spiritual needs enables them 
to provide true and comprehensive healthcare.14 Although 
spirituality is an important aspect, its approach to patient 
care has often been overlooked.15

Numerous nurse practitioners believed that spiritual care 
was not their task, but rather the task of clergy or religious 
leaders and this could be attributed to a misunderstanding  
of the difference between “spirituality and religion.”16 To 
appreciate the spiritual needs of others, nurse practitioners 
must first recognize their spirituality and be cognizant of 
their overall views and beliefs.17

Data on spiritual care perception among Ethiopian nurses, 
as well as in the research field, are limited. This is Ethiopia’s 
first study to evaluate nurses’ perceptions of spiritual care. 
Hence, the purpose of this study was to evaluate the current 
state of spiritual care perception of nurses in Southwest 
Ethiopia as well as the factors influencing it.

Methods

Study design, setting, and population

This institution-based multicenter cross-sectional study was 
conducted at Mizan–Tepi University Teaching Hospital, 
Agarro General Hospital, Gebretsadik Shawo General 
Hospital, Shenen Gibe General Hospital, and Jimma Medical 
Center, Ethiopia, from 1 August to 2 September 2021. These 
hospitals have different outpatient departments and four 
wards, namely, medical, surgical, pediatrics, and obstetrics/
gynecology wards. There were 1500 nurses with different 
academic backgrounds in the selected hospitals. These hos-
pitals are expected to serve for more than 18,000,000.00 peo-
ple. Currently, the Jimma Medical Center is the largest 
referral hospital in Southwest Ethiopia, providing services 
for approximately 15 million people in its catchment area.

Nurses working in Mizan–Tepi University Teaching 
Hospital, Agarro General Hospital, Gebretsadik Shawo 
General Hospital, Shenen Gibe General Hospital, and Jimma 
Medical Center were the study’s source population. The 
study population consisted of nurses working at selected 
hospitals in Southwest Ethiopia during the data collection 
period.

Eligibility criteria

Nurses who worked at selected public hospitals in Southwest 
Ethiopia during the data collection period and those with 
more than 6 months of experience were included, and nurses 
who were given free service and seriously ill during the data 
collection period were excluded.

Sample size and sampling procedure

The representative sample was determined using a single-
population proportion formula. The following parameters 
have been used to determine the sample size: the proportion 

of perception of spiritual care by nurses was 50%, the margin 
of error was 0.05, the confidence level was 95%, and the rate 
of non-response was 5%, resulting in a final sample of 403. 
The number and list of nurses were obtained from each hos-
pital human resources office. The total of 1032 nurses at the 
selected hospitals fulfilled the inclusion criteria. Based on 
this information, the study population was assigned propor-
tionally to each institution. Consequently, the participants in 
this study were selected using systematic sampling. Every 
two nurses were recruited from each of the hospitals. The 
first participant was chosen randomly.

Data collection tools and procedures

The data were collected using self-administered question- 
naires:

The Spirituality and Spiritual care rating Scale (SSCRS) was 
used to gather data on nurses’ spiritual care perception. It 
includes 17 items and four subdivisions: spirituality, spiritual 
care; religiosity and personalized care scale. The SSCRS is a 
5-point Likert scale with 1 indicating “definitely do not agree” 
and 5 “totally agree.” Four items conversely scored on the 
scale. The SSCRS has demonstrated satisfactory validity and 
reliability. It has acceptable internal consistency with a 
Cronbach’s alpha coefficient of 0.64. When the total point 
average was close to 5, this indicated that there was a high 
perception of spirituality and spiritual care.18

Section two encompasses the participants’ demographic 
information, including age, sexual identity, religion, marital 
status, and educational status. In addition, work-related fac-
tors included clinical experience, type of ward, weekly 
working hours, training, and caring experiences of spiritual 
care. Data were gathered by three BSc nurses and two adult 
health nurse specialists who served as supervisors.

Operational definition

Perception of spiritual care. Nurses’ perception in spiritual 
care was measured using 17 items on a 5-point Likert-type 
scale with value ranging from 17 to 85. The higher the value, 
the higher the perception of spirituality and spiritual care:18

The overall mean score was divided by 17, and the nurses had a 
value ranging from 1 to 5. The perception of spiritual care level 
was then divided into low, moderate and high based on this 
score. A low level is a mean score between 1 and 2.33, a 
moderate level is a mean score between 2.34 and 3.67, and a 
high level is a mean score between 3.68 and 5.19

Data quality assurance

Data quality was ensured during collection, entry, and analy-
sis. The tool’s validity was verified using face validity. Data 
collectors were trained intensively for 2 days on the data 
collection instruments. Furthermore, close supervision was 
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provided throughout the data collection process. The tool 
was pretested on 5% (21 nurses) of the actual sample size in 
the Tepi General Hospital 1 week before the actual data col-
lection period. The results showed that Cronbach’s alpha of 
the overall Spirituality and Spiritual Care Rating Scale 
(SSCRS) was 0.73 and each subscale ranged from 0.81 to 
0.67, which was reliable.

Statistical analysis

EpiData 4.1 was used to code the data set, and SPSS version 
25 was used for the analysis. To summarize the data, fre-
quency, percentage, root-mean square deviation, and mean 
were used as descriptive statistics. The link between spiritual 
care perception and the explanatory variables was first inves-
tigated using bivariate linear regression. Variables with 
p < 0.25 in bivariate linear regression were candidates for 
multiple linear regression. Multiple regression analysis was 
performed to account for potential confounders. The statisti-
cal significance level was set at p < 0.05. The assumptions of 
multiple linear regression were tested before analyzing the 
results. The Kolmogorov–Smirnov test validated the normal-
ity assumption. The variance inflation factor (VIF) was used 
to test the collinearity assumption and determine the correla-
tion between the independent variables. According to the 
findings, all variables had a VIF of less than 5.

Results

Socio-demographic characteristics

Of the 403 invited participants, 390 completed the question-
naire, yielding a response rate of 98.6%. The participants’ 

average age was 29.01 years (standard deviation (SD) 
±4.79 years), and the majority (75.0%) were in the 25–
29 years age group. More than half (55.9%) were male and 
146 (37.4%) were Muslim. More than 2/3rd (71.8%) of them 
had BSc degrees in nursing (Table 1).

Work-related factors

Two hundred seventy-two (69.7%) participants had less than 
5 years of clinical experience. They were distributed into 
eight wards, of which 68 (17.4%) were in the medical ward. 
More than 2/3rd (72.3%) of the participants had less than 
40 h of weekly working hours. The majority (87.2%) of 
nurses did not receive any training on spiritual care and 279 
(71.5%) had no experience of caring for patients with spirit-
ual needs (Table 2).

The level of spiritual care perception

The mean value and standard deviation of spiritual care per-
ception levels were calculated. The average SSCRS result 
was 3.11 (SD ±0.78) out of a possible total of 5 points, indi-
cating a moderate level of spiritual care perception. The 
mean spiritual care perception scores for knowledge of 
“Spirituality, Spiritual care, Religiosity, and Personalized 
care were 2.97 (SD ±0.86), 2.91 (SD ±0.80), 3.28 (SD 
±0.88), and 3.27 (SD ±0.97) respectively.” The lowest 
mean score, 2.91 (SD ±0.80), was for knowledge of 
“Spiritual care.” The study’s findings showed that the par-
ticipants rated their spiritual care perception as moderate 
(Table 3).

Table 1. Socio-demographic characteristics of nurses at selected public hospitals in Southwest Ethiopia, 2021 (n = 390).

Variables Categories Frequency Percentage

Age (years) <25 44 11.3
M = 29.01 years 25–29 215 55.1
SD = 4.79 years 30–34 86 22.1

⩾35 45 11.5
Sex Male 218 55.9

Female 172 44.1
Religion Orthodox 139 35.6

Muslim 146 37.4
Protestant 88 22.6
Other 17 4.4

Marital status Single 173 44.4
Married 179 48.4
Divorced 24 6.2
Widowed 4 1.0

Educational status Diploma 89 22.8
BSc 280 71.8
Master’s degree 21 5.4

SD: standard deviation.
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Factors associated with spiritual care perception 
among nurses

Multivariable linear regression analyses revealed factors 
associated with spiritual perception among nurses. In bivari-
ate linear regression, age, clinical experience, educational 
status, marital status, and religion were found to be substan-
tially associated with spiritual care perception among nurses 
at p < 0.25. To investigate the factors related to spiritual care 
perception, independent variables with p < 0.25 in the bivar-
iate linear regression analysis were added to the multivaria-
ble linear regression analysis. At a significance level of 0.05, 
the backward elimination approach was used to select the 
variables for the final model.

The findings revealed that age, clinical experience, educa-
tional status, and religion were significantly associated with 
spiritual care perceptions among nurses. However, marital 
status was not significantly associated with nurses’ percep-
tion of spiritual care. Accordingly, a 1-year increase in age 
resulted in a −0.043 unit decrease in spiritual care perception 
(β = −0.043, p = 0.034). A 1-year increase in years of nursing 

experience resulted in a 0.07 unit increase in nurses’ percep-
tions of spiritual care (β = 0.07, p = 0.004). Being a bachelor’s 
degree holder increases spiritual care perception by 0.215 
(β = 0.215, p = 0.029) and having a master’s degree increases 
spiritual care perception by 0.471 (β = 0.471, p = 0.016) than 
diploma nurses. Being Muslim increased spiritual care per-
ception by 0.269 (β = 0.269, p = 0.03) and being a Protestant 
increased spiritual care perception by 0.337 (β = 0.337, 
p = 0.002) compared to Orthodox religion (Table 4).

Discussion

This study assessed the current state of spiritual care percep-
tion and associated factors among nurses. According to the 
findings, the mean score for a nurse’s spiritual care percep-
tion was 3.11. This indicates that there is a moderate level of 
spiritual care perception among nurses in Southwest Ethiopia.

The evidence was lower than that of a cross-sectional 
study on spiritual care perception among Muslim nurses con-
ducted in Indonesia, which had a total mean of 4.13.20 This 
may be because Indonesian nurses received spiritual care 

Table 2. Work-related characteristics of nurses at selected public hospitals in Southwest Ethiopia, 2021 (n = 390).

Variables Categories Frequency Percentage

Clinical experience 1–5 272 69.7
6–10 88 22.6
11–22 24 6.2
>21 6 1.5

Type of ward Medical 68 17.4
Surgical 64 16.4
Pediatrics 66 16.9
Emergency 54 13.8
Outpatient 64 16.4
ICU 49 12.6
Burn unit 16 4.1
Oncology 9 2.3

Weekly working hour <40 282 72.3
>40 108 27.7

Training on spiritual care Yes 50 12.8
No 340 87.2

Spiritual care experience Yes 111 28.5
No 279 71.5

ICU: intensive care unit.

Table 3. The level of spiritual care perception among nurses in Southwest Ethiopia, 2021.

Variables Possible score Mean (SD) Minimum Maximum

Spirituality scale 1–5 2.97 (SD ±0.86) 1 5
Spiritual care scale 1–5 2.91 (SD ±0.80) 1 5
Religiosity scale 1–5 3.28 (SD ±0.88) 1 5
Personalized care scale 1–5 3.27 (SD ±0.97) 1 5
Total SSCRS score 1–5 3.11 (SD ±0.78) 1 5

SD: standard deviation; SSCRS: Spirituality and Spiritual Care Rating Scale.
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training and had previous spiritual care experiences. The 
current findings, however, were higher when compared to a 
cross-sectional study on “Spirituality and Spiritual Care 
among 259 Nurses at Qazvin University of Medical Sciences, 
Iran,” which reported that the overall average score for 
spirituality and spiritual care was 2.84.21 The main barriers 
to providing spiritual support were heavy workload, a lack of 
awareness about spiritual care, a lack of interest, the variabil-
ity of clients’ spiritual needs, as well as a sense of being 
“incompetent” to give spiritual care.

Another notable element of this study is the identification 
of spiritual perception-related characteristics. Personal vari-
ables such as age, sex, professional experience, and personal 
spiritual views may influence spiritual care competence, 
resulting in variations in their ability to provide spiritual 
care.22 In this study, age, clinical experience, educational sta-
tus, and religion were significantly related to spiritual care 
perception.

According to the findings of this study, old age predicted 
a lower perception of spiritual care. This is consistent with 
the findings of a Turkish study that found that the youngest 
age group had higher scale scores.4 In contrast, a study con-
ducted in Turkey revealed that older nurses demonstrated 
higher spiritual care perception scores.23 This disparity could 
be attributed to differences in lifestyles, socioeconomic char-
acteristics, and study settings.

This study’s findings also show that longer clinical expe-
rience predicts a higher perception of spiritual care. This 
finding is consistent with the findings of a study conducted 
in Riyadh, Saudi Arabia, on “Nurses’ Perceptions of 
Spirituality and Spiritual Care” among 978 nurses, which 

found statistically significant differences between nurses’ 
perceptions of spirituality and spiritual care and their nursing 
experience duration.4 One possible explanation is that nurses 
learn to value “spirituality and spiritual care” and become 
more comfortable with their spirituality over time.

In this study, as nurses’ education levels increased, their 
mean SSCRS scores increased significantly, which was 
consistent with previous findings at Qazvin University of 
Medical Sciences in Iran, which showed that spiritual care 
perception was significantly associated with nurses’ educa-
tional level.21 One possible explanation is that nurse practi-
tioners with better educational attainment have a wider scope 
of nursing skillsets to tackle problems and provide proficient 
spiritual support.

The findings of this study’s findings also showed that reli-
gious affiliation increases perceptions of spiritual care. This 
is consistent with the findings of a Hong Kong study, which 
found a significant difference between spiritual care percep-
tion and religious affiliation.24 Possible explanations include 
that subjects with religious affiliations have a more favorable 
viewpoint on spiritual practice and appear to be more per-
ceptive of clients’ spiritual needs.25

Mean scores obtained by nurses from the SSCRS and 
subscales as well as sex, type of ward, receiving training, 
marital status, and spiritual care experience were deter-
mined not to affect mean scores for spiritual care percep-
tion. Similarly, studies conducted in Turkey revealed that 
these variables do not affect spiritual care perception and 
competence.22,26 It also stated that monthly income, monthly 
number of shifts, and average weekly working hours were 
significantly associated with spiritual care perception and 

Table 4. Multivariable linear regression analysis of spiritual care perception among nurses at selected public hospitals in Southwest 
Ethiopia, 2021.

Predictor variables Unstandardized coefficients p-value 95% CI

β SE Upper Lower

 Age (in years) −0.043 0.020 0.034 −0.003 −0.084
 Clinical experience 0.070 0.024 0.004 0.118 0.023
Educational status
 Diploma (reference)  
 BSc 0.215 0.098 0.029 0.408 0.022
 Master’s degree 0.471 0.194 0.016 0.853 0.088
Religion
 Orthodox (reference)  
 Muslim 0.269 0.090 0.003 0.445 0.092
 Protestant 0.337 0.106 0.002 0.546 0.129
 Others 0.762 0.197 0.000 1.149 0.375
Marital status
 Single (reference)  
 Married 0.037 0.088 0.672 0.210 −0.136
 Divorced 0.066 0.175 0.704 0.410 −0.277
 Widowed 0.103 0.385 0.788 0.860 −0.653

CI: confidence interval; SE: standard error.
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professional quality of life. This discrepancy might be due 
to differences in population characteristics, and the tools 
that they have incorporated. This study has certain limita-
tions. The study used self-reported data from nurses, which 
could have resulted in social desirability bias. The results 
may not be generalizable to other Ethiopian hospitals and 
medical centers because the study was limited to five public 
hospitals in Southwest Ethiopia. Because the study was 
cross- sectional, causality could not be determined.

Conclusion

The nurses’ perception of spiritual care was moderate. It is 
affected by nurses’ age, clinical experience, educational 
level, and religion. This expanding body of data should be 
used to notify nurse managers and nursing management 
personnel to provide spiritual care training, planning, and 
services. This encourages Ethiopian nursing curriculum 
developers to include spiritual care in their current curric-
ula, as well as the necessity for spiritual care training for 
nurses. Future researchers, including nurses working in pri-
vate clinics, should conduct further studies. A longitudinal 
study with a large sample size is required to determine 
cause-and-effect relationships.
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