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Abstract
Background:  Religion/spirituality (R/S), which is associated with individuals’ well-being and psychological health, 
plays a significant role in most clients’ lives in healthcare systems. Although clients in mental healthcare settings prefer 
their R/S to be employed in nursing care, R/S has neither been adequately integrated into mental healthcare nor 
discussed in the assessment and nursing interventions of mental healthcare. Evidence shows that most psychiatric 
nurses receive little or no training in spiritual care (SC) and are unable to integrate clients’ R/S into mental healthcare. 
To address this gap, the present study aimed to investigate the effects of an online SC training program on psychiatric 
nurses’ competencies in SC and the integration of clients’ R/S into mental healthcare.

Methods:  This experimental study was conducted with nurses working in a psychiatric hospital affiliated with a large 
University of Medical Sciences in southeast Iran. Random sampling was performed and 95 nurses were assigned to 
the intervention (n = 50) and control (n = 45) groups. Online SC training was conducted for the intervention group in 
four sessions over four weeks. Data were collected using the Self-Assessment of Spiritual Care Competency and R/S 
Integrated Practice Assessment Scale before and one month after the training program.

Results:  There were no significant differences between the two groups before training (p > 0.05). After the training, 
nurses in the intervention group obtained significantly higher scores in competencies in SC and integration of clients’ 
R/S into mental healthcare compared to the control group, with a considerable effect size (P < 0.05).

Conclusion:  The online training program positively affected psychiatric nurses’ competencies in SC and the 
integration of clients’ R/S into mental healthcare. Since SC is a critical need for clients, specifically in mental healthcare 
settings, nurses must receive continuous education to provide SC to various clients.
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Introduction
Recently, religion/spirituality (R/S), a significant com-
ponent of clients’ lives, has been investigated at an 
exponential rate [1, 2]. Shreds of evidence indicate that 
the integration of clients’ R/S in mental healthcare may 
improve their well-being and mental health outcomes 
[3–5]. As a result, many healthcare professionals, such as 
psychiatric nurses, have focused on the potential integra-
tion of clients’ R/S in mental healthcare [1, 2]. In other 
words, psychiatric nurses should be prepared to ethically 
address R/S issues and spiritual care (SC) as part of holis-
tic and patient-centered care in mental health settings 
and to gain the required competencies in SC and integra-
tion of clients’ R/S into practice [6].

The concept of SC extends beyond psychosocial care. 
In other words, it facilitates maintaining all existential 
dimensions of clients’ lives by conducting meaning, pres-
ence, support, or care-oriented interventions. This helps 
clients find meaning and purpose in a disease because 
of inner peace. In response to spiritual needs, the SC is 
considered to recognize what clients have not received. 
Spirituality and its nature in nursing are associated with 
the concept of competencies in SC and the integration 
of clients’ S/R into practice, which are defined as the 
knowledge, skills, and attitudes required to develop SC 
[7]. Another definition maintains that competencies in 
SC and integration of clients’ S/R into practice include 
nursing interventions or activities that help clients 
achieve physical, mental, social, and spiritual well-being 
[8]. Instances of activities and interventions include 
determining and meeting clients’ R/S needs by respect-
ing their personal differences, facilitating the individuals’ 
participation in religious gatherings, developing effec-
tive communication by careful listening to and talking 
with clients, taking care of clients and supporting them 
compassionately by showing empathy, creating a sense of 
well-being in patients by helping them to find meaning 
and purpose in their life, and referring them to other R/S 
care professionals such as chaplains to receive specialized 
SC [9, 10].

In collaboration with the clients’ family members and 
R/S care providers, such as chaplains, psychiatric nurses 
and healthcare professionals play a significant role in 
meeting the clients’ R/S needs. The impaired holistic care 
has been criticized because the spiritual dimension has 
often been overlooked by healthcare professionals. This 
can be explained by feelings of incompetence caused by 
lack of education in the fileds of SC, inter-professional 
training, work overload, time limitations, variety of cul-
tures, personal spirituality, ethical issues, and willing-
ness to deliver SC [10, 11]. Unqualified psychiatric nurses 
may engage in unethical practices that undermine their 
role in clients’ spiritual belief systems and impair the cli-
ents’ coping skills when faced with problems. Therefore, 

psychiatric nurses are required to respect the beliefs 
and cultural customs of clients and try to meet their R/S 
needs, even if they are contrary to their own beliefs [12]. 
Clients also prefer nurses in mental healthcare settings 
to be aware of their R/S beliefs, involve them in nursing 
planning and interventions, and talk about the impact of 
R/S beliefs on the healing process [13].

A literature review noted that most nurses are aware 
of the significance of providing SC and show positive 
attitudes towards SC and integration of clients’ R/S into 
mental healthcare. They recognized SC as one of the 
principles of evidence-based care, cultural care, ethi-
cal codes of nursing, and accreditation standards in the 
field of education [13, 14]. However, SC and the integra-
tion of clients’ R/S into nursing practice have not been 
studied adequately because nurses have not received the 
necessary education and are not adequately qualified in 
this field. Therefore, empowerment programs for nurses 
should be prioritized to enhance SC provision and cli-
ents’ spiritual comfort [1, 15, 16]. According to the litera-
ture in Iran, attitudes towards SC and SC competencies 
among nurses are not at an appropriate level. Training 
programs usually have a short-term effect caused by indi-
viduals’ forgetfulness, especially in nursing occupations 
that are heavily loaded. In this vein, the integration of a 
spiritual content-based curriculum and clients’ R/S into 
nursing academic programs and in-service training is 
essential [11, 17–21].

The limited number of studies on the effectiveness 
of training programs on nurses worldwide indicated 
enhancement in competencies of nurses in SC and inte-
gration of clients’ R/S in clinical practice in the interven-
tion group [9, 22, 23]. To the best of our knowledge, no 
study has investigated the effectiveness of SC training on 
psychiatric nurses’ competencies. Only one study in the 
U.S.A concluded that an online training program had a 
positive impact on competencies in SC and integration 
of clients’ R/S into practice among mental health profes-
sionals (in the areas of psychology, psychiatry, marriage 
and family therapy, clinical social work, and professional 
counseling). Researchers have emphasized that R/S is 
a part of multicultural care, but has not yet been fully 
addressed in mental health education programs. When 
ignoring this type of training, many mental healthcare 
providers lack the competency and self-efficacy needed 
for SC [1]. Moreover, other studies on mental health cli-
ents’ attitudes towards SC and integrating R/S into treat-
ment emphasized the necessity of training programs to 
improve mental healthcare providers’ competencies in 
this field [1, 6, 16].

Given R/S as a critical aspect of multicultural diver-
sity in mental health clients, the related literature faces 
a paucity of studies on designing and evaluating SC 
training programs to empower psychiatric nurses in 
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SC and integration clients’ R/S into practice in multi-
cultural contexts [1, 13, 15]. Despite these professional 
requirements, psychiatric nurses do not receive appro-
priate training in the field of SC or integration of R/S 
approaches into mental healthcare. Consequently, the 
present study aimed to investigate the effects of an online 
SC training program on psychiatric nurses’ competen-
cies in SC and the integration of clients’ R/S into mental 
healthcare.

Methods
Study design and settings
The present experimental study was conducted using 
a pretest-posttest design with intervention and control 
groups. The participants were selected from a psychiatric 
hospital affiliated with Kerman University of Medical Sci-
ences in southeast Iran.

Target population and sampling
All nurses (N = 120) working in the above-mentioned 
hospital at the time of data collection were considered 
the target population using the census method. Based on 
the inclusion criteria, nurses who were willing to partici-
pate in the study and had a bachelor’s or master’s degree 
with at least six months of work experience in the psy-
chiatric hospital entered the study. The exclusion criteria 
included not attending the SC training for more than one 
session, taking a leave or transferring to another hospi-
tal, and being exposed to major stressors, such as divorce 
and death of a family member or friend. To conduct the 
study, the first researcher obtained the list of all nurses 
(with their phone numbers) working in the psychiatric 
ward from the nursing management office and contacted 
them to participate in the study. According to the inclu-
sion criteria, 100 nurses volunteered to participate in 
the study and were allocated to the intervention (n = 50) 
and control (n = 50) groups using a table of random num-
bers. Finally, 95 nurses completed the questionnaires; five 
nurses from the control group were excluded because 
they did not complete the questionnaires in the post-
intervention administration (response rate = 95%).

Assessment instruments
Participants’ demographic and R/S information were 
collected using a 13-item form. In addition, nurses’ SC 
competencies were evaluated using the standardized self-
assessment SC Competency Scale (SCCS) and R/S Inte-
grated Practice Assessment Scale (RSIPAS).

Demographic and R/S information form: Psychiatric 
nurses reported their age group, gender, marital status, 
work position, type of employment, shift work, type of 
ward, education degree, work experience (years), atten-
dance at previous training on SC in mental healthcare, 

degree of religiosity, degree of spirituality, and frequency 
of providing SC for patients (see Table 1).

SCCS: This scale was administered to assess the effects 
of the training program on nurses’ SC competencies. The 
SCCS includes six subscales and 27 items: (a) assessment 
and implementation of SC (6 items), (b) professionaliza-
tion and improving quality of care (6 items), (c) personal 
support and counseling of patients (6 items), (d) refer-
ral to other professionals (3 items), (e) attitudes toward 
patients’ spirituality (4 items), and (f ) communication 
(2 items). The nurses were required to answer the SCCS 
items on a 5point Likert scale, with options ranging from 
strongly disagree, disagree, neutral, agree, and strongly 
agree. Possible attainable scores ranged from 27 to 135, 
with higher scores indicating higher levels of competen-
cies in the SC. The content validity of the SCCS was con-
firmed based on opinions provided by a panel of experts. 
Reliability of SCCS was also corroborated using internal 
consistency and Cronbach’s alpha of all subscales: assess-
ment and implementation of SC (α = 0.82), professional-
ization and improving quality of care (α = 0.82), personal 
support and counseling of patients (α = 0.81), referral to 
other professionals (α = 0.79), attitudes toward patients’ 
spirituality (α = 0.56), and communication (α = 0.71) 
subscales [24]. The Persian version of the SCCS received 
content validity through factor analysis and its reliability 
was authenticated by internal consistency via the overall 
Cronbach’s alpha of 0.77. Internal consistency of the sub-
scales was also supported: assessment and implementa-
tion of SC (α = 0.85), professionalization and improving 
quality of care (α = 0. 82), personal support and counsel-
ing of patients (α = 0. 76), referral to other profession-
als (α = 0.83), attitudes toward patients’ spirituality (α = 
0.72), and communication (α = 0.65) [25].

RSIPAS: The RSIPAS was developed to measure prac-
titioners’ competency and overall orientation in integrat-
ing clients’ R/S into practice [15, 26]. It includes four 
subscales and 40 items: (a) self-efficacy in integrating 
clients’ R/S into practice (13 items), (b) attitudes towards 
integrating clients’ R/S into practice (12 items), (c) per-
ceived feasibility of engaging in R/S integrated practice 
(six items), and (d) behaviors associated with integrat-
ing clients’ R/S into practice (nine items). In the first 
three subscales, the respondents were required to answer 
the items on a 5point Likert scale using the options of 
“strongly disagree, disagree, neutral, agree, and strongly 
agree”. The subscale related to respondents’ behaviors 
ranged from never, rarely, sometimes, often, to very 
often. Item 12 in the attitude subscale, as well as items 
3 and 4 in the feasibility subscale, had negatively worded 
stems and were reverse-scored in inferential analyses. 
The lowest and highest attainable scores were 40 and 
200, respectively; higher scores indicated higher levels of 
competency in integrating clients’ R/S into practice. The 
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content validity of the RSIPAS was confirmed based on 
opinions obtained from a panel of experts. The validity 
of the scale (criterion, discriminant, construct, and fac-
tor analysis) was investigated and corroborated. More-
over, the reliability of the RSIPAS was confirmed, with an 
overall Cronbach’s alpha of 0.95. Internal consistency of 
self-efficacy (α = 0.91), attitudes (α = 0.88), behaviors (α 
= 0.87) perceived feasibility (α = 0.88) subscales were also 
corroborated [15].

The Persian version of RSIPAS received content valid-
ity confirmation from 10 nursing faculty members and 
its reliability was supported for the whole scale (overall 
internal consistency Cronbach’s alpha = 0.91) and its sub-
scales: internal consistency of self-efficacy (α = 0.89), atti-
tudes (α = 0. 81), behaviors (α = 0.76) perceived feasibility 
(α = 0.91) subscales were corroborated [21].

Table 1  Demographic and R/S information of the two study groups
Variables Categories Intervention Control X2 P-value

n % n %

Age groups < 30 11 22 14 31.1 2.10 0.35

30–40 19 38 19 42.2

> 40 20 40 12 26.7

Gender Male 8 16 12 26.7 1.62 0.20

Female 42 84 33 73.3

Marital status Single 5 10 12 26.7 5.20 0.07

Married 44 88 33 73.3

Other 1 2 0 0

Work position Nurse 40 80 36 80 0.53 0.91

Head nurse 5 10 4 8.9

Supervisors 4 8 3 6.7

Other 1 2 2 4.4

Type of employment Committed 8 16 7 15.6 5. 90 0.11

Temporary-to-permanent 6 12 0 0

contract recruiters 10 20 10 22.2

Hired (permanent) 26 52 28 62.2

Shift work Fix 6 12 9 20 7.03 0.12

Rotation 44 88 36 80

Type of ward Emergency and children 12 24 7 15.5 7.03 0.13

Women 12 24 13 28.9

Men 22 44 21 46.7

Supervisory 4 8 3 6.7

Electroconvulsive therapy (ECT) 0 0 1 2.2

Education degree Bachelor 41 82 38 84.4 0.10 0.75

Master 9 18 7 15.6

Work experience (years) ˂10 15 30 17 37.8 0.75 0.68

10–20 31 62 24 53.3

> 20 4 8 4 8.9

Attendance at previous training on SC Yes 5 10 4 8.9 0.034 0.85

No 45 90 41 91.1

Degree of religiosity High 7 14 8 17.8 2.05 0.56

Moderately 31 62 31 68.9

Slightly 11 22 5 11.1

Not at all 1 2 1 2.2

Degree of spirituality high 6 12 8 17.8 2.91 0.23

Moderately 32 64 32 71.1

Slightly 12 24 5 11.1

Not at all 0 0 0 0

Providing
SC for patients

low 5 10 1 2.2 3.14 0.53

Moderate 26 52 24 53.3

High 16 32 18 40

Very high 3 6 2 4.4
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Data collection and evaluation period
Data collection and training program were conducted 
between September and November 2021. Two weeks 
prior to the implementation of the training program, 
separate WhatsApp channels were created for the inter-
vention and control groups by the first researcher. Nurses 
enrolled in the study were asked to study the purpose and 
process of the training program and sign an informed 
consent form. In the baseline assessment (pre-test), the 
questionnaire link was sent to the WhatsApp group, and 
the participants were instructed to complete the ques-
tionnaires. Later, nurses in the intervention group were 
provided with explanations about the details of the train-
ing program and its duration. After setting an appropri-
ate time for the educational sessions, the first researcher 
ensured that the nurses received a valid certificate after 
completing the training program. To attain the highest 
participation rate in the intervention group, the training 
group was divided into two groups of 25 members. They 
were offered two alternative times for each training ses-
sion, and they could choose the appropriate day based on 
their work shifts and schedules. Furthermore, if nurses 
could not attend a session, they could attend the alterna-
tive session within the same week.

One month after implementing the SC training (post-
test), the SCCS and RSIPAS were readministered to all 
participants, and their results were compared to those 
achieved in the pretest to evaluate the efficiency of the 
SC training curriculum.

Designing and implementing the SC training program
To develop the curriculum of SC training program, core 
competencies in SC and integration of clients’ R/S into 
the nurses’ practices, especially those working in the area 
of mental healthcare were considered [1, 2, 10, 14, 21–
23, 27–31]. Then researchers consulted with a qualified 
multidisciplinary team in SC consisting of a psychiatrist, 
a psychologist, a psychiatric nurse, a P.h.D in nursing, a 
counselor at clinical mental health, and a Muslim chap-
lain working at the Spiritual Health Center affiliated with 
Kerman University of Medical Sciences. The focus group 
method was employed to conduct this consultation. The 
team members were asked to present their experiences 
and viewpoints on the required training contents and 
core competencies of the clinical and psychiatric nurses 
concerning SC. Furthermore, the instruments applied 
in the present study to assess the core competencies 
were examined. At this stage, the topics were developed 
using focus group discussions and reviewed for suitabil-
ity, applicability, and relevance to the nursing process 
(assessment, nursing diagnosis, interventions, and evalu-
ation of SC) by the research team. Followed by reaching 
an agreement on the core competencies, the researcher 
drafted the program contents. In order to investigate 

content validity of the educational content, an educa-
tional supervisor, two nurses from mental health fields, 
as well as four nursing faculty members, who were blind 
to the research purpose were asked to provide their feed-
backs on the course content.

The proposed training curriculum was implemented 
by the project manager (JF) according to her academic 
certificate, experiences in teaching, and publications in 
the area of SC. The program was taught in four two-hour 
sessions for four weeks via an online method (synchro-
nously/lives) using a sky room (web video conferencing 
platform). The participants were also provided with edu-
cational materials offline, including recorded video and 
audio files of each session via the WhatsApp channel. 
The nurses were able to review the training materials and 
discuss their probable questions with the research team 
through WhatsApp. Some assignments were also admin-
istered to the participants to complete and upload the 
WhatsApp groups. The researchers provided nurses with 
feedback on their assignments using WhatsApp.

Reminders were sent to encourage the participants 
to study the already covered materials, complete the 
assigned homework, and attend the next session. To pre-
vent treatment diffusion between the intervention and 
control groups, the intervention group members were 
asked not to share educational content with the control 
group until the end of the study. The themes covered in 
SC training curriculum are represented in Table 2.

Statistical analysis
Data analysis was performed using SPSS version 21 (fre-
quency, percentage, mean score, and standard deviation) 
and inferential statistics (chi-square, independent t-test, 
paired t-test, and analysis of covariance, and multivariate 
linear regression). The Kolmogorov-Smirnov test showed 
a normal data distribution. The significance level was set 
at P ≤ 0.05.

Results
Participants’ characteristics
Table  1 shows the participants’ demographic and R/S 
information for the intervention and control groups. A 
total of 95 nurses completed the study and returned the 
questionnaires. Most participants in the intervention 
and control groups were nurses (88, 88%) within the age 
range of 30–40 years (38, 42.2%), female (84, 73.3%), mar-
ried (88, 73.3%), worked in men’s ward (44, 46.7%), had 
permanent employment (52, 62.2%), rotational working 
shifts (88, 80%), and bachelor’s degree (80, 84.4%) with 
a working experience of 10–20 years (62, 53.3%). The 
majority of nurses were at moderate levels of being reli-
gious (62, 68.9%) and spiritual (64, 71.1%), did not attend 
previous training on SC in mental healthcare (90, 91.1%), 
and provided SC to patients at moderate levels (52, 
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Goal: To improve the psychiatric nurses’ competencies in SC and integration of clients’ R/S into clinical practice.
Target group: Psychiatric nurses in the intervention group (Group 1 = 25 and Group 2 = 25)
Expected duration: Four two-hour sessions in four weeks
Training methods: Lectures and tutorials, PowerPoint presentations, case reports sharing, Video clips and short movies, audio-visual materials, group 
discussion, role playing, Web-based learning, oral reports and storytelling, contributions of work-based experiences, questions and answers, assign-
ments, book reading about SC
Evaluation method: Pre-test and post-test scores obtained from SCCS and RSIPAS were compared.

Sessions Main topic Content
1 Introduction 

and attitudes 
towards SC and 
integration clients’ 
R/S into clinical 
practice

- Introduction and explanation of the goals and expectations related to the SC training
- Definition of R/S concepts; similarities and differences
- Spiritual health and R/S needs of clients in mental healthcare, and R/S diversity in clients
-Effects of the spiritual health on other dimensions of health
- The importance of spiritually and SC in mental healthcare
- Definition and outcomes of SC and integration of client’s R/S in to mental healthcare
- History and condition of SC in mental healthcare and national policies on providing SC care
- Definition of concepts like forgiveness, thankfulness, mindfulness, presence, hope, meaning, connection to tran-
scendent power, spiritual change, and ultimate reality.
-Orientation toward the role of chaplains and R/S leaders, as members of the multidisciplinary team in providing SC
- Barriers and challenges of SC and integration of client’s R/S in mental healthcare settings
- Definition of competencies for SC and integration of clients’ R/S into clinical practice
- Assignment: Writing examples and case reports based on the psychiatric nurses’ clinical experiences to assess R/S 
in clients in mental healthcare settings (as the first step in nursing process to discuss about it in next sessions)

2 Integration of SC 
in the nursing 
process
(Assessing spiri-
tuality in mental 
healthcare)

- Assessment of spiritual needs of clients in mental healthcare settings
-Self-consciousness and self-assessment, identification of limitations of the nurses’ skills with regard to assessing 
clients’ mental healthcare
- Identification of the methods for assessing clients’ R/S and collection of the clients’ spiritual history (standardized 
assessment tools, manualized interventions, empirically supported practical behaviors related to clients’ character-
istics and preferences)
- Assessment of the clients’ reactions to the feelings of loneliness, weakness, disease, and death
-Introduction of some question examples to assess and take history from the clients’ spiritual and religious beliefs/
values
- Recognition of the clients’ R/S sources and mental healthcare settings
-Distinguishing between spiritual experiences and psychopathology
- Assignment: Discuss about the case reports and experiences of nurses, R/S assessment in the cases suggested by 
nurses, administration of the questionnaires and model suggested by instructors.

3 Integration of SC 
in the nursing 
process (nursing 
diagnosis and 
problems and 
interventions)

- Nursing diagnosis/problems and implementation of SC interventions:
- Recognition of the nursing diagnosis and R/S problems of the clients in the diagnostic and statistical manual of 
mental disorders
- Use of verbal/non-verbal skills related to the clients’ culture
- Use of communication skills with respect to SC
- Recognition of positive and negative R/S coping strategies
- Spiritual distress indicators and verbal statements of the clients with regard to spiritual distress
- Planning for the implementation of R/S care and applying the principles of R/S services
- Nurses’ application of the necessary skills to provide R/S interventions, such as active and compassionate com-
munication, humor, touch, music therapy, and self-awareness
- Interventions to reduce spiritual distress, decrease R/S problems, and promote spiritual growth of the clients by 
cooperation other R/S care professionals, such as chaplains/pastors
- Recognition of R/S conflicts, personal needs of patients in relation to R/S
- Reffering the clients/their families to members of the multidisciplinary team (e.g., chaplains and R/S leaders) 
timely in the case of requiring help in their theological beliefs and rise of conflicts
-Having awarrness about personal limitations in providing SC and consulting with other members of the multidis-
ciplinary team (e.g., psychologists, chaplains, R/S leaders, and counsellors) as deemed necessary
- Introducing R/S resources, supporting systems/agencies to clients and their families (e.g., place for worship and 
support groups)
- Application of the clinical guidelines localized for SC and clients’ R/S in to nursing in Iran
- Assignment: determining problems in spiritual diagnoses in case reports as well as designing appropriate inter-
ventions for such problems

Table 2  Themes covered in the SC training curriculum
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53.3%). The two study groups were homogenous in terms 
of demographics and R/S information.

Comparison of changes in competencies based on SCCS
Based on the between-group comparisons calculated 
using independent t- test, the intervention (70.62 ± 17.52) 
and control (65.30 ± 12.67) groups were not signifi-
cantly different before the training in terms of their total 
SCCS scores (t = 1.63, p = 0.11). After the training, the 
SCCS total scores increased significantly in the inter-
vention (125.32 ± 12.87) group compared with the con-
trol (63.59 ± 21.7) with a very large effect value (Cohen’s 
d = 3.46, t = 16.89, p = 0.001). Moreover, the intervention 
group had higher scores on all subscales of the SCCS 
than did the control group; the effect sizes attributed to 
the subscale scores ranged from 1.38 to 3.32 in the inter-
vention group after the training.

According to the within-group comparisons calcu-
lated using paired t-test, the total scores of the SCCS 
and its subscales improved in the intervention group 
after training compared with their scores prior to train-
ing. The mean differences indicated that the training pro-
gram had the greatest impact on the professionalization 
and improving quality of care subscale (M diff = 30.84), 
whereas the lowest impact was attributed to the commu-
nication subscale (M diff = 3.38) (Table 3).

Comparison of changes of competencies based on RSIPAS
Between-group comparisons before training, calculated 
using independent t- test, indicated that the total RSI-
PAS scores were not significantly different between the 
intervention (99.74 ± 20.90) and control (94.97 ± 17.57) 
groups (t = 1.17, p = 0.24). After the training, the RSI-
PAS scores were significantly higher in the interven-
tion (169.06 ± 14.10) than in the control (95.97 ± 28.15) 
with very large effect values (Cohen’s d = 2.28, t = 16.11, 
p = 0.001). The results also indicated that the intervention 
group had higher scores in subscales of RSIPAS com-
pared with the control group; the effect sizes related to 

the RSIPAS sub-scales in the intervention group ranged 
from 0.59 to 7.67 after training.

Based on within-group comparisons calculated using 
paired t-test, the intervention group’s RSIPAS scores 
and its subcategories, including self-efficacy, attitudes, 
and behaviors, increased significantly after the training 
compared with the before the intervention scores. Mean 
differences suggest that the training program had the 
highest effect on the self-efficacy subscale (M diff = 13.22) 
and its lowest impact on participants’ attitudes (M 
diff = 17.74). However, the perceived feasibility subscale 
did not increase significantly after the training compared 
to that before the intervention (p = 0.19) (Table 4).

In addition, the covariance analysis test was used to 
control and check the effects of pretest on nursing stu-
dents’ scores SCCS and RSIPAS. The results showed a 
statistically significant difference in the total posttest 
scores of SCCS and RSIPAS between the control and 
intervention groups (Table 5). These results are also con-
sistent with the results of Tables 3 and 4.

Multivariate linear regression
Following the application of multivariate linear regres-
sion, the demographic and R/S variables of psychiatric 
nurses could not predict the SCCS and RSIPAS score 
changes significantly. Consequently, the effectiveness of 
the training program was not dependent on the partici-
pants’ demographic and R/S variables.

Discussion
The present study evaluated the effect of an online SC 
training program on psychiatric nurses’ competencies 
in SC and integration of clients’ R/S into mental health-
care. According to the findings, SC training improved the 
psychiatric nurses’ self-reported scores in competencies 
of nurses in SC and integration of the clients’ R/S into 
mental healthcare significantly with a very large effect 
size. This result has been confirmed in several studies [9, 
23, 32–35]. A systematic review assessed the outcomes of 
SC training for healthcare professionals in clinical and/

Goal: To improve the psychiatric nurses’ competencies in SC and integration of clients’ R/S into clinical practice.
4 Integration 

of SC in the 
nursing process 
(Evaluation and 
documentation)

- Evaluation of the SC outcomes for the clients in mental healthcare
- Application of the evaluation methods for the R/S interventions
- Evaluation of variables related to clients, nurses, and treatment process that affect the appropriateness and ef-
fectiveness of spiritual interventions in mental healthcare
- Documentation of the SC integration in the nursing process and composition of comprehensive nursing notes 
based on the holistic care
- Limitations / barriers and ethical challenges in the SC at mental healthcare settings
- Reflection on the personal experiences related to the aspects of SC and integration of the clients’ R/S in mental 
healthcare settings
- Planning for clients’ discharge and follow-up on their R/S problems in home care
- Ensuring about the follow-up by providing SC feedback to clients and other stakeholders
- Summary and conclusion of the training program
- Assignment: A review of the case reports designed in previous sessions, nursing process, and evaluation of the SC.

Table 2  (continued) 
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or academic settings. The measured outcomes indicated 
evidence of increased competencies in SC and profes-
sional responsibilities. The results presented improve-
ments in providing multidisciplinary SC and integrating 
R/S needs into practices of nurses with regard to patients 
and their family members. The review categorized the 
main objectives of SC training as developing participants’ 
sensitivity towards their own spirituality, clarifying the 
role of spirituality in healthcare, and preparing partici-
pants for spiritual encounters. This study highlighted the 
importance of training programs in integrating R/S into 
holistic care. The majority of studies reported that SC 
training was perceived as a beneficial intervention for 

making nurses aware and conscious of the role of R/S in 
caring for patients. The participants enjoyed the holistic 
nature of the designed training course and noted that the 
educational content could successfully deal with real-
world situations [36].

Hu et al. indicated that nurses who received a 12-month 
educational intervention had significantly higher scores 
in SC competencies and spiritual well-being than the 
control group members, with a moderate effect size. 
According to the intervention group members, the train-
ing program could provide an opportunity for them to 
review their spiritual needs. In turning the obtained 
knowledge and skills into active conscious clinical 

Table 3  Comparison of competency scores in the intervention and control groups for SC based on SCCS before and after the SC 
training
Variable Time Prior to the 

intervention
After the 
intervention

Within group
differences

ES* (Co-
hen’s d)

Paired 
t-test

P- 
value

Groups M ± SD M ± SD
Assessment and imple-
mentation of SC

Intervention 14.28 ± 3.98 27.3 ± 3.02 13.02 3.68 18.09 0.001*
Control 13.09 ± 3.24 13.5 ± 5.34 0.78 0.15 -0.93 0.36

Independent t- test 1.54 14.78

P-value 0.126 0.001*
ES* (Cohen’s d) 0.32 1.38

Professionalization 
and improving quality 
of care

Intervention 14.6 ± 4.31 27.82 ± 3.20 13.22 3.48 17.92 0.001*
Control 13.30 ± 3.65 13.5 ± 5.34 0.19 0.04 -0.23 0.81

Independent t- test 1.53 15.85

P-value 0.13 0.001*
ES* (Cohen’s d) 0.32 3.25

Personal support and 
counseling of patients

Intervention 15.76 ± 4.78 27.98 ± 3.22 12.22 2.99 15.48 0.001*

Control 15.2 ± 3.43 13.83 ± 5.08 1.19 0.27 1.51 0.14

Independent t- test 0.83 16.17

P-value 0.407 0.001*

ES* (Cohen’s d) 0.17 3.32

Referral to other 
professionals

Intervention 8 ± 2.42 13.96 ± 1.76 5.96 2.81 15.77 0.001*

Control 7.42 ± 1.95 6.95 ± 2.51 0.47 0.20 1.57 0.124

Independent t- test 1.22 15.65

P-value 0.22 0.001*

ES* (Cohen’s d) 0.26 3.23

Attitudes toward 
patients’ spirituality

Intervention 13.7 ± 1.69 18.8 ± 1.88 5.10 2.84 3.12 0.003*

Control 10.9 ± 2.81 10.14 ± 3.43 0.76 0.24 1.1 0.275

Independent t- test 1.51 15.30

P-value 0.134 0.001*

ES* (Cohen’s d) 0.32 3.13

Communication Intervention 6.08 ± 1.73 9.46 ± 3.13 3.38 1.25 11.95 0.001*

Control 5.54 ± 1.21 5.28 ± 1.61 0.26 0.18 0.93 0.35

Independent t- test 1.67 16.04

P-value 0.09 0.001*

ES* (Cohen’s d) 0.09 1.67

Total of the
SCCS

Intervention 70.62 ± 17.52 125.32 ± 12.87 54.7 3.55 19.43 0.001*

Control 65.30 ± 12.67 63.59 ± 21.7 4.33 0.09 1.71 0.59

Independent t- test 1.63 16.89

P-value 0.11 0.001*

ES* (Cohen’s d) 0.34 3.46
*Bold p-values are significant at the level of ≤ 0.05, Effect size (ES):0-0.2 = small effect, 0.2–0.5 = moderate effect, > 0.5–0.7 = large effect; and > 0.7 = very large effect
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practice, the nurses’ viewpoints have improved about 
life and death, and their attitudes have changed towards 
the events around them [22]. Amiri et al. conducted an 
online training program and noted improved levels of 
nurses’ competencies in integrating clients’ R/S into 
practice in the intervention group. As these researchers 
highlighted, nurses’ higher levels of competencies in SC 
and integration of clients’ R/S into practice can facilitate 
and enhance the provision of holistic care for clients. In 
this vein, equipping nurses with competencies in SC and 
integration of clients’ R/S into practice should begin with 
their undergraduate academic studies and continue with 

in-service training programs. In this regard, nurse educa-
tors are recommended to consider appropriate strategies 
for implementing SC training programs throughout the 
healthcare curriculum using new educational approaches 
such as virtual (online and offline) and face-to-face teach-
ing methods [21].

Although all the above-mentioned studies evaluated 
the effectiveness of SC training on SC competencies of 
some healthcare providers, such as nurses and nursing 
students, no study has investigated nurses working in 
mental healthcare settings or psychiatric wards. In a sim-
ilar study, Pearce et al. addressed the need for SC training 

Table 4  Comparison of competency scores of the intervention and control groups based on RSIPAS before and after the SC training
Variable Time Prior to the 

intervention
After the 
intervention

Within group 
differences

ES* (Co-
hen’s d)

Paired 
t-test

P- 
value

Groups M ± SD M ± SD
Self-efficacy Intervention 11.55 ± 27.98 6.33 ± 58.82 30.84 3.31 -16.60 0.001*

Control 7.63 ± 26.71 11.59 ± 29.76 3.04 0.31 -1.67 0.10

Independent t-test 0.607 15.23

P-value 0.54 0.001
ES* (Cohen’s d) 0.12 3.11

Attitudes Intervention 10.64 ± 34.46 4.59 ± 52.20 17.74 2.16 -11.8 0.22

Control 9.90 ± 30.66 9.61 ± 28.78 1.88 0.19 1.07 0.28

Independent t- test 1.75 15.27

P-value 0.08 0.001*

ES* (Cohen’s d) 0.36 3.10

Behaviors Intervention 8.12 ± 20.76 4.10 ± 40.26 19.5 3.03 -15.11 0.001*

Control 5.52 ± 18.61 1.14 ± 17.16 1.64 0.36 -1.21 0.23

Independent t- test 1.44 2.83

P-value 0.15 0.006*

ES* (Cohen’s d) 0.30 7.67

Perceived feasibility Intervention 6.49 ± 16.54 0.93 ± 17.78 1.24 0.26 -1.32 0.19

Control 9.58 ± 18.97 1.14 ± 17.16 1.80 0.26 1.18 0.24

Independent t- test -1.44 16.44

P-value 0.15 0.001*

ES* (Cohen’s d) 0.29 0.59

Total of RSIPAS Intervention 20.90 ± 99.74 14.10 ± 169.06 69.32 3.88 -19.79 0.001*
Control 17.57 ± 94.97 28.15 ± 95.97 1 0.04 -0.22 0.82

Independent t- test 1.17 16.11

P-value 0.24 0.001*
ES* (Cohen’s d) 0.24 3.28

*Bold p-values are significant at the level of ≤ 0.05, Effect size (ES):0-0.2 = small effect, 0.2–0.5 = moderate effect, > 0.5–0.7 = large effect; and > 0.7 = very large effect

Table 5  Summary of covariance analysis for the two groups of control and intervention
Type III sum of squares Df Mean square F P-value

Intercept 24724.14 2 24724.14 86.09 0.001*
SCCS Pretest 866.33 1 866.33 0.49 0.35

Group 80239.11 1 80239.11 279.40 0.001*
Error 25558.66 89 287.17

Intercept 44262.36 2 44262.36 96.30 0.001*
RSIPAS Pretest 1349.35 1 1349.35 2.93 0.09

Group 116997.69 1 116997.69 254.55 0.001*
Error 40906.44 89 459.62

*Bold p-values are significant at the level of ≤ 0.05
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in mental healthcare settings. They implemented an 
online SC training program for mental health profession-
als in mental health fields and evaluated its effectiveness 
using the SCCS and RSIPAS. Followed by the interven-
tion, the participants’ scores of competencies in SC and 
integration of clients’ R/S into the mental healthcare 
raised significantly. According to the qualitative results 
of this study, the participants reported high levels of sat-
isfaction with the online courses and their educational 
contents, while maintaining a decrease in the perceived 
barriers of integration of R/S into practice. Most partici-
pants preferred online courses and stated that they would 
not have completed the program if it had been in person 
due to some problems and limitations, such as a lack of 
time and resources. The participants also suggested some 
measures to improve the quality of these training pro-
grams: providing more educational information, case 
examples, discussions with peers, advanced and up-to-
date topics by revising the curriculum content, orga-
nized syllabi, and longer and richer programs, setting the 
platform for conducting and developing future research, 
establishing continuous education courses for healthcare 
providers, and designing specific training curricula for 
students and trainees in the mental healthcare fields [1].

The within-group comparisons showed that the per-
ceived feasibility subscale scores did not increase sig-
nificantly after training compared to before it for the 
intervention group. The perceived feasibility subscale 
assessed the potential barriers to perform R/S integrated 
practices, such as the lack of adequate training to inte-
grate R/S, time to assess the clients’ R/S background, and 
resources to identify potential strengths and struggles. 
In confirmation of these findings, a study in Iran identi-
fied nurses’ lack of time, comfort, and SC training as the 
main barriers to providing SC and understanding spiri-
tual topics. Most participants indicated willingness to 
attend SC training courses. However, an important factor 
in the quality of care in Iran is the shortage of nurses. The 
number of nurses is not proportionate to the number of 
patients and challenges; for example, nursing work over-
load has created a permanent lack of time for nurses to 
provide comprehensive and holistic care. In such cases, 
nurses provide essential care, such as prioritization and 
provision of physical care over SC [37]. According to the 
findings, nursing managers should provide opportunities 
to empower nurses to integrate clients’ R/S into practice 
by motivating nurses to participate in training courses, 
creating organizational and managerial support, provid-
ing adequate time, and reducing the workload. In addi-
tion, healthcare managers and policymakers are required 
to employ hospital chaplains or R/S leaders as essential 
members collaborating in the multidisciplinary team 
to offer specialized SC to clients. Given that nurses did 
not receive the needed theological training, R/S experts 

with clinical pastoral can help nurses to meet the clients’ 
needs, enhance their theological beliefs, reduce their 
conflicts, and decrease their spiritual distress.

Limitations and strengths
The present study has several limitations and recom-
mendations. Given that the obtained results are limited 
to nurses working at a psychiatric hospital, the generaliz-
ability of the findings should be performed with caution. 
Moreover, evaluating the effectiveness of SC training 
was conducted based on self-assessment tools that may 
not provide a real picture of psychiatric nurses’ levels of 
competencies in SC and integration of clients’ R/S into 
mental healthcare. Further studies are needed to assess 
the generalizability of the findings to other groups of 
healthcare providers through larger samples and longer 
follow-up periods. Future studies should evaluate train-
ing programs related to SC competencies using mixed 
methods.

As a strength of our study, we trained nurses working 
in psychiatric wards because this training program is a 
sample of designing an SC curriculum that contributes 
to the literature on SC competencies in nursing educa-
tion. Our experiences in designing and implementing the 
online SC training program can be beneficial for devel-
oping future SC programs aimed at fostering the SC 
competencies of in mental healthcare. Due to the heavy 
workload of nurses, online SC training can be a beneficial 
method for involving nurses in training programs.

Conclusion
Based on these findings, the online SC training program 
improved psychiatric nurses’ competencies in SC and 
integration of clients’ R/S into mental healthcare. As a 
result, SC training can help bridge the gap between the 
lack of professional training in R/S and the real needs of 
mental healthcare clients. Implementation of SC pro-
gram demands a multidisciplinary team approach, con-
sisting of doctors, nurses, social workers, psychologists, 
counselors, R/S leaders, and chaplains. Consequently, 
teamwork, team learning, as well as intra- and inter-pro-
fessional training should be designed and evaluated based 
on SC and integration of clients’ R/S into their mental 
treatment plan. In addition to theoretical training, practi-
cal experience is needed to assess clients’ R/S needs and 
to integrate their R/S into practice. To facilitate the inte-
gration process, nurses need role models and mentors to 
accompany this process, since they can provide positive 
feedback on nurses’ SC and help them improve their SC 
competencies. Nurse educators are also recommended to 
add R/S competency training courses to multi-cultural 
competencies. Furthermore, researchers are recom-
mended to evaluate the feasibility and effectiveness of 
various training strategies in developing mental health 
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professionals’ competencies in SC and the integration of 
clients’ R/S into practice in different environments and 
cultures. Future studies are needed to identify SC needs, 
challenges, barriers, facilitators, and strategies for pro-
viding appropriate SC to clients of different ethnicities, 
religions, and mental healthcare settings.
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