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ABSTRACT

INTRODUCTION: Spititual care has been identified as an integral component of holistic,
culturally competent, and empathetic care. Although spiritual care offers tremendous
benefits for patients, it can be challenging to implement. Despite its importance, there is
a lack of literature in Malaysia on the challenges that healthcare workers encounter in
providing spiritual care. Therefore, this study aimed to explore healthcare workers’
challenges in providing spiritual care to the hospitalised patients. MATERIALS AND
METHODS: A qualitative study was conducted among healthcare workers at one
hospital in Malaysia. A semi-structured interview was used to collect data from May
2023 until November 2023. All interviews were meticulously recorded, transcribed,
and analysed using thematic analysis. RESULTS: Ten participants with diverse
backgrounds willingly participated in the study. Analysis reveals a few challenges in
providing spiritual care among healthcare workers such as time constraints, lack of
knowledge, experience shortfalls, doubts about the efficacy of spiritual care, awareness
deficiency among staff, and impact of patients’ conditions. CONCLUSION: Healthcare
workers are unable to fulfil patients' spiritual care for a variety of reasons. These
findings have important implications for healthcare settings, highlighting the need for

ongoing awareness and training in spiritual care competencies for healthcare workers.

INTRODUCTION

Spiritual care is an essential aspect of healthcare,
provided by health professionals to prevent illness,
treat conditions, and maintain overall well-being in
patients.! Spiritual care implies that one tries to
address patients’ spiritual struggles, fears, and
wortries, listen to their spiritual needs, and support
their underlying spirituality, whatever this may mean
to them.?2 Puchalski® believed that exploring spiritual
care such as what provides meaning to a patient’s life
and how they cope with illness can foster a more
trusting and profound relationship. Studies have
recognised that spiritual distress could occur at
any time during the patient’s journey, and good

nurses should be adequately prepared to provide
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spiritual care whenever needed.# Kurniawati et al.>
also revealed that patients attended by healthcare
workers for spiritual care were motivated to be
positive and took meaning in sick conditions to get a

better life.

Spiritual care in medical settings encompasses a
range of practices aimed at addressing the spiritual or
religious needs of patients, which can significantly
impact their overall well-being and satisfaction with
their care. Despite its recognised importance,
healthcare workers face numerous challenges when it
comes to integrating spiritual care into clinical

practice such as lack of staff, heavy workload of the
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staff, heavy shifts, the non-standard nurse-to-patient
ratio, lack of time, burnout,® fear of criticism from
others, lack of education, space constraints, and
absence of a recording system.” Understanding the
perspectives of healthcare workers on these issues is
crucial for developing strategies that enhance the
capacity of clinical settings to provide meaningful

spiritual care.

The theoretical framework for this study is based on
the T.R.U.S.T. Model for Inclusive Spiritual Care,
which is nonlinear, allowing spiritual exploration to
begin in any of its five interconnected dimensions.?
The first "T" stands for "traditions," focusing on
how clients' past and present spiritual, religious,
cultural, and healing traditions impact their well-
being. "R" represents "reconciliation," involving
the exploration of unresolved issues to promote
"U"

"understanding," addressing how an individual's

peacefulness and  trust. stands  for
worldview and personal beliefs influence their well-
being.? "S" denotes "searching," which involves
exploring existential or faith-based questions
prompted by suffering.? The final "T" signifies
"teachers," encompassing spititual, religious, and
personal mentors, as well as trusted resources that
help individuals navigate relevant spiritual issues.’
This

professionals address the spiritual dimension of

model was designed to help healthcare

health as an integral part of holistic care.10

the

provision of spiritual care is a critical yet often

In the complex landscape of healthcare,

overlooked component of holistic patient treatment.
While a few hospitals in Malaysia have begun
incorporating spiritual care into their services, this
aspect is still in its nascent stages. Even healthcare
workers seldom include spiritual care in their routine
clinical practice.!’ Therefore, this study aimed to

explore the challenges faced by healthcare workers’
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and their expectations in providing spiritual care to
patients in the hospital setting. Healthcare workers,
for the purpose of this paper, are defined as
individuals who provide medical and nursing care,

specifically including physicians and nurses.

MATERIALS AND METHODS
DESIGN AND SAMPLE

This study used a phenomenology design, a research
approach that aims to describe the essence of a
phenomenon by exploring it from the perspective of
those who have experienced it,!? or an individual’s
lived experiences within the world.!3 Participants
were purposefully selected from one teaching
hospital in FEast Coast Malaysia based on specific
criteria: male/female, professional (nurse, physician),
a minimum of six months’ employment at the
hospital, age 18 or older, and proficiency in either
Malay or English. In a qualitative study, LoBiondo-
Wood and Haber!* agree and suggest that there is no
fixed rule to establish the most appropriate sample
size in qualitative research. The sampling continued
until data saturation was reached, meaning the
process was stopped once interviews ceased to yield
new information or contribute additional codes for
analysis.’> A total of 10 participants were interviewed

which had reached the level of data saturation.

DATA COLLECTION

Participants were recruited between May 2023 and
November 2023. Prior to the the

researcher took time to build rapport with the

interviews,

participants. The interview was conducted to gain the
participant’s responses using a piloted interview
guide. The data collection involved both informal
and semi-structured face-to-face interviews. Example
of the main questions: What are the main problems
or challenges that you faced while delivering spiritual

care to the patient? How do you encounter the



challenges? Explain the situation or event. Voice
recorders were used with the participants’ consent in
addition to taking notes, ensuring comprehensive
of the

transcription and subsequent data analysis. The

capture conversation for accurate
interviews wete lasted between 30 and 45 minutes
and conveniently held in the offices of the

participants.

DATA ANALYSIS

Thematic analysis was applied to analyse the data.
Thematic analysis is a technique that identifies
themes within the data, with the themes forming the
basis of categorisation.! This method entails a
detailed examination of the data, in which the
researcher meticulously codes the data to uncover
meaningful themes. The codes and themes that are
generated serve to integrate data gathered by
different methods.!” The first step involved a
thorough transcription of the data from the notes
The

scrutinised the transcripts, actively searching for

and audio recordings. researchers then
significant meanings and patterns. The second step
involved generating initial codes that represent the
meanings and patterns in the data. This phase
included discussions within the research team,
composed of qualitative research experts, to identify
pertinent text segments and assign appropriate
codes. Similar meanings were aggregated under
unified codes. The next step was to sift through
these codes to identify potential themes, ensuring
each theme was cohesive and relevant. Finally, the
themes were defined and named. The reporting
phase included a detailed presentation of the
findings, enriched with examples for clarity. NVivo
software facilitated the organisation of data into
these defined themes, streamlining the reporting

process.
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TRUSTWORTHINESS

Tobin and Begley'® suggest that dependability and
confirmability in research can be achieved by
maintaining an audit trail. In this study, an audit trail
was meticulously kept to record every step and any
modifications made during the data collection,
analysis, interpretation, and reporting phases. The
researcher extensively recorded observations about
the research process, interactions with participants,
thoughts, emotions, and analytical interpretations in
a research diary, which accompanied the audit trail.
Additionally, engaging in discussions with the
research team, comprised of experts in qualitative
research, indirectly enhanced the study’s rigour by
providing critical insights and feedback, further
ensuring the integrity and reliability of the research

findings.

RESULT

Ten participants consented to participate in this
study, and their backgrounds are summarised in
Table I. The analysis revealed six themes related to
healthcare workers’ challenges in providing spiritual
care: 1) Time constraints, 2) Lack of knowledge,
3) Experience shortfalls, 4) Doubts about the
of
deficiency among staff, and 6) Impact of patients’

effectiveness spiritual care, 5) Awareness

conditions.

Table I: Socio-demographic chatactetistics of the patticipants

Participants (n)

Age (years old) 24-41
Male 3
Gender Female 7
Marital Married 9
Status Single 1
. Staff nurse 3
Position Sister/Matron 6
Doctor 1

Working experience 3.7

(years)

IMJM Volume 24 No.1, January 2025



Theme 1: Time constraint

Most of the healthcare workers mentioned that time
limitation is the main challenge for them as they have

many tasks to settled within their work shift.

“Limitation of time is one of the challenges because
sometimes patients with chronic illness have a lot to

share with us, so it will take me time.” (P5)

“We will always have other things to do, so each of us

have limitations of time.” (P8)

Theme 2: Lack of knowledge

Few healthcare workers expressed their limitation of
knowledge, which constrained them to deliver spiritual

care to patients.

“Need to polish more...even though 1 am a spiritual
trainer, I still feel that I do not have enough
knowledge.” (P5)

“Our knowledge is limited, sometimes we want to help
patients, but we are not able to answer their questions,
especially regarding religious practice. Some of it we will

be able to answer, but there are also difficult ones.” (P10)

Theme 3: Experience shortfalls

New and young staff have been found to lack experience
compared to senior staff and those who have been

trained.

“But for new staff, they are still in the learning phase,
they do not know things to do and could not reflect on

patients’ problems.” (P3)
“I have less experience than the senior in this ward” (PG)

Theme 4: Doubts the effectiveness of spiritual care

Healthcare workers find themselves uncertain about the
effectiveness of their spiritual care practices due to the

absence of a defined evaluation method.
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“To ensure staff deliver suitable advice to patients, we
don’t know how effective is that.” (P5)
“For me, we don’t know the patients’ acceptance about

our spiritual care.” (P6)

Theme 5: Awareness deficiency among staff

Awareness  among  healthcare = workers  needs
improvement. While some healthcare workers possess an
understanding of spiritual care, there remains a significant

reluctance among certain individuals to engage with it.

“Awareness...we could say still not enough, we need

more awareness among staff” (P3)

“I think for staff awareness, especially in my ward, they

should practice more.” (P7)

Theme 6: Impact of patients’ conditions

Patients’ age and critically ill patients matter as it affects
healthcare workers’ way of communicating with the

patients. Patients’ age matters, especially geriatric patients.

“For young patients it’s manageable but for bedridden
patients, it’s quite difficult for us to deliver spiritual
care” (P2)

“As you know in ICU, sometimes it’s hard for us to
deliver spiritual care due to patients’ conditions” (P3).
“Older patients usually have their own attitude to be
handled.” (P6)

DISCUSSION

Healthcare workers confront several common challenges
in providing spiritual care, including limited time,
insufficient knowledge, lack of experience, questioning the
effectiveness of spiritual care, lack of staff awareness, and

the impact of patients’ conditions.

Time constraints are consistent in other studies,

highlighting how healthcare workers struggle to allocate

time for spiritual care amidst their numerous



responsibilities, often overlooking its importance in
patient care.!%2! Many healthcare workers recognise their
limitations in knowledge, particularly regarding issues
pertaining to religious practices, which they find
challenging. This observation aligns with findings from
other studies, which note the diversity of patients’ needs
that must be met became a barrier for them.®1922 This
study highlighted the issue of inexperience, noting that
newer staff members often have less experience than
their senior counterparts, leading to obstruction in
delivering spiritual care to patients. This gap in
experience aligns with the studies by Momeni et al.t
and de Diego-Cordero et al.l!; where healthcare workers
acknowledged their limited experience in providing

spiritual care.

The study further revealed that a lack of awareness
among staff poses a significant challenge for them in
delivering spiritual care. Notably, not all healthcare
workers acknowledge the significance of integrating
spiritual care into patient treatment, resulting in its
underutilization. The reluctance is reflected in the
findings by Karimollahi et al.2, who suggest that some
healthcare workers perceive the provision of spiritual
care as complicating their workflow. Moosavi et al.2
reported that there is a sentiment among some staff
members that engaging in conversations and listening to
patients’ spiritual needs is energy-draining and time-
consuming. These challenges highlight the need for
increased awareness and a deeper understanding of the

value of spiritual care within the healthcare setting.

The condition of patients has emerged as another
significant challenge for healthcare workers in providing
spiritual care. Notably, delivering spiritual support to
geriatric or critically ill individuals poses significant
hutrdles. P3, shared the

difficulties faced when attempting to offer spiritual care

Participant for instance,
within the intensive care unit (ICU) setting, where many
patients are terminally ill. Despite these obstacles,
healthcare workers strive to address patients’ spiritual
needs to the best of their ability. Moreover, the study by
Giske and Cone* emphasised that different age groups

necessitate varied communication approaches by nurses,
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further complicating the delivery of spiritual care across

patient demographics.

The new findings that can be highlighted in this paper are
the uncertainty about the effectiveness of spiritual care
has been a concern among healthcare workers, who
expressed doubts about the impact of their spiritual care
interventions. Without a clear method to measure
effectiveness, healthcare workers felt it quite challenging
for them to observe or acknowledge any changes in
patient’s conditions as an indicator of successful spiritual
care. Therefore, the importance of ensuring that patients
receive and comprehend the spiritual care provided is
required for effective spiritual care practices in healthcare

settings.

A notable limitation of this study is its reliance on
participants from a single hospital. Despite the constraint,
the in-depth data gathered through face-to-face interviews
compensated for the study’s limited scope, enriching the
findings significantly. This research could be further
extended to diversify the participant base by including
healthcare workers from various types of hospitals across
Malaysia. Future studies should encompass public, private,
and other teaching hospitals, particularly those that adhere
to shariah-compliant practices. Such an approach would
enhance the representativeness and generalisability of the
tindings, providing a more comprehensive understanding
of the challenges regarding spiritual care in diverse

healthcare settings.

CONCLUSION

The challenges healthcare workers encounter highlights
the intricate nature of providing spiritual care to
hospitalised patients. Nevertheless, the insights gleaned
from these challenges offer a deeper understanding of
the nuanced nature of spiritual care within healthcare
These

implications for healthcare settings, underlining the critical

environments. findings  carry  significant
need for continuous education, heightened awareness, and
targeted training in spiritual care competencies for
healthcare workers. By deepening their understanding of

and respect for patients’ spiritual beliefs and practices,
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healthcare workers can navigate the challenges more
effectively. This enables them to offer supportive
spiritual care in tandem with medical treatment,
facilitating a comprehensive approach to patient well-
being. Such efforts are key to advancing the holistic
health of patients, reflecting the essential role of spiritual

care in the broader spectrum of healthcare.
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