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Abstract:
The purpose of this study was to determine if critical care nurses recognize and accept their
responsibility in meeting the spiritual needs of the patient. The researcher question asked was: How Do
Critical Care Nurses Perceive Their Role in Spiritual Care? A theoretical framework was formulated
based on the assumptions of the symbolic interactionist theory. A conceptual framework was
formulated based on the concepts of the nursing process.

The sample consisted of 25 Catholic hospital critical care nurses and 16 non-Catholic hospital critical
care nurses. The study was descriptive in design utilizing a self-designed questionnaire to gather
information.

Results from the questionnaire were displayed in percentages and cross tabulation tables. Significance
was calculated by the use of chi-square.

The data analyzed suggests that the critical care nurses sampled at the two acute care hospitals were
cognizant that nurses have a responsibility to assess for patients' spiritual needs. However, how they
perceive their role in spiritual care appears to be related to the following: whether or not the nurse was
employed by a Catholic or non-Catholic hospital, level of experience in a critical care area, level of
education and religious background.

Implications were made and presented for nursing education and nursing service administration.
Further studies are needed in spiritual care to keep up with the growing demand and increasing
expectation for "holistic nursing care." 
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ABSTRACT

The purpose of this study was to determine if critical care 
nurses recognize and accept their responsibility in meeting the 
spiritual needs of the patient. The researcher question asked was:. 
How Do Critical Care Nurses Perceive Their Role in Spiritual Care?

A theoretical framework wgs formulated based on the assumptions 
of the symbolic interactionist theory. A conceptual framework was 
formulated based on the concepts of the nursing process.

The sample consisted of 25 Catholic hospital critical care 
nurses and 16 non-Catholic hospital critical care nurses. The study 
was descriptive in design utilizing a self-designed questionnaire to 
gather information.

Results from the questionnaire were displayed in percentages 
and cross tabulation tables. Significance was calculated by the use 
of chi-square.

The data analyzed suggests that the critical care nurses sampled 
at the two acute care hospitals were cognizant that nurses have, a 
responsibility to assess for patients' spiritual needs. However, 
how they perceive their role in spiritual care appears to be related 
to the following: whether or not the nurse was employed by a
Catholic or non-Catholic hospital, level of experience in a critical 
care area, level of education and religious background.

Implications were made and presented for nursing education and 
nursing service administration. Further studies are needed in 
spiritual care to keep up with the growing demand and increasing 
expectation for "holistic nursing care."



Chapter I

INTRODUCTION

The growing demand and increasing expectations for "holistic 
nursing care" has stimulated much discussion into the spiritual realm ' 
of man. That nurses have given "lip service" in meeting spiritual 

needs of patients is evident. Spiritual needs have been recognized 

as important by nursing educators. However, rhetoric does not get 
the job done. Spiritual care is often neglected in the actual ^
delivery of patient care.

Literature states there is work to be done in this area. How

ever, there are few research studies that have been done to assist 
the nurse with assessing, interpreting, and evaluating spiritual 
needs of patients.

The majority of people expect nurses to be interested and to 

care about their innermost secrets. The public image of the nurse 

(and hopefully they will never lose it entirely) is of an "angel of 
mercy." Nurses do not always like being seen according to someone 
else*s image of what they should be, but the role often works to 

their advantage. If nurses are perceived as concerned, caring people, 

they frequently have a short cut to rapport and intimacy.

Related studies have shown that patients appreciate concern

and kindness from nurses in helping them work out their spiritual needs
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Patients have expressed desire to be allowed to talk about God and 
their spiritual concerns to nurses. Patients have ranked prayer as 

one of their most important spiritual needs. Sadly enough it was
I.

found that a large percentage of nurses do not pray with patients. 
Today’s nurses have expanded into many.roles. The role of the 

nurse in spiritual care is in transition. Nurses feel insecure about 

meeting spiritual needs of the hospitalized patient. The researcher 
suspects few nurses would say they are comfortable dealing with 
spiritual concerns of patients.

Purpose of Study
The purpose of this study is to determine if critical care 

nurses recognize arid accept their responsibility in meeting the 

spiritual needs of the patient. Furthermore whether or not significant 

relationship could be made between those critical care nurses working 

in a Catholic hospital to those critical care nurses working in a 
Non-Catholic hospital. The research question to be asked is: How do

critical care nurses perceive their role in spiritual care?

Definitions of Terms Used

Critical care nurses are defined as: registered nurses working all

shifts in intensive care and critical care units in two acute 

care hospitals in the Great Falls area. Nurses in intensive 

care nursery Jiave been excluded. The nurses may be from religious
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or non-religious backgrounds.

has about the meanings and values that guide and direct critical 
care nursesr behavior in meeting spiritual needs of critical 

care patients.
Spirituality is defined as: the life principle that prevails a

person’s entire being; emotional, moral, ethical, intellectual, 
physical dimensions, and generates a capacity for transcendent 

values.
Spiritual care is defined as: taking an active part in meeting

critical care patients' spiritual needs, i.e., sharing of 

prayers and reading scriptures, referring patient to a clergy

man, etc.
Patient is defined as: a person who is either conscious or uncon

scious in a critical care unit. Patients may have, either 

religious or non-religious affiliations.
Attitudes are defined as: one’s physical and emotional position and

manner with respect to another person, thing, or situation.

Meanings are defined as: having an assigned function in a language

system.
Values are defined as: learned attraction or repulsion one feels

toward meanings.
Spiritual needs are defined as: rituals such as baptism, communion,

Role perception is defined as: the attitude the critical care nurse
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and preparation for death, certain dietary.regulations, keeping 
of special holy days, regular attendance at a place of worship, 

visit from a clergyman, sharing of prayer and reading scripture.



Chapter 2

THEORETICAL FRAMEWORK 

Symbolic Interactionist•Theory

There are two major perspectives from which roles performance 
have been studied in the behavioral sciences. These theoretical 

formulations for the study of roles and role behavior are namely the 

functional perspective and symbolic interactionist perspective 
(Hardy and Conway, 1978).

The researcher has paraphrased what authors Hardy and Conway 
(1978), Blumer (1969), Rose (1962) and Webster and Sobjeszek (1974) 
have mentioned about these two perspectives.

From a functional perspective, responses are learned through the 
process of socialization. These responses are reinforced in the 

individual by approval or disapproval of significant others. Roles 

emerge from these responses and become more or less fixed positions 

within society, to which are attached certain expectations and 

demands. These same certain demands, norms or values of the roles 

which are laid down by society are expected to be adopted from genera 
tion to generation. Thus, in the process of social interaction the 

group, rather than the individual, decides what they will accept, 

reject or transform as the basis for their responses to societal 
demands.

The researcher decided that the functional perspective of role
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theory did not relate to the study proposed for investigation.
According to Fish and Shelly (1978), the role of the nurse in spiritual 
care is in transition. Consequently, to study how the nurse perceives 
her role in spiritual care one would need a theoretical framework that 
would account for wide variations in behavior. Authors Blumer (1969), 
Rose (1962), and Webster and Sobjeszek (1974) claimed the symbolic 
interactionist approach to the study of role and role behavior has 

taken precedence over functional theory in attempts to explain human 
behavior. The major reason, these authors cited, was because 

functional theory did not account well enough for the wide variations 

in behavior which take place,within complex social structures.

From a symbolic interactionist approach, the study of roles and 
role behavior responses are assessed, interpreted, and noted through 

the process of socialization. Significant others' attitudes are 
the basis for individual lines of action. However, when the individual 

engages in interactions with significant others he selects certain 

cues for action which, for him, have more meaning than others. Roles 

emerge not simply from learned responses but from organizing and 

interpreting cues in ones' environment. Thus, in the process of 
social interaction the individual, not the group, indicates to himself 

what he will accept, reject or transform. From this particular 
baseline the individual decides what type of response to make to
societal demands.
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The assumptions and propositions related to symbolic inter- 

actionist theory have been borrowed by Mead (1934) and Rose (1962), 
by either direct quotation or paraphrasing.

Symbolic interaction theory is defined by Blumer (1969, p. 5)

as:
The interaction occuring between human beings who 

interpret or define each other’s actions instead of just 
reacting to them. Their responses are based on the 
meanings they attach to such actions. The key factor of 
symbolic interaction is to get inside the defining process 
of the actor in order to understand his action.

Assumption I. Man lives in a symbolic as well as physical 

environment and can be stimulated to act by symbols as well 

as by physical stimuli.
A symbol can be thought of as an object or act having cultural signi-

■ I . .

finance and the capacity to excite a response (Webster’s Dictionary, 

1980).
According to Rose (1962), symbols can be transmitted through 

interaction with people, gestures or motions and through objects.

The author claimed that most symbols are thought of as common or 

shared meanings and values.
A meaning can be thought of as having an assigned function in 

a language system. (Webster’s Dictionary, 1980). A value can be 
thought of as a learned attraction or repulsion a person feels toward 

meaning (Rose, 1962).
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Assumption 2. Through symbols, man has the capacity to 
stimulate others in ways different than.those in which he 
himself is stimulated.

According to Mead (134), this is communicated by role taking. Role 

taking can be thought of as the ability to get inside the defining 
process of the other in order to understand his action (Blumer, 1969). 

Role taking may also be referred to as empathy (Rose, 1962).
Assumption 3. Through communication of symbols, man can 
learn large numbers of meanings and values, and hence ways 
of acting, from other men.

Rose (1962) derived from this assumption that man can have a culture, 

an elaborate set of meanings and values, shared by members of society, 

which will guide much of his behavior. Riehl (1980) stated that 

through symbolic communication people learn new roles rapidly as 

they see which of their behaviors evoke positive responses from others.

Genevdt Propositi-on (Deduetion) I. Through the teaming 

of a euttuve and Subeutticvesi men ave abte to predict each 

otherfs behavior most of the dime and gauge their own' 

behavior to the predicted behavior of others.

Assumption 4. The symbols, and the meanings and values to 

which they refer, do not occur only in isolated bits, but 

often in clusters, sometimes large and complex.
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According to Rose (1962), clusters can refer to either role or struc
ture. The author defined role as a cluster of related meanings and■ 
values that guide and direct an individual’s behavior in a given 
social setting (Rose, 1962). The author further claimed that 
structure includes the aforementioned, hut also includes the relation
ships of all the individual roles that are expected of it; i.e.,
state, society, committee.

.

General Proposition (Deduetion) 2. The individual defines 

(has meaning for) himself as well as other Obgeets3 aetions3 

and eharaeteristieS.'

Assumption 5. Thinking is the process by which possible 

symbolic solutions and other future courses, of action are 
first examined, then assessed for their relative advantages 

and disadvantages. In terms of the values of the individuals, 
one of them is then chosen for action.

According to Rose (1962), the alternatives assessed in thinking are 

determined by what these certain alternatives mean and in terms of 
the individual’s values. Thus, thinking is similar to trial and 

error behavior.

The way the critical care nurse perceives her role in spiritual 

care is affected by ttie extent of her interaction with a particular 

church or pastor. Another way the critical care nurse perceives her
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role in spiritual care is affected by the extent to which the nurse 
utilizes her past and present experience in spirtual counseling. Still 
another way the critical care nurse perceives her role in spiritual 
care is affected by her own personal value system.

In summary, symbolic interactionist theory, provides an appro

priate theoretical framework to study how a critical care nurse per

ceives her role in spiritual care.

CONCEPTUAL FRAMEWORK

Nursing Process
Authors Fish and Shelly (1978), Henderson and Nite (1978), 

Lichtenberger (1979), Fleeger and VanHeukelem (1977), all suggest 

using the nursing process to access spiritual needs. The authors 
claim it is an effective tool to help the nurse feel competent in 

actual delivery of spiritual care. According to Fish and Shelly
(1978) , once the nurse begins to feel more competent actually 
delivering spiritual care to the patient her perception of this role 

will become more defined.
Stanton, Paul and Reeves (1980) define the nursing process as a 

deliberate intellectual activity whereby the practice of nursing is. 

approached in an orderly, systematic manner. According to VanHeukelem

(1979) spiritual assessment needs to be systematic and objective, that 
is, knowing what to look for and doing it in an orderly manner.
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Stanton, et al. (1980), further claimed that the nursing process 
provides a means for evaluating the quality of nursing care given by. 

nurses. It assures accountability and responsibility to the patient. 
The nursing process is both reliable and valid, that is, it should 
be verifiable or reproducible by another person of comparable skill.

Most authors agree that four phases are considered necessary to 
the nursing process: assessment, nursing diagnosis or identification

of the problem, intervention or implementation and evaluation (Van- 

Heukelme, 1979; Fish and Shelly, 1978; Murray and Zentner, 1975; 

and Young, 1978).
The conceptual framework for this study has been developed based 

on two basic assumptions.
Assumption I. Professional nursing practice is interpersonal 

in nature (Stanton, et al. 1980).
The main emphasis of symbolic interactionists is upon the interactional 
processes through which socialization occurs father than upon the 
learning processes through which socialization is achieved (Hardy and 

Conway, 1978). .
Assumption 2. Nursing reflects awareness that man is not 

simply a biological organism, but also a psychosocial, and 

spiritual being (Stallwood, 1975).

According to authors Stanton et al. (1980), these two assumptions, 
that nursing is interpersonal in nature and the professional nurses
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view human beings as holistic give guidance and direction to the use 
of the nursing process.

. In order to use the nursing process effectively nurses need to 
apply concepts from biological, physical, behavior science and from 

the humanities, in order to provide a rationale for decision making 

judgments, interpersonal relationships, and actions (Stanton, et 

al. 1980, p. 24).
Riehl (1980) claims that the fifth basic assumption of the 

symbolic interaction theory can incorporate the nursing process, 
i.e., Assumption 5. Thinking is the process by. which 

possible symbolic solutions and other future courses of 

action are examined and assessed for their relative 

advantages and disadvantages in terms of the values of 

the individual, and one of them chosen for action (Rose,
1962).

Earlier it was established that the nursing process was a deliberate 

intellectual activity. Utilizing the thinking process, the nurse 
examines and assesses the patient in each situation.

In the assessment, the nurse ascertains the roles the patient 

has assumed in the past and those he currently holds, the patient's, 

problem solving ability, his adaptability, how he has resolved 

similar problems in the past, how he copes with his general environ
ment and with crises, stress, etc.

A
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Most importantly, the nurse observes him and the role he 
takes in varied situations, such as with his doctor, his 
family and with the nursing staff, to learn as much as 
possible about the defining process of this actor - the 
patient - which is essential to understand him. (Riehl,
1980, pg. 355)

Blumer (1969) claimed that the key factor of symbolic interaction 

is to get inside the defining process of the actor in order to under

stand his action. Thus, the nurse assesses, interprets, plans for 

implements, evaluates, and records the aforementioned data. Riehl

(1980) compared the nursing process to symbolic interactionism in 

that they both are dynamic frameworks which are influenced by day-to- 

day input.
In summary, the nursing process provides an appropriate conceptual 

framework to study how a critical care nurse perceives her role in 

spiritual care. Nursing instructors have incorporated the nursing 

process in their curriculums, and emphasized its importance to the 

holistic approach to man.

13



Chapter 3

REVIEW OF LITERATURE

Past and Present Religious Influences in History
Early in nursing history religious influences largely shaped 

the purpose of nursing. Nursing had its educational roots in the 

church, not the University (Donnelly, Mengel and Sutterly, 1980; 
Kelly, 1975). Early history reflects a dichotomy of roles that 
existed between nurses. The hospital nurse was a drunken, 

promiscuous and a troublesome person. Her only role was tending to 
her patient's sick body by carrying out the doctor's orders. On the 

other hand the religious order. Nuns and Sisters, were concerned 

more with the souls of their patients than with their bodies 

(Donnelly, et al. 1980).
Florence Nightingale, founder of modern nursing, recognized the 

need to integrate the biological, psychosocial, and spiritual 
components of man into the whole person. She considered her choice 
of a life of nursing service to be a response to a call from God.
She also recognized the need for nursing to be taught in schools in 

order to promote competent holistic care (Isler, 1970).
Today much is written about integrating the spiritual dimension 

of man into the biological and psychosocial dimensions. Nursing 

literature has reflected an awareness of the spiritual dimension of
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man. However, it is the spiritual aspect that is most often 
neglected or only mentioned with regard to religious beliefs that 

affect therapy. According to Stoll (1979), philosophies of nursing 

characteristically state that nurses are educated in the holistic 
approach. But admittedly the spiritual dimension of nursing care is 
more elusive than the physical or emotional. Nurses are aware of 
their neglect with spiritual care and choose to ignore it by using 
the excuse that they do not have the time (Young, 1978).

Henderson and Nites (1978), believed that if people are to be 
viewed as a whole, then their moral, ethical, spiritual and 

religious values can not be ignored. Both authors think that the 

nurse should be more adequately educated in spiritual care. Wessman 

(1978), stated that preparation for spiritual care demands no less 
discipline or knowledge than emotional or physical care. According 

to Brill (1978), the spiritual component of man is as important as 
his physical, social, intellectual, and emotional components. This 

particular author believes that to ignore or deny the spiritual 
aspect because of our incomplete understanding of it would be to 

deny the totality of the individual. Hoyman (1967), pointed out that 
up to a certain point, both in man and animals, health is based upon 

physical, mental, and social well-being. But of all living things 
only man's health has a spiritual dimension that is inextricably 

related to, but goes beyond, the physical, mental and social.
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The literature review thus far has found a few authors that 

detailed their descriptions of the nature of man. Patey (1977)» 
stated that it used to be fashionable to speak of man as being made 
up of three parts, body, mind and spirit. However, man can not be 

divided up into these clearly separated parts. Man is all of a 
piece. There is riot p. dividing line between the physical, mental, 
and spiritual. Each is to be thought of as dependent upon one 
another. Tillich (1967), rejects the phrase levels of life. 
According to this action man should not be considered as a composite 
of several levels, such as body, soul, and spirit, but as a multi
dimensional unity. The use of the term dimension was to indicate 

that the different qualities of life in man are present within each 

other and dp not lie alongside or above each other. Therefore one 

can expediently, but not necessarily, distinguish the biological, 
psychosocial, and spiritual dimensions. Ashbrook (1967), arid 
Stallwood (1975), have comparable conceptual models of the nature of 
man. Ashbrook (1967), felt the most obvious dimension is the 

physical level of a sick body, whether it be a broken bone or 

malignancy. Intertwined with this is the second dimension of the 

emotional level of the sick mind, resulting from distortions and 

frustrations in one's significant interpersonal relationships. 
Finally, infusing both is the dimension of the spiritual level in 

which a person lacks adequate meaning for life. This same author
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believed that all three dimensions interpenetrate each.other to 
hinder the individual from fully relating to himself, to others, and 
to God who is the ground and source of life. Stallwood's model 
(1975), also depicts the whole person, whose parts are integrated. 
The model was illustrated by drawing outer, middle, and inner 
circles. The outer circle represented the biological (the part of 
man in touch with the world through five senses) the middle circle 
represented the psychosopial, termed soul in theological language: 

(the part of man which is selfconscious, expressed through the 

intellect, emotion, will and the moral senses) the inner circle 

represented the spirit (the part of man which is God-conscious). 
According to this author the spirit is the most difficult to 
comprehend because it is an inner and unseen part of man. However, 

it is not to be neglected because it is understood as that part of 
man that experiences or has the potential to experience a 
relationship with God. None of these three parts is independent but 

rather interdependent (VanHeukelem, 1979).
Although spiritual needs have been recognized as important by 

educators, nurses, psychiatrists, clergy, etc,, spiritual care is 

often neglected in the actual delivery of patient care. Fish and 
Shelly (1978), believe that the major objection of most nurses to 
meet the spiritual needs of patients is the feeling that a patient's 
relationship with God is a private matter into which we should not



pry. Admittedly nurses do move into areas of a patient's life which 
he would normally take care of himself. Nurses ask about bowel 

movements and menstrual periods, without thinking. However, nurses 

need to remember that spiritual intervention is appropriate if they 
cafe about their patient’s spiritual life as much as they care about 
their physical and emotional well being. According to Israel .
(1977), the spirit of man is the greatest ally of all to those 
involved in the healing profession. This author believes that while 

the spirit pulsates within an individual he will continue to 
cooperate consciously and unconsciously with the medical agencies of 

healing. However, if spiritual care is neglected and the spirit is 
quenched, the individual will flounder and succumb even in the face 
of the most expert treatment.

Lichtenberger (1979), stated that because God has created each 
person for Himself, He made that person with specific needs. When 

those spiritual needs are not met, people begin to cry out for their 

rights. According to Piepgras (1968), a patient has a right to 
demand that his spiritual needs be accepted on the philosophical 
level that they are presented. The nurse is to meet his spiritual 
needs by not going outside the religious sphere and draw upon 
unrelated incidents and comparisons just to keep a conversation 

.going.
According to Travelbee (1971), nurses have been well trained
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not to talk about spiritual needs. This author believes that the 

opinion of nursing problems is related to the person's inability to 
find meaning in their suffering. This, as was pointed out by the 
author, was chiefly related back to a lack of spiritual care.

Purpose of Religion
Religious or spiritual belief, whatever it might be, has been 

reported to serve many purposes in an individual's life. Religious 
and Spiritual beliefs have been closely aligned with health 
practices throughout history. Byrne and Price (1979), cited a 

composite of needs that religion fulfills which could influence 

health. The need for. worship or showing reverence for or devotion 
to a deity, illustrates that humans seek a power greater.than 

themselves. Religion fulfills the need to find meaning in life when 
faced with despair. Other voids cited by the authors that religion 
fulfills are the needs to understand the nature of reality and to 

explain or accept longsuffering. Religion helps to interpret why 
something had to happen as part of God's plan. God's plan not being 
understandable at the moment, but having meaning in a greater plan. 

According to the authors, religion fulfills still other voids to 

deal with quiet and the need for feeling that one is doing something 

in a time of helplessness. Religion offers the opportunity for 
prayers, rituals of purification, confession, etc. The last void
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worth mentioning that religion fulfills, as cited by the authors, is 
the need for strength in face of the unknown or in times of crisis. 
The authors believed that in a situation where one loses control, 
such as surgery, one depends more on God. Although religion 
fulfills many purposes in an individual's life, the authors think it 

is often ignored as a demograhic variable in relation to health.
Man is a creature who seeks for meaning in life. Though the 

individual may not be an actively practicing member of any faith, 
the person will have doubts and fears regarding the "why" or "how"* 

of life. According to Israel (1977), the issues raised by 
particular questions as "why" or "how" are the groundwork of the 

world's religions. The authors think that mankind cannot aspire to 
its full glory until it has included the religious dimension in its 

apprehension of reality.

Illness as it Relates to Religion. Doubts and fears regarding the 

"why" or "how" of life are emphasized during illness. Fish, in a 

1973 thesis, attempted to formulate a conceptual model of man and 
his needs and apply it to the experience of illness. The conceptual 
model was based on Biblical presuppositions. According to the . 
author, persons experiencing illness may have concerns regarding 

spiritual relatedness, future ability to accomplish something and 
their own spiritual identity. The author claims that scientific
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explanations.to these concerns supply a partial meaning but not the 
full meaning. For that, the author believes one must probe beyond 
the physical into the things of the spirit. Thus, illness involves 
the reactions of the spirit and the soul as well as a physical 
response of a biological body.

Zeller (1967), and Stoll (1979), both believe that some people 
think that illness and disease are related to past sins or guilt for 

failing to meet some standard of conduct. Derivations of these 
words reveal the origin of the notion that health is related to 
integrity as sickness is to sin (Webster’s Dictionary, 1980). Both 

authors cited that due to the historical derivations people 
experiencing illness and disease thought their lives were being 

brought under judgement. According to Stoll (1979), and Piepgras 
(1968), the nurse often desires to ignore such a concept of illness 
as a form of judgment. However, the nurse should accept the 

concepts and look at the meaning of the experience with the patient. 

Piepgras (1968), states that consistent suppression of spiritual 
longing leads to spiritual death. Questions may be raised as to 
what life is all about when a person is confronted with illness or 
disease. However, according to Levy and Striffler (1974), and 

Lichtenberger (1979), hospitalized patients who take their religion 
seriously are unlikely to express their spiritual needs verbally dr 
directly. Levy and Striffler (1974), think that the patient’s ,
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religion is significant in major health crises and newly diagnosed 
serious or chronic diseases. Critical care nurses are usually the 
first or last member of the health team to encounter these types of 
patients. The nurses need to be mindful that religion, may be a 
complicating factor in the patient's recovery. According to Kelly 

(1975, p. 223) "nurses must realize that the nature of the spiritual 
care the patient receives can have a direct effect on the speed and 
quality of his recovery." Religious beliefs may also affect illness^ 
in other ways. Pumphrey (1977), thinks that patients are often 
hesitant to discuss religious restrictions. The author proceeds to 
discuss some of the religious groups that deny the reality of 

spiritual and physical discomfort which may predispose patients to 

deny medical treatment. The author mentions that other religious 

groups may resist medical therapy because of the belief in modern 

science advocating false teachings such as evolution. Still other 
religious groups support medicine in general but object to certain 
practices. The nurse needs to be aware of environmental and covert 

cues when assessing a patient for religious restrictions or 
spiritual needs.
Evolvement of the Nurses' Role in Spiritual Care

Fish and Shelly (1979), and Simone (1971), believe that nurses 
are at an advantage to assess the patient for religious restrictions 

or spiritual needs. The reason these authors think this way is
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because nurses are involved with the patient only during the course 
of the illness. Nurses have not know the. patient when they were 

strong, self-sufficient people. Consequently, the patient does not 
usually feel he has to maintain an image of strength. For this 
reason the authors think that when illness affects a person's faith, 
that person may feel more comfortable talking about it to a nurse 
than with others. Simone (1971), stated nurses should realize that 
especially during illness patients are sensitive to others' 
influences. It is at this time patients are most in need of the 
supporting presence of a person who can make real for them the love 

and presence of God. The author believes that because of this, 
nursing presents a great opportunity for helping others reach their 

destiny of God. She stated that nurses must recognize the fact that 
everyone heeds someone to be with them.

Religious Background of the Nurse. The religious background of the 
nurse and patient plays a predominant part in the way the nurse 
perceives her role in spiritual care. To comprehend the truth of 

this statement one need only reflect upon some basic premises of the 
symbolic interactionist theory. Mead (1934), stated that humans act 

toward things on the basis of the meaning things have for them. The 
author further postulated that the meaning and values of things are 
derived from social interaction with one's own group. Thus, a 

person's religious background, upbringing and what that person has
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been taught by example or word helps the individual to formulate 
personal religious beliefs. A study by Tate and Miller (1970), 
found that those people with more of a religious background 
demonstrated more importance to the values of salvation and 
forgiving. Ideally a nurse, should be able to respond to each 
patient's spiritual needs as naturally as she would respond to his 
physical needs. Pumphrey (1977), Kelly (1975), and Piepgras (1968), 
believed that nurses with religious backgrounds would most likely 

feel uncomfortable responding to a patient's spiritual need 

particularly if his beliefs differed from their own. A survey was 

conducted by Kramer (1957), to determine the attitudes and knowledge 
of nurses concerning spiritual care of the patient. The researcher 
reported that only five nurses from a sample of eighty would be 
tolerant of different religious health practices. However, Piepgras 

(1968), and Kelly (1975), perceive that the believer of one faith 
will often recognize the spiritual need in a person whose faith 

comes from a totally different frame of reference. The authors 

stated that a nurse without a religious background will not be able 

to comprehend the deep spiritual need that some people experience. 
According to Byrne and Price (1979), health workers with minimal 
religious background may not fully realize the profound affect 

religion may have on patients lives. Henderson and Nite (1978), 
believe, that nurses feel hampered by ignorance in their efforts to
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help persons with different religious beliefs. However, the authors 
claimed that the more spirituality or religious background a nurse 
has, the more comfortable that nurse is in discussing spiritual 
questions. From this claim, these authors further postulated that 
it would be more likely that patients would confide in them.
Nelson (19.77), conducted a survey on how nurses perceive their role 
in the spiritual dimension of nursing care. The researcher found 

that a major factor influencing the nurse's role in the spiritual, 
dimension is the quality of her own relationship to God. From these^ 
various viewpoints the researcher is assuming that a critical care 
nurse with a religious background will be more effective in actual 
delivery of spiritual care.

Religious Background of the Patient. According to Byrne and Price 

(1979), the ability to cope with chronic illness may be better among 
the religious than the non-religious. Israel (1977), pointed out 
that those persons who believe their physical bodies are the sole . 
source of identity also believe that death to their physical body 

means extinction of their existence. These persons who do not have
'V

spiritual beliefs may be difficult to comfort when they face 
critical illnesses. Pumphrey (1977), claimed that a patient without 

spiritual beliefs confronts conditions beyond his control, he will 

have difficulty admitting his helplessness. The author thinks the
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patient may attempt to prove his strength with, angry outbursts, 
blaming nurses for their shortcomings. Because the nurse should be 
concerned about the kind and quality of spiritual care rendered she 
needs to be familiar with the patient's religious background.

Evolvement of Nurse and Patient Roles through Symbolic Interaction 

Once the patient arrives in the critical care unit roles 
between the nurse and patient have automatically been assumed and 
identified. According to Hardy and Conway (1978), interaction 
proceeds as roles are identified. Blumer (1969), explains the 

process of symbolic interaction further. Symbolic interaction 

involves ascertaining the meaning of the actions or remarks of the 
other person and conveying indications to the other person as to how 

he is to act. Participants fit their own acts to the ongoing acts 

of one another. As participants take account of each others' 

ongoing acts, they have to arrest or adjust their own attitudes.
From this viewpoint learning of roles between patient and nurse are 

a two-way process in which they are mutually influenced. According 

to Ashbrook (1967), if nurses avail themselves of ministering to 
patients, they cannot help but be influenced, by that patient. 

Consequently, it is only as the nurse is influenced by the patient 
that the nurse is able to have an influence on the patient. The 
nurse needs to be aware of the significance in an interaction with
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the patient in order to assess for a spiritual need. Snyder and 
Wilson (1977), maintain that the interactionist process occurring 
between the patient and nurse, although at times subjective, is 
worthy as part of the assessment.

■ V
Role Taking. During the interaction process the nurse and patient 
take roles from each other. Hardy and Conway (1978), acknowledge 

that role taking or the ability to imagine oneself in place of the 
other and see things as that person sees them, enables the nurse to 
anticipate the response of the patient to her own behavior. Mullins 
and Barstow (1979), equate role taking with empathy. When a nurse 

incorporates empathy into her skills she can understand and predict 

her patient's feelings and actions more accurately. The nurse must 
grasp the patient's perspective to assess what the circumstances 
impinging on the patient mean to him. The authors felt that to give 

any kind of support to patients, a nurse needs the quality of 
empathy. A study on therapeutic relationships by Traux (1975), 

showed nurses scored lower on a measure of empathy than did seven 

other groups. According to Fish and Shelly (1978), if a nurse 

relates to the person instead of the illness she can be a channel 
for the expression to a patient of God's offer of meaning and 
purpose, love and relatedness, and forgiveness. Israel (1977), 

stated that once the spirit of one person can flow unimpeded through
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the weakened spirit of another, the other can be brought back where 
God, however, we may conceive this supreme being, reigns supreme.

Interpretation of Objects. The evolvement of the nurse's role 
through interaction with the patient involves interpretation of the 
patient's objects, gestures and attitudes. According to a symbolic 
interactionist, Blumer (1969), objects consist of whatever people 
indicate or refer. "People are prepared to act toward objects on 
the basis of the meaning that the objects hold for them. All 
objects are formed and transformed by the defining process in social 

interaction." (Blumer, 1969, p. 11).

Booth (1967), described the body as an object. The body speaks 
a basic language through the healthy and unhealthy functioning of 

its organs. Each organ not only supports the life of the body, but 

also serves a specific relationship between body and environment.
The author claimed that in the state of illness the person is 
alienated from the object of the affected function. According to 

the author the body always expresses the soul and more impressively 
in illness. Fish and Shelly (1978), and Stoll (1979), describe more 
obvious objects such as articles in a patient's room that may 

reflect his or her concerns, values, and beliefs. These could be 
religious devotional books, cards, Bible, rosary, etc. The symbolic 

meaning of such objects can be comforting to a patient in the
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strange environment of a hospital. According to Simone (1971)» the 
person whom the nurse meets in the hospital is greatly influenced by 
his environment of accelerated change, increased technology, etc., 

all of which lead to a mistrust of others. A sterile, impersonal 
environment, such as an intensive care unit, in which a person is 
alienated from his familiar objects and made dependent on new 
objects may create critical spiritual needs. Pumphrey (1977), 
claimed that patients may describe troublesome dreams that express 

spiritual conflicts in symbolic forms.

Interpretation of Gestures and Attitudes. The evolvement of the 
nurse’s role through interaction with the patient also involves 

interpretation of the patient's gestures and attitudes. According 
to Ashbrook (1967), and Booth (1967), it is recognizable that a 

person is intimately related to his disease. These authors think 
that by one's expressive gestures, color of skin, etc. the 

existential situation can be spelled out. Booth (1967), believes 

that the biologic function is used as a mere gesture, but a gesture 

which realistically affirms a social attitude. Symbolic 

interactionist, Day (1975, p. 174), stated "a person interprets the 
intentions of the gestures of others and then makes his response 
based on that interpreted intention." Thus, nonverbal and/or verbal 

gestures are symbols which can show the intentions of others.
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Fleeger and Homes (1977), believe that articulating our gestures and 
attitudes helps us discover who we are, why and how we do what we 
do, and where we go from there. From this viewpoint the authors 
claimed that the degree of spiritual wholeness in the nurse will 

influence her ability to identify and meet spiritual needs.

Principles of Self, Self Concept and Significant Others. To 
understand more fully how the nurse perceives her role in spiritual 
care one needs to take into account the symbolic interactionist 
principles of self, self concept, and significant other. The self 
emerges from assuming an. organized set of attitudes from others. It 

is a hierarchy of roles that can be taken of and predicted fairly 

accurately by others (Rose, 1962). As a result of having a self, 
Mead (1934), saw the person selfinteracting, requiring that person 
to meet and handle his world through a defining process of judging, 
analyzing and evaluating the things he has assumed from others 

instead of responding to it. This process forces the person to 
construct his action instead of newly releasing it. What this means 

for the nurse is an ongoing awareness, of how her attitudes and 
patterns of behavior might surface in relationships with her 
patients and a need to repeatedly reflect where her patient is in 

relation to her. According to McCormack (1976), a deep threat 

associated with spiritual experience is that of loss of self. The
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author claimed that this loss of self can prevent one from 

gratifying their need for spiritual experience. Israel (1977), 
claimed that religious tradition has taught mankind that those who 
are able to sacrifice their self interest to service the world will 
grow into a knowledge of the true self or self concept.

The true self or self concept emerges when the individual is 
able to perceive himself as a whole. It is a series of selves that 
make up the self concept. Once defined the self concept can take on 

characteristics and attributes not part of its constituent roles (or 
other selves). Thus, the self concept is purely the personal aspect 

of the individual (Rose, 1962). It is this personal aspect of the 
individual or inner life that Kaiser (1981), claimed Ira Progoff 
believes people refuse to discuss. According to this author,

Progoff relates a person's inner life to spirituality. The author 

further described a tool (The Intensive Journal System) that Progoff 
has developed to enable persons to view into their true self or self 
concept. This tool is one way that attempts to get persons in touch 
with their inner life or spirituality. However, inner beliefs and 
innermost needs may be expressed in various ways. According to 

Young (1978), a clear focus of the self concept is needed in order 

to perceive clearly the identity of others, thus not confusing one’s 
own feelings and needs with those of. the patient. Lichtenberger 

(1979), and Israel (1977), describe man as a human spirit which
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means his true self or soul. Israel (1977), further defined spirit 
as that power which impels the soul forward to discover new facts, 
make new relationships, etc.

According to Fish and Shelly (1978), the use of the true self 
is one of the four major resources available for meeting spiritual 
needs. The authors further defined listening, empathy and 

commitment as some of the key elements in the therapeutic use of the 
true self. Consequently, it is imperative for a nurse to evaluate 
her own relationship with God. Nurses who feel alienated from God 
or doubt His involvement in people's lives will find it difficult, 
if not impossible, to assist a patient spiritually. VanHeukelem 

(1979), believes that for nurses who have not resolved their own 
spirituality, talking with patients about spiritual concerns can be 

a real threat. Interestingly enough Gebbie and Laving (1974), 

identified an altered self concept as part of the tentative list of 
nursing diagnoses at the first national conference on classifying 
nursing diagnoses.

The concept of the significant others (reference group) and 
, socialization are central to the symbolic interactionist theory.

Each individual is shaped through the socialization process. The 
reference group or significant others provide the individual with 

sources of values, attitudes, norms, and goals that he selects in 

guiding his behavior (Hardy and Conway, 1978). Although each
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individual is shaped through the socialization process, it does not 
follow that selves will be alike because each individual has 
experienced the socialization process from different perspectives. 
Earlier it was mentioned that the self was a hierarchy of roles 

taken of and predicted fairly accurately by others. These roles 
which are highly valued are termed the reference group (Rose, 1962). 
However, these highly valued roles by the individuals can either 

exert positive or negative referent influences on the individual. A 
positive referent relationship exists when the reference group is 
more similar to the individual's attitudes. In a negative referent 
relationship the individual may be forced into having the 

relationship against his personal values and is obliged to act in 
accordance with the expectations for him in the relationship (Rose, 

1962). A study conducted by Schwartz and Ames (1977), illustrated 

referent groups as source of influence. The authors found that the 

referent group's influence was greater when they were similar to the 
individual. However, it was also shown that negative referent 

others can have significant influence. Thus in the enactment of 
their professional roles, actions of health care professionals are 

strongly influenced by their perception of the norms and values of 
those groups.

In the critical care units a patient is alienated from his 
reference groups or significant others. The significant others that
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do come in contact with the patient relate to him as an illness more 

than a person. They really do not know what to say to the patient 
as they attempt to handle their feelings. While the nurse relates 
to the patient in the context of his illness, she should relate to 
the person not the illness. Goslin (1969), stated there is some 
evidence that individuals vary considerably in the degree to which 
their significant others are personalized. The author claimed that 
the more clearly personalized the significant other, the stronger 
will be its effect on behavior. From this viewpoint one could 

assume that the close proximity which a critical care nurse has to 

her patient could be thought to be a source of influence on the 
patient. According to Fish and Shelly (1978), a nurse may be one of 

the few people who can stand with a patient in his suffering and 
help him deal with it. The authors also believed that a patient's 
behavior toward personnel can be a strong indication of his 
relationships with his significant others. If a person is 

uncooperative, demanding, withdrawn, etc., for no apparent reason, 
the authors believe the behavior may stem from difficulties in 
significant relationships, including a person’s relationship with 

God. According to Fish (1973), whether the person is well or ill he 

is ultimately on a quest for faith in a significant other.
Therefore, interpersonal relationships with reference groups can be 

significant indicators of a patient's spiritual well being or
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distress.

Nurses* Perception of Their Role in Spiritual Care
Nurses have many different perceptions of what their role 

should be or should not be in actual delivery of spiritual care.
The way in which the nurse perceives her role in spiritual care will 
influence its actual delivery. According to Riehl (1980), there are 
shared meanings and values within the hospital by which individuals 

and groups are stimulated to act. These norms are not, however, 

shared with the patient. The author claimed by recognizing that 
patients initially do not respond to the norms of the health care 
system, nurses are uniquely able to discover the norms to which 
individual patients respond (because of their close proximity to the 
patient). The author believed that because the patient is not part 

of the health care delivery system, the responsibility for teaching 

the patient how to react to a world of unfamiliar objects, norms, 
etc. lies with the nurse.

According to Travelbee (1972), the nurse’s role is to help sick 

people find meaning in illness, or accept the reality of it. The 

author claimed the reason that nurses have difficulty in perceiving 
their role is because nurses have been educated to believe their 
role is that of the healer. Nurses have failed to recognize some 
illnesses of hospitalized patients are incurable. According to
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Vaillot (1970), the nurse's role was to help the patient live as 
fully as possible; to assist him to get well, get better, or live 
within his limitations. Simone (1971), claimed that a nurse should 
be preoccupied with establishing a nurse-patient relationship oh 
mutual trust and respect. A nurse who believes man was created in 
the image of God, should relate in verbal and nonverbal ways that 
her patient is important and that she holds him in reverence.

Piepgras (1968), claimed that nurses should recognize a 
patient's need for a dependent relationship. She felt the nurse 
could help the patient to transfer this need to a trust in God.

From there the nurse should and can work to assist the patient to 

take responsibility for h&s/her own progress. Henderson and Nite 

(1978), and Wessman (1978), postulated that nurses should enable the 

patient to continue the forms of worship that bring them comfort.
The authors believed that a nurse should not impose her own beliefs, 
but use verbal and environmental clues from the patient as entry 
points.

Scott (1978), claimed that the nurse is responsible for 
coordinating the actual delivery of spiritual care. The author 

believed that a nurse is ethically responsible for using her 

assessment and goal setting skills in order to provide well rounded 

and thorough care. In the surveys conducted in spiritual care by 
Kramer (1957), and Nelson (1977), both researchers studied nurses'
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perception of their role in actual delivery of spiritual care. From 
a sample of eighty registered nurses, Kramer (1957), reported that 
94 percent of the nurses thought they should ,administer spiritual 
care to patients. However, only 57 percent of the nurses felt 
capable of actually rendering spiritual care. Nelson (1977), 

interviewed twenty-seven nurses and reported that nineteen nurses 
believed that the spiritual dimension of nursing care should be a 
part of the nursing responsibility.

Stoll (1979), and Fish and Shelly (1978), think that the nurse 
is responsible for incorporating a patient's religious practices, 
beliefs that affect medical therapy, and spiritual needs on a 
nursing history. Stoll (1979), claimed that at present, the 

spiritual portion of most nursing histories merely identifies the 
person's religious affiliation. Authors Fish and Shelly (1978), and 

Bertholf (1979), decided that an evaluation of the strength and 
meaning of a patient's religious practices could prove valuable in 
assisting him to establish and/or maintain a dynamic, personal 

relationship with God. The authors believed incorporating a 
spiritual portion in a nursing history would help the nurse to 

intervene more specifically at the patient's level of faith and 
understanding. From these various viewpoints the researcher is 
assuming that the more critical care nurses perceive their role in 

spiritual care the more they will indicate that a nursing history
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form should contain a spiritual portion.
Interestingly enough, nurses believing that their role is to be 

concerned,about the patient's faith, at least in himself, prompted 
the nursing diagnosis of alerations in faith, to remain on the 
tentative list of nursing diagnoses. This list was compiled at the 
first national conference on classifying nursing diagnoses (Gebbie 
and Lavin, 1974).

Role Strain From Symbolic Interactionist Perspective. Through 
symbolic interaction people learn new roles as they see which 

behavior elicits positive and negative responses from other (Riehl 

and Roy, 1980). A doctoral dissertation on role overload and 

inequity was conducted by Hardy (1971). In the doctoral 

dissertation the researcher postulates that development of new roles 
may lead to role strain. The researcher identified components of 
role strain to be role conflict, role ambiguity, role incongruity 

and role overload. The researcher found that as role overload 
increased both social interaction and time required to perform a 

task decreased.
According to Goslin (1969), and Hardy (1971), significant 

others can and do knowingly speak and act in ways that reflect to 
the person a perception of himself. However, this does not 

necessarily coincide with the way he is perceived by these others. 

They deliberately conceal from him how his behavior and attitudes
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exclusive role demands. Consequently, when the individual acts out 
of the reference group's norms for himself role conflict results.

Hardy (1971), claimed that role ambiguity results from lack of 
information or vague demands that creates difficulty for the 

individual attempting to carry out their roles. Goslin (1969), gave 
a couple of examples of role ambiguity from a symbolic 
interactionist perspective. One distortion resulting from role 
ambiguity occurs in interpretating the meaning of gestures and acts. 
Thus, minor differences between the nurse and patient may produce 

misinterpretations which result in communication barriers. Still 

another distortion resulting from role ambiguity that Goslin (1969), 
mentions is a deficiency in empathetic capability. Earlier it was 
mentioned that a nurse needs to incorporate empathy or role taking 

into her skills in order to give support to her patients. Thus, a 
deficiency in empathy could effect her role taking ability and hence 

development of self perceptions.
Studies by Mullins and Barstow (1979), and Hardy (1971), found 

that role incongruity results when an individual discovers that 

expectations for his role performance run counter to his own 

attitudes and values. A nurse who feels inadequate in delivering 
spiritual care may retreat from the inclination to seek adequate
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support.
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Hardy (1971), claimed that in discussion of role overload, lack 
of time is identified as a distinct barrier to fulfillment of role 
demand. Interestingly enough, a study on the spiritual needs of a 
hospitalized patient by Brown (1972), resulted in many patients 
giving the response, "nurses are too busy to give me spiritual 
support."

The nurse has feelings of uncertainty in moving into the role 
of spiritual care. By failing to sufficiently instruct the nurse in 
the role of spiritual care, role stress occurs. Hardy (1971), 
claimed that a person’s response to stress is influenced by his 
resources, level and form of education, his performance level, 
adaptive skill, and other characteristics. From this viewpoint, the 
researcher is assuming that a critical care nurse with more exper- 

ence and knowledge of her role will be more effective in actual 
delivery of spiritual care.

Spiritual Need Assessment
Kelly (1975), and Stoll (1979), admitted that attempting to 

meet spiritual needs may produce some discomfort, particularly if 
there is uncertainty about the appropriate approach. However, the 

authors think it is necessary for the nurse to meet these needs 
since nurses are concerned with the holistic approach to nursing 

care. Some nurses have recognized they have problems assessing a 

patient’s spiritual needs.
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Authors VafiHeukelem (1979) Fish and SMlly (1978) Shd 
Ashbrook (1967), have all identified three featep'fieS Comprising a 
spiritual need. The categories are a heed fSf mSahihi And.purpose 
in life, need for love and TelatedhesSi and the head for 

forgiveness. The authors, claim that all thrSa CatagQrieS are heeded 
to establish and maintain a personal ralatiahshlp with God. FiSh 

(1973), defined these categories explicitly while developing A 
conceptual model of mam A need for a frame of orientation in view 
of the concept of man as a spiritual being is essentially a need for 

meaning and purpose. Man "seeks meaning and purpose for the events 

of his life apart from MmSeif and the created world he lives In And 
knows and perceives with M S  senses $" (FiShi 1973* p . 47')-.
According to the author the need f6f ISve and reiatedheSS 
encompasses the need for forgiveness. "All people.are frequently 

spiritually isolated people, arid may feel vSfy TSf from the -Tove and 

forgiveness of Gods" (fish* 1973* ps 55) i ThlS spiritual isolation 

can be of significance to thS patient who is experiencing the 

sterile hospital environment ahd/S'f abSehES ©I a Spiritual ministry';
Fish arid Shelly (1978)* admitted that planning for spiritual 

care may seem Unrealistic. HOwEvef* these authSfs further pointed 
out that there are occasions WhEri riOt WEEtirig Spiritual PEedS 

corisumes more time arid Energy than It would takE to WeEt them; 

HeridErson and NitE (1978), OffefEd a list Of StSps PufsSs might takE
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in helping patients meet their spiritual needs: Some of those
listed included learning about patients religious practices, 
beliefs and attitudes that could affect medical therapy, referring 
to clergy when requested by patients, and learning to administer 
sacraments. Also included was the reading of religious literature 

of prayers to the patient, allowing patients to keep religious 

articles in the room and enabling patients to continue religious 
practices if at all possible.

Fleeger and VanHeukelem (1977), believe that the spiritual 

dimension has finally been recognized as legitimate concern by 
professional colleagues at the third annual nursing conference on 

classifying nursing diagnoses. The tentative diagnosis of 
alterations in faith was changed to faith in matters related to 
spirituality. Data fell into headings of spiritual concerns, 

spiritual distress and spiritual despair. Etiology and defining, 

characteristics were listed under each heading.

Nursing Process. Spiritual assessment can be done by nurses 
utilizing the nursing process. Authors, VanHeukelem (1979), Fish 

and Shelly (1978), Murray and Zentner (1975), Young (1978), and 

Lichtenberger (1979), have all advocated utilizing the nursing 
process to identify spiritual needs. The steps in nursing process; 

assessing, interpreting, planning, implementing and evaluating can
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help a nurse to minister responsibly to the realm of spiritual 
needs. According to VanHeukelem (1979), utilizing a systematic and 
objective approach, such as the nursing process, eliminates 
potential hazards of relying on intuition and fulfilling personal 
needs when assessing spiritual concerns. Like symbolic 
interactionism, the nursing process is a dynamic process that is 
influenced by day-to-day input.

Fish and Shelly (1978), advocate using the nursing care plan to 
show that spiritual assessment is being done by the nursing process. 
The nursing care plan should outline the patient's needs with 
appropriate nursing measures to meet them. According to.the 
symbolic interactioriist theory meanings are handled through an 
interpretive process by the persons dealing with things he 

encounters. Mead (1934), believed that meaning arises in the 

process of interaction between two persons. However, individuals 

differ and even the most carefully thought out nursing care plan by 
the nurse with regard to spiritual care may have its problems. 
Therefore, the patient's spiritual needs should be routinely 

assessed and recorded by the nurse.

Much has been written about including spiritual assessment as 
part of the nursing process. It has been documented for some time 

that the nursing care plan would be most appropriate to record the 

patient's spiritual needs. However, the researcher is assuming that
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nurses are not outlining the patient's needs with appropriate 
nursing measures on the nursing care plan and/or Kardex. By 
utilizing the nursing process the nurse can try several approaches 
to meet spiritual needs regardless of the patient's faith.

According to Fish and Shelly (1978), spiritual, intervention can 
give a patient a sense of security and comfort in what may be a 
frightening, sterile, foreign environment. VanHeukelem (1979), 
stated that a patient's own philosophy needs to be respected. He is 
not to be coerced into discussing spiritual matters or into 

receiving any sort of spiritual aid. Thus, a nurse needs to 

establish a relationship based on mutual respect and trust before 

spiritual intervention takes place. The author also thinks that it 

is crucial for a nurse to have an understanding about the importance 
of various religious customs and rituals before spiritual 

intervention takes place.
Fish and Shelly (1978), believe that the nurse is responsible 

to provide a good listening ear, empathy, and commitment before she 
can be effective in actual delivery of spiritual care. In a re

search project by the Nurses Christian Fellowship (1970), it was 

found that patients recognize that nurses can assist them with their 
spiritual struggles by just listening. According to Murray and 

Zentner (1975), a nurse must listen carefully and ask questions to de
termine the patient's meaning of terms such as saved, sanctified,,etc.
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Authors Fish and Shelly (1978), and Ludemann (1968), stated 

empathy involves observation-collecting facts about a patient's 
affect, behavior, etc. They contended that by the nurse's ability 
to enter the spirit of another, the nurse can assess the patient's 
needs and provide effective nursing care. Authors Sheahan (1979), 
and Fish and Shelly (1979), stated that empathy is more 

instantaneous in a mature nurse.
Zeller (1967), claimed that involvement or personal commitment 

is missing from many lives and it is involvement that gives meaning 
to human relationships. According to Fish and Shelley (1978), if 
nurses have a commitment to caring for the whole person then they 

cannot claim lack of competence, lack of interest, or lack of 

responsibility in the area of spiritual needs.

Specific Interventions. The nurse can make use of specific 
interventions that will assist in meeting the spiritual needs of the 
patient. According to authors Pilster-Pearson (1980), VanHeukelem 

(1979), Fish and Shelly (1978), Wessman (1978), Scott (1978), 
Pumphrey (1977), and Kelly (1975), these include the use of prayer, 
scripture, provision for the practice of religious customs, talking 
about specific spiritual concerns, and referrals to the clergy. A 
thesis on nurses' responses to patients' spiritual needs was 

conducted by Chance (1967). From a sample of thirty-seven nurses
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the researcher studied a variety of nursing actions to meet 
spiritual needs of patients. The researcher reported that 

conversation, listening, encouragement and prayer were the most 
frequently used methods of aiding patients spiritually.

A thesis on the spiritual needs of a hospitalized patient by 
Brown (1972), found that most patients wanted an offer of prayer by 
the nurse. In a study by Martin, Burrows, and Pomilio (1976), the 
researchers reported that 75 percent of the nurses stated they would 
feel comfortable reading the Bible or praying with a patient. 
However, according to the patients 50 percent of the nurses did not 

read the Bible or pray with them. A survey on the spiritual 

component in coping with breast cancer was done by Bertholf (1979). 
Many of the forty-seven females facing breast cancer that were 
interviewed reported that the nurses were too busy answering 

telephones, carrying out orders, distributing medications, etc., to 
be concerned with their spiritual needs. In fact 90 percent of 

these patients indicated that they had not received religious 
support from the nurses. . Kramer (1957), reported that five nurses 
out of a sample of eighty mentioned listening to the patient as an 
aid to spiritual fulfillment. Ten out of eighty nurses mentioned 
they knew different religious practices that affect medical therapy. 

Two nurses out of the eighty actually read religious literature to 

the patient. Only one out of the eighty mentioned she would pray
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with the patient. Only 30 percent of the nurses felt that they 
should determine if a spiritual need warranted referral to the 
clergy and initiate action for it. According to Fish and Shelly 
(1978), part of the difficulty in defining the role of. nurses in 
spiritual care, as distinct from the role of the clergy, is that 
both roles are in transition. Both nurses and clergy feel insecure 
about meeting the spiritual needs of the hospitalized patient. The 
authors think that as both the clergy and the nurse become more 
confident and aware of their separate contributions to spiritual 

care, they can begin to work together. From these various 

viewpoints mentioned the researcher is assuming that the critical 

care nurse is not utilizing the clergy as a major resource in actual 
delivery of spiritual care. It seems apparent that the nurse cannot 
give spiritual care unless she perceives its importance as part of 

her role.

SUMMARY OF REVIEW OF LITERATURE 

A review of the literature indicated that many authors are 
aware of the fact that the concept of health is changing to mean 
wholeness. Thus, much has been written on the integration of the 

whole man. The bio-psychsocial aspects of human nature have been 
extensively defined and developed. From the literature review one 

may assume that much has been written on the spiritual aspects of
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man as well. However, a closer review will indicate much of what 

has been written is from a religious viewpoint with little or no 
emphasis on scientific investigations. The absence of scientific 
inquiry reflects a philosophical view which holds the spiritual 
aspects of man as unscientific and therefore irrelevant. Although 
there has been an absence of scientific inquiry into the spiritual 
aspects of man, the researcher believes a fertile field for 

scientific inquiry lies within reach. The researcher has attempted 
to utilize the symbolic interactionist theory and the niirsing 

process as an initial step in developing a growing body of 
theoretical knowledge in studying nurses’ perception of their role 
in spiritual care. From the review of literature some documentation 

was found utilizing the symbolic interactionist theory in the area 
of role theory, reference-group theory and self-theory. Recently

Ithere has been a rhetoric effort to incorporate the nursing process 

into the symbolic interactionist theory.
The studies that were reviewed in the literature did not 

incorporate a theoretical and/or conceptual framework to 
scientifically study the spiritual aspects of man. Studies which 
haye been conducted in the area of spiritual care have largely been 

based upon descriptive research. These studies have shown that 
nurses think spiritual care should be a part of the nursing 

responsibility. This appears to be a rather broad generalization
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for it remains questionable how or if nurses do perceive their own 
role in spiritual care. It was found that a majority of the nurses 
in these studies felt inadequate in assessing a patient’s spiritual 
need. Furthermore, these studies have indicated that nurses were 
not actively involved in the delivery of spiritual care. Recently 
there have been rhetoric' efforts to assist the nurse with assessing, 
interpreting, and evaluating spiritual needs of patients. However, 

rhetoric does not get the job done. The researcher was unable to 
locate any research that has been done utilizing this rhetoric in 

nursing inservice programs, nursing academic curriculums, etc.

From the survey of available literature, it was also not 

possible to locate a tool which could be used to study if nurses 

recognize and accept their responsibility in administering to the 
spiritual needs of the patient. The fact remains that unless a 

nurse perceives spiritual care as part of his/her role, he/she will 
not be motivated to seek assistance in this area.

Related studies were reviewed which have found that patients 
believed nurses could be a help in meeting their spiritual needs.

’ ' I
Patients further expected the nurse to be responsible for assisting 
them in meeting their spiritual needs. However, the patient in 

these studies exclaimed that nurses were not actively involved in 
meeting their spiritual needs. The patients reported that the 

nurses were too busy carrying out orders, answering telephones, 
etc., to be concerned with their spiritual needs.



Chapter 4

RESEARCH METHODOLOGY

Overview
Presented in this chapter are the methods by which the problem of 

describing how critical care nurses perceive their role in spiritual 
care were operationalized. The assumptions, design and research 
procedures including research tool, sample, data collection methods, 
and data analysis methods are discussed.

• t

Assumptions

The researcher's basic assumptions in the way the critical care 
nurses perceive their role in spiritual care are:

1. Critical care nurses who have religious background are often 
in a position to understand patients spiritual struggles and. 
are often more knowledgeable about how to help than critical 
care nurses without a religious background.

2. More experienced critical care nurses will be able to define 
their role in spiritual care more clearly than less 
experienced critical care nurses.

3. More educated critical care nurses will be able to define 
their role more clearly than less educated critical care 
nurses.

4. Critical care nurses who work in a Catholic hospital will 
want further education in meeting spiritual needs in 
patients than those critical care nurses who work in a Non- 
Catholic hospital.

5. Critical Care nurses who work in a Catholic hospital are 
more likely to think that the nurse has a responsibility to
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to assess patients' spiritual needs than critical care 
nurses working in a Non-Catholic hospital.

6. Critical care nurses working in a Catholic hospital are more 
likely to have been trained in a religious affiliated school 
than those nurses working in a Non-Catholic hospital.

7. Critical care nurses are not incorporating the patient's 
religious practices, spiritual needs, etc. on the nursing 
care plan or Kardex.

8. The more critical care nurses perceive their role in 
spiritual care the more they will indicate that a nursing 
history form should contain a spiritual portion.

9. Critical care nurses are not communicating patient's 
spiritual needs to clergymen and/or spiritual leaders.

Research Design and Procedure
This, study was descriptive in design utilizing a selfdesigned 

questionnaire to gather information. The extraneous variables were: 
age, sex, experience in the practice of nursing, experience in 

critical care nursing, hours employed in critical care areas, whether 

or not the critical care nurse was employed by a Catholic hospital or 
Non-Catholic hospital, educational preparation and if this preparation 
was religious affiliated. These extraneous variables were controlled 

through statistical analysis and were included in the questionnaire. 
The questionnaire method of data collection was chosen by the 

researcher because of the ease in administration and analysis and 
accessibility to the sample that is provided. In early 1981 the 

researcher interviewed a Catholic and Non-Catholic clergyman
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concerning the subject of this study to decrease the introduction of 
bias in the development of a questionnaire. From information and 
suggestions obtained from these interviews, and from questions 

borrowed from Shaw and Wright (1967), and Fish and Shelly (1978), a 
questionnaire was constructed. A pilot study was done in February 
1982 to screen the questionnaire content and organization of items. 
Thirty percent of the sample size, twelve registered nurses 
voluntarily participated in the pilot study. Feedback on the tool was 
requested. Following this a few revisions of item organization were 
made. From the pilot study it was determined that there was not a 

need to revise any of the content and that the questionnaire was ready 

for use.

Sample. The target population chosen for this study were all 
registered nurses working in an intensive care area or critical care 
area in two acute hospitals in Great Falls, Montana. Nurses in the 

intensive care nursery have been excluded. The target population of 
critical care or intensive care nurses working at the non-Catholic 

hospital numbered 38. The target population of the critical care or 

intensive care nurses working at the Catholic hospital numbered 32. 

There was no attempt to randomly select nurses, A sample size of 41 
registered nurses working in a critical care area tool part in the . 
study, 25 from a Catholic hospital and 16 from a Non-Catholic
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hospital.

Data Collection Methods. In November 1981, the researcher met with 
the critical care coordinators from both hospitals. This was 

initiated to clarify the purpose of the study, ask for their 
assistance, regarding the, fate of questionnaires returned and locate a 
strategic place to leave boxes as containers for completed 
questionnaires. For the next two days the researcher went to the 
critical care and/or intensive care units at both hospitals to,meet 

with the registered nurses at each change of shift report. The 
purpose of the study was explained and their voluntary participation 
was requested. A cover letter was attached to each questionnaire to 

reiterate the purpose of the study and that participation was 
voluntary and anonymous. A space was provided for the participant to 
write their name and address if they wanted a summary of the findings 

(Appendix B).
The researcher left the questionnaires and boxes in the critical 

care areas for three weeks. At the end of each week the.researcher 

emptied the boxes. The completed questionnaires were color coded to 

differentiate whether or not the registered nurses worked in a 

Catholic or Non-Catholic critical care unit.

Data Analysis. Statistical means and methods are used to test the 

stated assumptions. Results from the questionnaire are displayed in
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percentages and cross-tabulation tables. Significance was calculated 

by the use of chi-square, which is the standard test of statistical 

significance used throughout this report. ,The chi-square test of 
independence was used to test the data to determine how critical care 
nurses perceive their role in spiritual care. Furthermore, whether or 
not a significant relationship existed between content items and 
Assumptions between those critical care nurses working in a Catholic 
hospital to those critical care nurses working in a Eton-Catholic 
hospital. All of the computed statistical values were compared to the 

appropriate critical values at the .05 level of significance. In the 
next chapter these statistical means and methods are reviewed in 
greater depth and the analysis of the findings are reported.

Protection of Human Rights

The human rights requirements of Montana State University were 
met. Questionnaire recipients were informed through a cover letter 

(Appendix A) that participation was voluntary, confidentiality would 
be maintained and their identities would not be revealed. The 
research committee of the local hospital also approved the study.

Summary

As indicated by the overview, this study proposed to describe how 

critical care nurses perceive their role in spiritual care. This 

chapter discussed the researchers basic assumptions and outlined the
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descriptive design of this study.
To accomplish the purpose of the study a questionnaire was self- 

designed to obtain critical care nurses perceptions of their role 
whether or not employed by a Catholic or Non-Catholic hospital. Also 
discussed were sample selection, data collection and data analysis

methods.



Chapter 5

ANALYSIS AND RESULTS

Overview
The purpose of this study is to determine how critical care, 

nurses perceive their role in spiritual care. Furthermore whether or 

not significant relationship could be made between those critical care 

nurses working in a Catholic hospital to those critical care nurses 
working in a Non-Catholic hospital.

This chapter describes the statistics employed to analyze the 
data. Analysis and results of the data from the questionnaire are 

also reported.
Section I of the questionnaire dealing with demographic data will

j
be reported in tabular form. Sections II and III of the questionnaire 

will be handled in two ways. First, an overview of critical care 

nurses’ responses will be presented by reporting the calculated number 
and percentages of subjects agreeing or disagreeing with the content 
items in tabular form. If.the nurse from the sampled population only 
partially answered questionnaire items requesting more than one 
response, the entire item was not used. Second, the results of the 

chi-square test used to survey the Assumptions of the study are 

reported in tabular form. In presenting the quantitative findings of 

this study, one should keep in mind that the descriptive statistical
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method of presentation is intended to summarize and describe the data 
only and is not construed as providing a means for making inferences 
and drawing conclusions.

Percentage (%). The nominal and ordinal level data collected in this
2study were analyzed using percentage and chi-square (x ). The 

researcher chose to depict frequencies in terms of percentages to 
facilitate the comparison of frequency distributions of unequal sizes. 

According to Kviz and Knaft (1980), it is appropriate for investi

gators to convert table frequencies to percentages when they are 

comparing sets of data from an unequal number of cases. Furthermore 
the authors believe cumulative frequency or percentage distributions 
can facilitate comparisons between sets of data.

2Chi-Square (x ). The researcher classified observations according to 
two or more dimensions simultaneously by use of cross-classification 
tables. According to Kviz and Knaft (1980), when one depicts compara
tive percentages or joint occurrence of variables, cross-classifica

tions can provide insights into how variables may be related regard

less if variables are quantitative or qualitative. The researcher 

applied the chi-square statistical.test to data presented in cross
classification tables. Chi-square is a statistical test commonly used 
when the researcher has nominal or ordinal level data and wants to 
determine if two or more phenomena relate to some degree. The
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chi-square test is not sensitive to the way in which the phenomena 
relates. Whenever one is dealing with nominal or higher level data 
that can be cast in a cross-classification table for purpose of 
determining if differences exist between or among sample groups, it is 
possible to calculate chi-square (Kviz and Knaft, 1980); The chi- 

square is computed by computing the observed frequency actually 
collected and the expected frequency if there were no relationship 
between the variables. The formula for computation is

' 2 _  (0-g.)_2x ■ E

Where 0 = observed frequency in each cell of table 
E = expected frequency in each cell.

If the agreement between the observed and expected frequencies is 
close the differences (O-E) will be small and consequently the chi- 

square will be small. If the divergence is large, however, the value 
of chi-square as computed from the formula will also be large. To 

increase some of the expected frequencies the researcher combined 
adjacent categories. According to Siegel (1956), this is appropriate 

when combinations can meaningfully be made and if there are more than 

two categories to begin with. . Before calculation chi-square, degrees 

of freedom and a significance level must be determined. Degrees of 
freedom for chi-square are determined by the size of the table: 

df = (R-l (C-I)
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Where R = number of rows in the table
C = number of columns in the table.

Level of significance is the cut off point at which probability is 
small enough that one is able to say a relationship exists between 
phenomena. In this study a level of significance of .05 was used 
(p < .05). Some of the data analyzed revealed that although the 
relationships were not significant at the .05 level there were small 
relationships which were approaching significance at this predeter
mined critical value. Whenever it became apparent that the relation

ships were small and approaching significance, the critical values of 
chi-square in which this relationship was considered significant were 

reported. Once the degrees of freedom, significance level and chi- 
square was determined, the probability was determined by using the 
statistical table which summarizes the chi-square sampling distribu

tion.

Demographic Data
The background data of critical care nurses employed in a 

Catholic hospital and Non-Catholic hospital are summarized in Table I . 
and Table 2 respectively. The data revealed that both groups of 
nurses were comparable in age. Non-Catholic hospital critical care 
nurses showed a higher level of experience in a critical care area 

than Catholic hospital critical care nurses. Furthermore 75 percent



Table I. Demographic Table of Critical Care Nurse Population in Catholic Hospital
N=25

Age:
30 years or less 17a (68%)b
31 years or.more 8 (32%)

Sex:
Male 3 (12%)

Female 22 (88%)

Experience in the practice of nursing:
Less than 5 years. 12 (48%)
5 years or more 13 ' (52%)

Experience in a critical care area:
Less than 6 months I (4%)
6 months - 3 years 13 (52%)
over 3 years 11 (44%)

Hours Employed in a Critical Care Area:
Part-time 12 (48%)
Full-time 13 (52%)

Graduate of:
A.D. or diploma in 

nursing 16 (64%)
B.S. in nursing 9 (36%)
M.S. in nursing 0

Personal Religious Preference:
Catholic 13 (52%)
Christian I (4%)
Lutheran 3 (12%).
Methodist I . (4%)
None 3 (12%)
Protestant 2 (8%)
Seventh Day Adventist 2 (8%)

aValues to the left of parentheses indicate the number responding to the item. 
^Numbers in parentheses indicate percentage values.



Table 2. Demographic Table of Critical Care Nurse Population in Non-Catholic Hospital
N=16

Age:
30 years or less ioa - (62%)b
31 years or more 6 (32%)

Sex:

Male 0

Female 22 (100%)

Experience in the practice of nursing:
Less than 5 years 7 (44%)
5 years or more 9 (56%)

Experience in a critical care area:
Less than 6 months 4 (25%)
6 months - 3 years 3 (19%)
over 3 years 9 (56%)

Hours Employed in a Critical Care Area:
Part-time 4 (25%)
Full-time 13 (75%)

Graduate of:
A.D. or diploma in
nursing 7 (44%)

B.S. in nursing 9 (56%)
M.S. in nursing 0

Personal Religious Preference:
Catholic 8 (50%)
Christian I (6%)

. Episcopalian I (6%)
Lutheran 3 (19%)
Methodist 2 (13%)
None I (6%)

aValues to the left of parentheses indicate the number responding to the item. 
b '.Numbers in parentheses indicate percentage values.
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of nurses from the Non-Catholic hospital were employed full-time in a 
critical care area compared to only 52 percent of nurses from the 
Catholic hospital. The tables demonstrate that the largest majority 
of critical care nurses sampled from the Non-Catholic hospital were 
graduates of B.S. in Nursing whereas the largest majority of nurses 

sampled from the Catholic hospital were graduates of A.D. or diploma 
school of-nursing. An overwhelming majority of the critical care 
nurses sampled indicated a religious background.

Overview of Critical Care Nurses' Responses to Content Items

An overview of critical care nurses' responses by number and per
centages are presented in the following tables. A few speculative 
comments and comparisons were made based upon the results of the data.

Critical care nurses' responses to Section II of the question
naire are presented in Table 3. Twenty-six of the forty critical care 
nurses sampled, or 65 percent, agreed that the content of various 

religious doctrines was unimportant. They indicated that what really 

matters was that they help those who believe in them. Further 
analysis revealed that of the critical care nurses sampled, 88 percent 
indicate they did not think patients' beliefs about God were too 

personal to discuss with them.
Some cues which have helped the critical care nurses recognize 

spiritual needs of patients are presented in Table 4. The data

j
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Table 3. Overview of Responses by Percentage of Total Responding to 
Particular Content Items in Section II of Questionnaire.

Content Items
Strongly Un- Strongly
Agree Agree decided Disagree Disagree

I. Private prayer is one of 
the most important and 
satisfying aspects of my a b
religion. N=I 13 (32%) 20(49%) 5(12%) 3(7%) 0

5. The content of various 
doctrines is unimportant.
What really matters is 
that they help those who
believe in them. N=40 8(20%) 18(45%) 6(16%) 5(40%) 3(8%)

7. The critical care nurse 
in the unit that I feel 
closer to shares similar 
' attitudes towards deli
very of spiritual care.

N=38 0 18(47%) 15(40%) 4(11%) 1(2%)

12. A patient’s beliefs about 
God are too personal for 

' nurses to discuss with
them. N=40 0 2(4%) 3(8%) 30(75%) 5(13%)

15. Patients who are practi
cing members of a par
ticular faith have more 
of a need for spiritual 
care. N=41 0 5(12%) 4(9%) 24(59%) 8(20%)

aNumbers to the left of parentheses indicate response frequencies. 

^Numbers in parentheses indicate percentage values.
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Table 4. Percentage of Total Responding to Section 3:6 on the 
Questionnaire:

"Cues which helped nurses to recognize the spiritual needs 
of a patient."

N=41

Cues Response
Frequency Percentage

I was well informed from the 
patient's chart about the needs 
and practices of the patient's 
religion. 3 (7%)
Religious cards, articles and/or 
literature in the patient's room. 22 (54%)

My own religion. 14 (34%)
Patient expressed feelings such 
as depression, loneliness, guilt 
and/or anger. 31 (76%)

Other:
Communication with patient. I 
Discussion with family. 3 
Information from report. I 
Patient asked. I 
When they tell me. I 7 (17%)
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revealed that the most obvious cue is when the patient expresses 
feelings such as depression, loneliness, guilt and/or anger. . Inter
estingly enough, this particular cue also demands the most interaction 
between the patient and nurse. Although speculative, this finding 
tends to lend support to the trend that nurses are beginning to
recognize that patients' spiritual needs are an area worthy of their

■ 1
assessment and intervention rather than too personal to discuss.

Many nursing authors have advocated including a spiritual 

portion, which would provide further documentation of religious needs 
and practices other than just notation of religious affiliation on the 

nurse history form (Stoll, 1979; Bertholf, 1979; Fish and Shelly, 

1978). However, the researcher was unable to find any documentation 
that has been done to analyze what religious needs and practices of 
the patient, nurses might feel appropriate to include in a spiritual 

portion on the nurse history form. After reviewing the literature and 

interviewing two clergymen for possible items to include a list was 
compiled as presented in Table 5. The four most important religious 

needs and practices deemed appropriate by nurses were religious af

filiation, whether or not their spiritual leader had been notified, 
description of important religious practices, and how the nurses could 

help in carrying out the patient's faith.
Table 6 reports spiritual interventions that are deemed 

appropriate by nurses. The two most frequent used methods of aiding



66

Table 5. Patient Religious Practices and Needs that Critical Care 
Nurses Deemed Appropriate to Document in the Spiritual 
Portion on the Nursing History Form.

N=41

Patient Religious Practices and Needs Response
Frequency Percentage

Religious affiliation 41 (100%)
Significance of God9 prayer and 
worship in their lives. 5 (12%)
Religious practices that are important 
to them. 27 (66%)

If their suffering has made any 
difference in being able to meet 
their religious practices. 11 (27%)

Religious books or symbols that, are 
helpful. . 23 (56%)

If their spiritual leader has been 
notified of their hospital admission. 36 (88%)

How the nurse can help in carrying 
out the patient's faith. 25 (61%)

Other. O (0%)
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Table 6. Spiritual Interventions Deemed Appropriate by Nurses

N=39

Description of Nurse's Activity Response Percentage
Frequency

Refer patient to spiritual leader. 34 (87%)
Talk to a patient about God and 
religious beliefs. 20 (51%)
Pray with and/or read scripture 
to a patient. 17 (44%)

Encourage the patient to talk 
about anything that is significant 
to him including God and his 
religious beliefs. 33 (85%)

Obtain scripture or other 
religious material for the 
patient. 19 (49%)

Other. 0 (0%)



68

patients spiritually are; refer a patient to their spiritual leader, 
and encourage the patient to talk about anything that is significant 
to him, including God and their religious beliefs. Although 

speculative, it would appear that nurses are thinking they have a 
shared responsibility with spiritual leaders to aid patients 
spiritually.

Relationship of Questionnaire Content Items to Assumptions

Content items pertaining to the Assumptions of the study are
' i I

presented in the following tables. Some tables contain the number and 
percentages of critical care nurses responding to the scale of 

particular content items. Other tables include the calculated value 

of chi-square, the critical value of chi-square, the degrees of 

freedom, the level of significance, and comments on the significance 
or non-significance of each item to the assumption.

Summary
This chapter presented the analysis and results of the study.

The final sample consisted of 25 critical care nurses from a Catholic 

hospital and 16 critical care nurses from a Non-Catholic hospital.

The demographic data showed that Non-Catholic hospital critical 
care nurses had more experience in a critical care area as well as the 
largest majority of B.S.N. graduates. Of the total critical care 

nurses in the sample 90 percent indicated a religious background
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Table 7. Number and Percentage of Total Critical Care Nurses Sampled 
at Two Acute Care Hospitals Responding to Section 1:7 on 
the Questionnaire:
"Personal Religious Preference."

N=41

Value Category Total of Critical 
Care Nurses Sampled

Catholic 21a (51%)b .
Christian 2 (5%)
Episcopalian I (2%)

Luthern 6 (15%)

Methodist 3 (7%y

None . 4 (10%)

Protestant 2 (5%)
. Seventh Day Adventist 2 (5%)

aValues to the left of parentheses indicate the number.

cNumbers in parentheses indicate the percentage value.
Comparison: From the total sample at the two acute care hospitals 10

percent indicated that phey did not have a personal 
religious background.

Decision: Ten percent of the total sample was too small a percent
age of nurses indicating no religious background to 
measure with the other 90 percent indicating a religious 
background.
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Table 7 Continued.
Comments: The table reveals that 90 percent of the total critical 

care nurses in the sample indicate a religious.back
ground. For further speculation the researcher 
analyzed total responses of critical care nurses,. with 
a religious background, on Section 2:3 of the question
naire to responses on Section 2:16 of the questionnaire. 
(Table 8).

Assumption: I. Critical care nurses who have religious background 
are often in a position to understand patients' spiritual 
struggles and are often more knowledgeable about how to 
help them, than critical care nurses without a religious 
background. .
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Table 8. Responses of Total Critical Care Nurses, with a Religious
Background, on Section 2:3 of the Questionnaire to Responses
on Section 2:16 of the Questionnaire.

N=37
Section 2:3
My ideas on religion have con
siderable influence on my views 
in other areas.

Agree Undecided Disagree
Section 2:16
A nurse has a Agree 21a (19)b 3 (3.5) I (2.5)
responsibility to 25
assess patients Undecided 3 (3) 0 (.5) I (1.5)
spiritual needs 4

Disagree 4 (6) 2 (I) 2 (I)
8

28 5 5 37

aNumbers to the left of parentheses indicate observed frequencies.
^Numbers in parentheses indicate expected frequencies.

2Comparison: Calculated value of^x = 5.59
Critical value of x , df = 4, = 9.49 at .05 level of 
significance.

Decision: Assumption I should not be totally rejected although a
comparison could only be made to the responses initiated 
by nurses with a religious background. It is apparent 
that the small population sampled is approaching a 
relationship that is significant. (Critical value of 
x , df = 4, = 4.88 at .3 level of significance.)

Comments: There was not a significant, but small relationship found
among those nurses of a religious background toward 
influence of religion in their life, and assuming 
responsibility to assess patients’ spiritual needs.
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Table 9. Comparison of Non-Catholic Hospital Critical Care Nurses'
Responses on Section 1:2 of the Questionnaire to Responses
on Section 2:13 of the Questionnaire.

N=16

Value
Category

Section 1:2
Over 3 6 months- Less than .
Years 3 Years 6 months

Section 2:13 
Nurses are too

Agree Ia (.6)b 0 (.1) 0 (.3)
busy to help 
with their

Un- ■ 
decided 0 (17) 0 (.6) 3 (.7)

patients
spiritual
needs

Dis
agree 8 (6.7) 3 (2.3) I (3) i

9 3 4 I
aNumbers to the left of parentheses indicate observed frequencies.

^Numbers in the parentheses indicate expected frequencies.
2Comparison: Calculated value of-x - 11.59

Critical value of x » df = 4, 9.49 at .05 level of 
significance.

Decision: Retain Assumption 2 for the critical care nurses sampled
at Non-Catholic hospital.

Comments: There was a significant relationship found between level
of critical care experience of Non-Catholic hospital 
nurses to helping patients with their spiritual needs.

Assumption: 2. More experienced critical care nurses will be able to
define their role in spiritual care more clearly than
less experienced critical care nurses.
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Table 10. Comparison of Catholic Hospital Critical Care Nurses'
Responses on Section 1:2 of the Questionnaire to Responses
on Section 2:13 of the Questionnaire.

N=24

Value
Category

Section 1:2
Over 3 6 months- Less than
Years 3 Years 6 months

Section 2:13 Agree 2a (1.8)b 2 (2) 0 (2)
Nurses are too 
busy to help 
patients with

Un
decided ■ I (1.4) I (1.5) I (.1) .

their
spiritual
needs.

Dis
agree 8 (7.8) 9 (8.5) 0 (.7)

11 12 I

aNumbers to the left of parentheses indicate observed frequencies.
^Numbers in parentheses indicate expected frequencies.

2Comparison: Calculated value of„x = 7.32
Critical value of x , df = 4, = 9.49 at .05 level of 
significance.

Decision: Assumption 2 should not be totally rejected for the
critical care nurses sampled at the Catholic hospital.
It is apparent that the population sampled is approach
ing a relationship that is significant. (Critical value 
of x , df = 4, = 5.99 at. .20 level of significance.)

Comments: Although not significant, a small relationship was found
between Catholic hospital nurses' level of experience, to 
helping patients with their spiritual needs.

Assumption: , 2. More experienced critical care nurses will be able to
define their role more clearly than less experienced
nurses.
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Table 11. Comparison of Non-Catholic Hospital Critical Care Nurses'
Responses on Section 1:3 of the Questionnaire to Responses
on Section 2:13 of the Questionnaire.

N=16

Value
Category

Section 1:3
B.S. Degree Associate Degree
or Higher or Higher

Section 2:13 Agree Oa C.5)b I (.5)
Nurses are too 
busy to help 
patients with

Un
decided 0 (1.5) 3

I

(1.5)
their
spiritual
needs.

Dis
agree 8 (6) . 4

3

(6)

8 8 16
aNumbers1 to the left of parentheses indicate observed frequencies.
bNumbers in parentheses indicate expected frequencies.

2Comparison: Calculated value of_x = 5.34
Critical value of x , df = 2, = 5.99 at .05 level of 
significance.

Decision: Assumption 3 should not be totally rejected. It is
apparent that the small population sampled is approaching 
a^relationship that is significant. (Critical value of 
x , = 2, = 4.60 at .10 level of significance.)

Comments: Althugh not significant a small relationship was found
between Nonr-Catholic hospital nurses' level of education 
to helping patients with their spiritual needs.

Assumption: 3. More educated critical care nurses will be able to
define their role more clearly than less educated
critical care nurses.
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Table 12. Comparison of Catholic Hospital Critical Care Nurses'
Responses on Section 1:3 of the Questionnaire to Responses
on Section 2:13 of the Questionnaire.

N=24

Value
Category

_________Section 1:3___________
B.S. Degree Associate Degree 
or higher or Diploma

Section 2:13 Agree Ia (1.5)b 3 (2.5)
Nurses are too 4
busy to help Un-
patients with decided I (1.1) 2 (1.9)
their . 3
spiritual Dis-
needs. agree 7 (6.4) 10 (10.6) 17

9 15 24
aNumbers to the left of parentheses indicate observed frequencies. .
bNumbers in parentheses indicate expected frequencies.

2Comparison: Calculated value of_x = .388
Critical value of x , df =2, = 5.99 at .05 level of 
significance.

Decision: Reject Assumption 3 for the critical care nurses sampled
at the Catholic hospital.

Comments: There was not a significant relationship found between
Catholic hospital nurses level of education to helping 
patients with their spiritual needs.
3. More educated critical care nurses will be able to 
define their role more clearly.than less educated 
critical care nurses.

Assumption:
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"Would you like further education in meeting spiritual 
needs of patients?"

Table 13. Number and Percentage of Critical Care Nurses in Two Acute .
Care Hospitals Responding to Section 1:13 on the Question- .
naire: ■ .

N=41

Value
Category

Catholic Hospital 
Critical Care 
Nurses N-25

Non-Catholic Hospital 
Critical Care Nurses 

N=16

YES 13a (52%)b 13 (82%)

NO 12 (48%) 3 (18%)

aValues to the left of parentheses indicate the number.

^Numbers in the parentheses indicate percentage value.
Comparison: The data revealed that close to half of the critical care

nurses sampled from the Catholic hospital did not want 
further education in meeting patients' spiritual needs. 
However, an overwhelming majority of the Non-Catholic 
hospital nurses (82 percent) indicated affirmative ■ 
responses.

Decision: Reject Assumption 4.
Comments: The researcher decided further analysis was necessary to

determine if the Catholic hospital critical care nurses 
were satisfied with the manner in which they were meeting 
patients’ spiritual needs. If this was indicated it • 
could possibly help .!explain why such a large majority did 
not want further education in meeting spiritual needs.

. (Table 14).
Assumption: 4. Critical care nurses who work in a Catholic hospital

, will want further education in meeting spiritual needs in 
patients than those critical care nurses who work in a 
Non-Catholic hospital.
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"Are you satisfied with the way you meet spiritual needs of 
patients?"

Table 14. Number and Percentage of Critical Care Nurses in Two Acute
Care Hospitals Responding to Section 1:12 on the
Questionnaire:

N=41

Value
Category

: Catholic Hospital 
Critical Care 
Nurses N=25

Non-Catholic Hospital 
Critical Care Nurses 

N=16

YES 12a (48%)b 9 (56%)

NO 13 (52%) 7 (44%)

aValues to the left of parentheses indicate the number.

^Numbers in the parentheses indicate percentage value.
Comparison: The data revealed that close to half of the critical care

nurses sampled from the Catholic hospital were satisfied 
with the manner in which they were meeting patients' 
spiritual needs.

Decision: This finding adds to the speculation that those critical
care nurses from the Catholic hospital who did not want 
further education were satisfied with their manner of

, meeting patients' spiritual needs.

Comments: Interestingly enough the same majority of critical care
nurses from the Catholic hospital indicating they did not 
want further education, stated they were satisfied with 
. the way in which they were meeting patients' spiritual 
needs.
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"A nurse has a responsibility to assess patients' spiritual 
needs.".

Table 15. Catholic Hospital Critical Care Nurses and Non-Catholic
Hospital Critical Care Nurses Responding to Section 2:16
on the Questionnaire:

N=41

Value
Category

Catholic Hospital 
Critical Care 
Nurses N=25

Non-Catholic Hospital 
Critical Care Nurses 

N=16

Agree

Un-

14a (16.4)b 13 (10.6)
27

decided

Dis-

6 (3.7) 0 (2.3)
6

agree 5 (4.9) 3 (3.1) 8

25 16 41
aNumbers to the left of parentheses indicate observed frequencies.
^Numbers in parentheses indicate expected frequencies.

2Comparison: Calculated value of„x = 4.804
Critical value of x , df = 2» = 5.99 at .05 level of 
significance.

Decision: Assumption 5 should not be totally rejected. It was
apparent that the small population sampled was approach
ing a relationship that was significant. (Critical value 
of x » df = 2, =4.60 at .10 level of significance.)

Comments: Although not significant, a small relationship was found
between those critical care nurses employed at the 

. Catholic and Non-Catholic hospitals. It appears that the 
critical care nurses employed in the Catholic hospital 
were more likely to think that the nurse has a
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Table 15 Continued.

responsibility to assess patients' spiritual needs than 
critical care nurses working in a Non-Catholic hospital. 
However, a significant relationship had been found 
earlier in Non-Catholic hospital critical care nurses 
with more experience in a critical care area. These 
nurses thought that they had responsibility to help 
patients with their spiritual needs regardless of how 
busy they were (Table 9). The researcher felt that 
further analysis was necessary to delineate between "lip 
service" and actual delivery of patient care. To 
speculate further the researcher compared whether or 
not Non-Catholic hospital critical care nurses with more 
experience in a critical care area felt they should wait 
for the patient to initiate spiritual interaction (Table 
16).

Assumption: 5. Critical care nurses who work in a Catholic hospital .
are more likely to think that the nurse has a responsi
bility to assess patients' spiritual needs than critical 
care nurses working in a Non-Catholic hospital.
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Table 16. Comparison of Non-Catholic Hospital Critical Care Nurses'
Responses on Section 1:2 of the Questionnaire to Responses
on Section 2:8 of the Questionnaire.

N-16

Value
Category

.Over 3 
Years

Section 1:2 
6 Months- 
3 Years

Less than 
6 Months

Section 2:8 
The Nurse

Agree 2a (1.6)b I (.6) 0 (.8)

should wait Un- •
for the decided . I (2.3) 2 (.7) I (I)
patient to 
initiate Dis-
spiritual
interaction

agree 6 (5.1) 0 (1.7) 3 (2.2)

9 3 4

aNumbers to the left of parentheses indicate observed frequencies.
^Numbers in parentheses indicate expected frequencies.

2Comparison: Calculated value of_x = 6.03
Critical value of x , df = 4, = 9.49 at .05 level of 
significance.

Decision: There was no significant relationship between level of
experience of Non-Catholic hospital critical care nurses 
to waiting for the patient to initiate spiritual inter
action.

Comments: This finding adds to the significant relationship found
earlier in Non-Catholic hospital critical care nurses 
with more experience in a critical care area. It indica 
ted these Non-Catholic hospital critical care nurses 
thought not only that nurses should help patients with 
their spiritual needs * but actually were initiating 
spiritual interaction regardless of how busy they were.
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"Was school of nursing religious affiliated?"

Table 17. Number and Percentage of Critical Care Nurses in Two Acute
Care Hospitals Responding to Section 1:3 of the Question
naire :

N=41

Value
Category

Catholic Hospital 
Critical Care 
Nurses N=25

Non-Catholic Hospital 
Critical Care Nurses 

N=16

YES 8a (32%)b 5 (32%)
NO 17 (68%) 11 (68%)

aValues to the left of parentheses indicate the number.
bNumbers in the parentheses indicate percentage value.

Comparison: From the data it was interesting to note that 68 percent
of critical care nurses at the two acute care hospitals 
indicated their school of nursing had not been religious 
affiliated.

Comments: The same majority from the two acute care hospitals in
dicated that their school of nursing had not been 
religious affiliated. Therefore it was not possible to 
measure whether or not a relationship existed to the 
Assumption.

Assumption: 6. Critical care nurses working in a Catholic hospital
are more likely to have been trained in a religious 
affiliated school than those nurses working in a Non- 
Catholic hospital.
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\

"Have you identified a spiritual need as a problem on the 
Kardex or chart?"

Table 18. Number and Percentage of Critical Care Nurses in Two Acute
Care Hospitals Responding to Section 1:14 on the Question
naire :

N=41

Value
Category

Catholic Hospital 
Critical Care 
Nurses N=25

Non-Catholic Hospital 
Critical Care Nurses 

N=16

YES 8a (32%)b 6 (38%)
NO 17 (68%) 10 (62%)

aValues to the left of parentheses indicate the number.
^Numbers in the parentheses indicate percentage value.
Comparison: The data revealed that a large majority of critical care

nurses at the two acute care hospitals were not identify
ing spiritual needs on the patients' Kardex or chart.

Comments: The large majority of nurses indicated they were not
identifying spiritual needs on the Kardex or chart 
supports the Assumption.

Assumption: 7. Critical care nurses are not incoporating patients'
religious practices, spiritual needs, etc. on the nursing 
care plan or Kardex.
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N=41

Table 19. Comparison of Critical Care Nurses' in Two Acute Care
Hospitals Responses on Section 2:17 of the Question
naire to Responses on Section 2:16 of the Question
naire .

Section 2:17 The nursing history form should include 
a spiritual portion that identifies spiritual needs 
as well as religious affiliation.

Agree Undecided Disagree

Section 2:16 
A nurse has

Agree 21a (16.4)b 5 (5.3) I (5.3)
27

a responsi- Un-
bility to decided I (3.7) 3 (1,2) 2 (1.1)
assess 6
patients' Dis-
spiritual
needs

agree 3 (4.9) 0 (1;6) 5 (1.5) 8

25 8 8 41
aNumbers to the left of parentheses indicate observed frequencies.
^Numbers in parentheses indicate expected frequencies.

2Comparison: Calculated value of„x. = 19.967
Critical value of x s df = 4, = 9.^9 at .05 levql of 
significance. Critical value of x , df = 4, = 18.46 at 
.001 level of significance.

Decision: Retain Assumption 8.

Comments: There was a significant relationship found between those.
nurses indicating the nursing history form should have 
included a spiritual portion, to that of helping patients 
with their spiritual needs.

Assumption: 8, The more critical care nurses perceive their role in
spiritual care the more they will indicate that a nursing 
history form should contain a spiritual portion.



84

11A nurse should ask the patient if. he/she wishes to see a 
clergyman and/or spiritual leader and initiate action for 
it."

Table 20. Number and Percentage of Critical Care Nurses in Two Acute
Care Hospitals Responding to Section 2:11 on the Question
naire:

N=39

Value Critical Care
Category Nurses N=39

Strongly Agree 7a (18%)b
Agree 25 (64%)
Undecided 6 (15%)
Disagree I (3%)
Strongly Disagree 0 (0%)

aNumbers to the left of parenthese indicate the number. 
bNumbers in the parentheses indicate percentage value.
Comparison: The data revealed that a large majority of the critical

. care nurses (64 percent) at the two acute care hospitals 
thought about communicating patiepts' spiritual needs to 
clergymen.

Decision: Thinking about communicating patients* spiritual needs to
clergymen was not strong enough justification to support 
Assumption 9. Further analysis was necessary.

Comments: The researcher wanted to know if those nurses who
indicated they thought about asking a patient if they 
wanted to see a clergyman were actually referring 
patients to them (Table 21).

Assumption: 9. Critical care nurses are not communicating patients*
.spiritual needs to clergymen and/or spiritual leaders.
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Table 21. Comparison of those Critical Care Nurses in Agreement with 
Section 2:11 on the Questionnare to Section 3:1 on the 
Questionnaire.

N=32

/ Section 3:1 On an
average how often have 
you referred a patient 
to the hospital chaplain 
and/or spiritual leader?

Section 2:11 Value Critical Care Value
A nurse should Category Nurses N=32 Category
ask the patient 
if he/she
wishes to see 3 or > per month I (14%)
a clergyman Strongly 2 or < per month 3 (43%)
and/or Agree 7 (22%r Never 3 (43%)
spiritual
leader and 3 or > per month 3 (12%)
initiate 2 ox < per month 21 (84%)
action Agree 25 (78%) Never I (4%)
for it.

aValues to the left of parentheses indicate the number.
^Number in the parentheses indicate percentage vajLue.

Comparison: This data revealed that of the 78 percent critical care
nurses who thought about asking the patient if he wanted 
to see a clergyman, 96 percent were actually referring 
patients to them.

Decision: Reject Assumption 9 for the total of those critical care
nurses in agreement to Section 2:11 on the questionnaire.

Comments: . Table 16 indicated that Non-Catholic hospital critical
care nurses with more experience in that area thought, 
that nurses should help patients with their spiritual 
needs and actually initiated spiritual interaction 
regardless, of how busy they were. Thus, the researcher
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Table 21 Continued.

wanted to determine whether the group of hospital nurses 
that agreed to Section 2:11 were actually referring 
patients to clergymen (Table 22).

Assumption: 9. Critical care nurses are not communicating patients’
spiritual needs to clergymen and/or spiritual leaders.
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Table 22. Comparison Between Catholic/Non-Catholic Hospital Critical 
Care Nurses in Agreement with Section 2:11 on the Question
naire to Section 3:1 on the Questionnaire.

N=32

Value
Category

Catholic Hospital 
Critical Care 
Nurses N=20

Value
Category

Strongly
Agree 3a (15%)b

3 or > per month 
2 or < per iqonth 
,Never

0 (0%)
1 (33%)
2 (67%)

Agree 17 (85%)

3 or > per month 
2 or < per month 
Never

2 (12%) 
14 (82%) 
I (6%)

.

Value
Category

Non-Catholic 
Hospital Critical 
Care Nurses N=I2

Value
Category

Strongly
Agree 4a (33%)b

3 or > per month 
2 or < per month 
Never

1 (25%)
2 (50%) 
I (25%)

Agree 8 (67%)

3 or per month 
2 or < per month 
Never

I (13%) 
7 (87%) 
0 (0%)

aValues to the left of the parentheses indicate the number.

^Numbers in the parentheses indicate percentage value.
Comparison: Of the 15 percent Catholic hospital critical care nurses

z- who most strongly agreed that a nurse should ask the 
patient if he wished to see a spiritual leader, 67 
percent indicated they never referred a patient to a
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Table 22 Continued.

statement.

spiritual leader. Of the 33 percent Non-Catholic 
hospital nurses who most strongly agreed to the

75 percent reported that they had referred a patient to 
. a spiritual leader.

Decision; There was a significant difference between Catholic and 
Non-Catholic hospital critical care nurses to thinking 
about asking a patient to see a clergyman and actually 
communicating their spiritual needs to the clergyman.

Comments: This finding indicated these Non-Catholic hospital 
critical care nurses thought not only should nurses ask 
the patient if they wanted to see a clergyman, but 
actually were making patient referral? to the clergyman 
based upon their spiritual needs.
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leaving only 10 percent reporting that they did not have a personal 
religious background.

Analysis of the data revealed some interesting relationships. 
There was a significant relationship, at the .05 level of signifi
cance, between level of critical care experience of Non-Catholic 
hospital nurses to helping patients with their spiritual needs 
regardless of how busy they were. The data also revealed that these 
nurses thought they should help patients with their spiritual needs, 
but actually were initiating spiritual interaction regardless of how 

busy they were. There was also a significant relationship between 
those nurses who indicated the nursing history form should include a 
spiritual portion to that of helping patients with their spiritual 

needs. This particular relationship was found significant at the .001 

level of significance. Other data revealed a few small, but not sig

nificant, relationships. The following chapter will discuss the data 
in more detail as well as present some speculative comments and com

parisons.



Chapter 6

DISCUSSION

Overview

,The purpose of this study was to determine if critical care 
nurses recognize and accept their responsibility in meeting the 

spiritual needs of the patient. Furthermore whether or not significant 
relationship could be made between those critical care nurses working 
in a Catholic hospital to those critical care nurses working in a 

Non-Catholic hospital. This chapter will attempt to answer the 
research.question: How did the critical care nurses perceive their

role in spiritual care? Relevant findings from the data will be sum

marized as well as some speculative comments and comparisons to the

research question. Limitations of the study are itemized. The
/

implications for nursing and recommendations for further study are 
discussed.

Speculative Comments and Comparisons

Analysis of the data revealed, that the way nurses perceive their 

role in spiritual care is changing. Of 41 critical care nurses 
samples, 26, or 65 percent, agreed that the content of various religious 

doctrines was unimportant. They indicated what really mattered was 

that these doctrines helped those who believed in them. This finding 

did npt support what Kramer found in 1957. The researcher reported
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that only five nurses from a sample of eighty or 6 percent stated 

they would be tolerant of different religious doctrines. Fish and 

Shelly (1978), in various research projects for Nurses’ Christian 

Fellowship, reported that the major objection of most nurses in meeting 
the spiritual needs of patients was the feeling that a patient's 
relationship with God was a private matter into which they should not 
pry. In this study the researcher found 88 percent of the critical 

care nurses in the sample did not think patients' beliefs about God 

were too personal to discuss with them. Perhaps these data could be 
indicative of a futuristic trend, one in which nurses are beginning 

to concern.themselves about integrating the spiritual dimension of 
man into the biological and psychosocial dimensions.

Further analysis of the data revealed that religious background 
of the critical care nurse was influencing their role in spiritual 

care. Ninety percent of the total critical care nurses in the sample 
indicated religious background. From an analysis made of these 90 

percent critical care nurses with a religious background a small, but 

not significant, relationship was found with their religious back

ground to influencing the manner in which they perceive their role 

in spiritual care.
Of the entire sample of critical care nurses employed in the two 

acute care hospitals, 68 percent agreed that a nurse has a responsibilty 

to assess patients' spiritual needs. Moreover, a significant relation



92

ship was found.between those nurses indicating the nursing history form 

should include a spiritual portion, to helping patients with their 

spiritual needs. Although this significant relationship was found 

among the total sample of critical care nurses, 90 percent of this 
total have already indicated a. religious background. Due to the high 
level of significance found (p < .001) it !ended support to the survey 
conducted by Nelson (1977), which found religion tp be a major factor 
influencing the nurse’s role in actual delivery of spiritual care.

Also with such a level of significance, one can safely assume that 

these critical care nurses who felt it was their responsibility to 
assess patients’ spiritual needs also recognized a nursing history 

form needs to contain a spiritual portion.
Analysis of the total sample revealed only 13 percent indicating, 

that the nurse felt they felt closest to in the critical care area 

held different attitudes from their own towards delivery of spiritual 

care. Perhaps the large majority of nurses that indicted religious 
background were socially interacting with others of similar back

ground and attitudes. This would support.the basic premise of the 
symbolic interactionist theory offered by Mead (1934), that humans 
act toward things on the basis of the meaning things have for them 

which are derived from social interaction with one's own group.

. The results of the analysis of critical care nurses* responses 

to the content items on the questionnaire, suggested that a difference



93
existed between the nurses in the two acute care hosptials. Although 
the direction and strength of that difference was beyond the scope of 
this study it merits comment.

There was a difference for some reason between the manner in 

which Catholic hospital and Non-Catholic hospital critical care nurses 
perceive their role in spiritual care. A small but not significant 

relationship could only be calculated between Catholic hospital 
nurses' level of experience, to helping patients with their spiritual 

needs. A significant relationship was found, however, between level 

of critical care experience of Non-Catholic hospital nurses to helping 
patients with their spiritual needs regardless of how busy they were. 
Moreover, a small relationship that appeared to be approaching 

significance was found between these same nurses level of education to 
helping patients with theif spiritual needs. There was no relation

ship found between Catholic hospital nurses' level of education to 
helping patients with their spiritual needs. It was interesting to 

note that 56 percent of the Non-Catholic hospital critical care 
nurses had received a B.S. in nursing compared to only 36 percent of 

those nurses employed by the Catholic hospital. .

Data revealed the critical care nurses sampled at the two acute 

care hospitals were cognizant that nurses have a responsibility to 

assess for patients' spiritual needs. Further analysis of this data, 

however, revealed that Non-Catholic hospital nurses with more
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experience in a critical care area thought nurses should help patients 

with their spiritual needs and actually were initiating spiritual
i

interaction regardless of how busy they were. The reasons why the 
researcher was not able.to find a significant relationship with 
Catholic hospital critical care nurses to the manner in which they 

perceive their role in spiritual care are only speculative. Perhaps 

Catholic hospital critical care nurses were assuming that the religious 

order of Sisters were assessing patients’ spiritual needs and actually 

rendering spiritual care. Another possibility could be that nursing 
service administration in-the Catholic hospital employs critical care 
nurses who are more concerned with meeting patients' physical needs 
and carrying out doctors’ orders. Assuming the Catholic hospital is , 

administered by the religious order, perhaps they perceive their 

role as the spiritual care givers. If so, this would lend support 
to past religious influences in history which documented that nuns 
and sisters were concerned more with the souls of their patients than 

with their bodies (Donnelly, et al., 1980).

Limitations
The limitations of the study include the following:

I. There was not a reliable and validated assessment tool 
which measured nurses' perception.of their role in spiritual care. 

Subjective biases may have influenced the statements developed by
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the researcher.

2. The sampled group of critical care nurses from the two 
acute care hospitals were not selected randomly. Thus, they may have 
been atypical of Non-Catholic hospital and/or Catholic hospital 
critical care nurses with regard to how they perceived their role in 
spiritual care.

3. . Respondents may have tended to answer the way they felt 
the researcher expected them to answer.

4. Because of the limited number of available critical care 
nurses in this geographical area a small sample made it difficult to 

make some significant comparisons. Therefore the findings cannot be 

generalized to all critical care nurses in acute care hospitals.
5. The statistics employed to analyze the data demonstrates 

relationships but not the direction and/or strength of the relation
ship .

Implications and Recommendations

The data from this study have implications for nursing education 

as well as nursing service in acute care hospitals. Of the 61 percent 
Catholic hospital critical care nurses in this study, 52 percent 
indicated they would like further education in meeting spiritual needs 
of patients compared to 82 percent of the 39 percent Non-Catholic 

hospital critical care nurses. The data revealed that education may
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have a part in helping the nurse assess for spiritual needs. The 
researcher finds that this data suggests to nursing educators the 
desire of the critical care nurse for more education in meeting 

patients' spiritual needs. Many of these nurses that indicated they 

should asssess for patients' spiritual needs also indicated the 
nursing history form should include a spiritual portion. The 
researcher also finds that if a spiritual portion utilizing the items 
these nurses deemed appropriate to report was included in the nursing 
history form, a provision for further documentation of religious 

needs and practices would facilitate giving "holistic nursing care."

An implication for nursing service administration in acute care 
hospitals exists. Nurses should be assessing patients' spiritual 

needs and delegating it to appropriate spiritual leaders when they. 

feel uncomfortable in the role themselves. However, assuming that 

this responsibility is being carried out by the spiritual leaders 
during a patient's cirtical illness is not appropriate. Critical care 

nurses should be applying the nursing process to provide for spiritual 
care. A factor not addressed in this study that could prove interest

ing would be to measure the quality of spiritual care given by a 

critical care nurse during a patient's critical illness. Another 

interesting follow-up investigation would be how acute care hospitals' 
administration perceives nurses' roles in spiritual care. Are there 

any congruencies between administrators, supervisors, and/or personnel
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that, do the hiring, towards their expectations of nurses in the 
role of spiritual care?

In this study several.small relationships appear to be approaching 
significance. Obtaining a larger sample population would allow a 

researcher to employ the Pearson product-moment correlation coefficient 
This statistical measurement would tell a researcher not only that 

a relationship existed, but also the direction and the strength of 

that particular relationship. Subsequently a researcher would be able 

to summarize and describe the data and make inferences and conclusions 
(Siegel, 1956).

A thorough review of the literature revealed that there has not 

been a reliable and validated assessment tool which measured nurses' 
perception of their role in spiritual care. A reliable and validated 

assessment tool would give other nurse researchers a scaling device 

that would allow them to obtain interval level data. The interval 

scale is the first truly quantitative scale which gives the researcher 

the opportunity to utilize parametic statistics such as Pearson 
Correlations, etc. In such a case, nonparametic methods usually 

would not take advantage of all information contained in the research 
data (Siegel, 1956). Thus, another recommendation for further study 

would be to standardize this self-designed tool to measure nurses’ 

perception of their role in spiritual care.
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Summary

This chapter has presented speculative comments and comparisons 
of the findings, the limitations, the implications'and the recommenda
tions of this study. Data revealed that the critical care nurses 
sampled at the two acute care hosptials were cognizant that nurses 
have a responsibility for patients’ spiritual needs. How they perceive 
their role in spiritual care appeared to be related to the following: 
whether or not the nurse was employed by a Catholic or Non-Catholic 

hospital, level of experience in a critical care area, level of 
education, and religious background.

Limitations were discussed in the areas of sample, design, 
instrumentation, and the statistics employed. Implications were.made 

and presented for nursing education and nursing service administration. 

Suggestions were also made for further research into the area of 
spiritual care.
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Dear Registered Nurse:

Today's nurses have expanded into many roles. The role of the 
nurse in spiritual care is in transition. As partial fulfillment of 
the requirements for a Master of Nursing degree, I am conducting a 
study on critical care nurses' perception of their role in meeting the 

spiritual needs of patients. Your help, by taking the time to respond 
to the questionnaire, is needed for the completion of this study.

Attached is a questionnaire asking for your attitudes and opinions 
toward spiritual care. There are not any right or wrong answers. The 
questionnaire will take about 30 minutes to complete, qnd. I think you 

will find it interesting to do. My hope is that the results can be 

used as a building block for other studies which might explore ways to 
assist the nurse with spiritual need assessment.

All information from this questionnaire will remain confidential 

and anonymous and there will be no risk to you. Although participation 
is voluntary, your assistance will be deeply appreciated^ Please fill 

out this questionnaire and return it to the box in the critical care . 
unit provided for completed questionnaires. I would appreciate the 

return of the questionnaire as soon as possible. A summary of my 

findings will be sent to you upon request. (If you would like a 

summary wirite your name and address on the bottom of this letter and 
it will be filed separately from the questionnaire). Please feel
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free to contact me if you have any questions. 
Thank you for your help.

Sincerely,

Christine V. Wicks, R.N.
MSU Graduate Student 
Great Falls Extended Campus

Name
Address
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QUESTIONNAIRE

Section I

I. Number of Years in Nursing? 5 years or more
less than 5 years

2. How long have you been 
employed in a critical 
care area?

over 3 years 
6 months - 3 years 
less than 6 months

3. Graduate of;

4. Are you employed?

M.S. in Nursing 
B.S. in Nursing 
Diploma or A.D. in 

Nursing
Year of graduation 
Religious Affiliated

Full-time
Part-time

5. Your age?

6. Sex?

31 years or older 
30 years or less.
Male
Female

7. Personal Religious 
preference?

8. Have you been asked to perform
a role that violated your Yes
religious beliefs? No

9. Would you know who to Yes
contact to locate a No
communion set?

10. Do you know how to prepare
a.patient for the sacrament Yes 
of the sick? . No

11. Do you know how to administer
the sacrament of baptism to Yes 
to adults or children? No
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12. Are you satisfied with the

way you meet spiritual needs Yes
of patients? No

13. Would you like further
education in meeting 
spiritual needs in Yes
patients? No

14. Have you identified a
spiritual need as a problem Yes*
on the Kardex or chart? No

15. Do you know where the Yes
hospital chapel is No
located?

16. a. the hospital Yes
chaplains' office? 1 No

17. Has a clergyman and/or
spiritual leader asked you 
about any spiritual needs Yes
that your patients may have? No

18. Are there Sunday Services Yes
offered in the hospital? No
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Instructions: Please circle the X under the column that best describes
how you feel about the statement on the corresponding line.

Section 2.

1. Private prayer is one of the 
most important and satisfying 
aspects of my religion.

2. illness stems from sin.

3. My ideas on religion have 
considerable influence on my 
views in other areas.

4. God exists in all of us.

£
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X X X X X

X X X X X  

X X X X X

X X X X X
5. The content of various doctrines X X  X X X

is unimportant. What really
matters is that they help those 
who believe in them.

6. A man ought to be guided by what X X X  X X
his own experience tells him is
right rather than by what any 
institution such as the church 
tells him to do.

7. The critical care nurse in the X X  X X X
unit that I feel closer to, shares 
similar attitudes towards delivery 
of spiritual care..

The nurses should wait for the 
patient to initial spiritual 
interaction.

X8 X X X X
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9. A person who Is ill thinks X X X  X X
mote about his relationship
with God.

10. Nurses are not qualified to X X X  X X
help patients meet their
spiritual needs.

11. A nurse should ask the patient X X X X X
if he/she wishes to see a
clergyman and/or spiritual 
leader and initiate action 
for it.

12. A patient's believe about God X X X X  X
are to personal for nurses to
discuss with him.

13. Nurses are too busy to help X X X X X
patients with their spiritual
needs.

14. Nurses who talk about God with - X  X X X X
patients are trying to convert
them.

15. Patients who are practicing X X  X X X
members of a particular faith
have more of a need for 
spiritual care.

16. A nurse has a responsibility X X X X X
to assess patients' spiritual
needs.

17. The nursing history form should X X X . X X
include a spiritual portion that
identifies spiritual needs as 
well as religious affiliation.

Un
de
ci
de
d
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1. On an average how often 
have you referred a patient 
to the hospital chaplain 
and/or spiritual leader? '

2. When caring for my patients 
I note their religious 
affiliation on the chart
or records.

3. My personal religious 
beliefs are:

Section 3.

4. How aware are you as to 
the religious rites and 
procedures in the various 
denominations concerning 
illness and death?

5. Nurses could begin sharing 
with co-workers- the problems 
and/or joys of incorporating 
spiritual care at:

6. What are some things which 
help you to recognize the 
spiritual needs of a 
patient?

Three or more per month 
Two or less per month■ 
Never

Almost always
Sometimes
Seldom

Very important 
Somewhat important 
Not especially important

Much knowledge 
Some knowledge 
Little knowledge 
No knowledge

Staff meetings
Change of shift reports
Both
0 ther____________________

____  Please explain
1 was well informed from the ■

patient's chart about 
the needs and practices 
of the patient's religion 

Religious cards, articles 
and/or literature in 
the patient's room.

My own religion.
Patient expressed feelings 

such as depression, 
loneliness, guilt 
and/or anger.

0 ther_____ __________
Please explain
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Instructions: Please place a check mark before the following
statements that you feel are pertinent to include in the spiritual 
portion of the nursing, history form.

Religious .affiliation. ______
Significance of God,

prayer and worship
in their lives. _______

Religious practices that
are important to them. _______

If their suffering has 
made any difference 
in being able to meet 
their religious 
practices. .

Religious books or
symbols that are 
helpful. ,

' If their spiritual
leader has been noti
fied of their hospital 
admission. ' .

How the nurse can help 
in carrying out
patient’s faith _______

Other

Please explain
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Instructions: Following the hypothetical situation, please place
a pheck mark before the following statement that you feel is most 
appropriate.
Mr. Thomas is admitted to the unit with a tumor on the right side 

of his brain. He is to have.surgery in the A.M. The nurse 
noticed NOP (No Religious Preference) typed next to religious 
affiliation. As the nurse entered the room the patient made the 

pomment, "God is punishing me." "What did I do to deserve this?" 

"Why me?"

Notify doctor of patient’s
anxiety and depression.

Ask.the patient if he wishes 
to see his spiritual 
leader and initiate 
action for it.

Realizing the patient does 
not.have a religious 
preference the nurse 
begins to share her. 
religious beliefs.

The patient may desire 
communion.

Other

Please explain
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9. Instructions: Please place a check mark before the following
statements that you feel are appropriate ways a nurse may give 
spiritual care to patients.

Refer patient to a spiritual
leader. __

Talk to a patient about God
and religious beliefs. - __

Pray with and/or read scripture
to a patient. __

Encourage the patient to talk 
about anything that is 
significant to him including
God and his religious beliefs.__

Obtain Scripture ar other
religious material for
the patient. •__

O t h e r ______________________

Please explain

10. Instructions: The following types of spiritual needs have been
expressed by hospital persons. Using the numbers I to 6, please 
rank them in order of importance to you, I being most important 
and descending in order to 6 being least important to you.

Relief from fear or death _______
Prayer _______
Purpose and meaning in

what is happening to 
them including know- / 
ledge of God's pre
sence. _______

Expression of caring and 
support from family, 
nurse, and/or clergy-
•man. _______

Sacraments, communion,
religious practices. _______



I

11. Instructions: Following the hypothetical situation please rank the
responses of the nurse in order of importance to you, I being the 
most important and descending in order to 5 being the least 
important to you.
D. Livingstone was a protestant minister who was admitted to the

unit in severe pain, nauseated and vomiting and at times behaving

irrationally. From the nursing history form the nurse noted that
the patient felt prayer to be helpful when faced with fear and

helplessness. He would throw his full emesis basin acrops the
■ room each time he vomited. ,After the fourth bout of cleaning up

the patient, and the room, the nurse should:
Call the doctor to increase his 

medication for nausea and
sedation. _______

Assess the need for pastoral 
counseling and initiate 
action for referral to 
the hospital chaplain
and/or his spiritual leader. '_______

Offer words of prayer in front
of the patient. _______

Realize the value of prayer
to the patient and write

121  .

on the nursing care plan
in the Kardex:

patient has ‘ Pray
been deeply with
religious, but patient
feels that God PRN
is far away from
him at this time

Communicate situation at
change of shift report.

4 .
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12. Instructions: Following the hypothetical situation, please raiik
the responses of the nurse in order of importance to you; I being 
the most important and descending in order to 5 being least 
important to you.
Mr. Johnson was 'a 28 year old father of two children. He has been 
recently diagnosed with spinal meningitis. He was in an isolation 

room in the critical care unit. As the nurse interacted with him, 
she learned that he felt this illness was punishment from God for 

"all my past sins, but I don't know what I did. I guess God is 

against me."
Later he expressed s longing to really know that God loves

him. The nurse noticed a Bible on his bed stand.
"I don't think God is punishing 

you for sins you don't 
remember."

"May I read a few verses from 
your Bible which may 
help answer these
questions?" _______■

"You seem sad today, Mr.
Johnson." _______

"What can I do to make you
feel better?" _____ _

Chart that patient appears 
to have a sense of 
guilt/shame, _______
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