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ABSTRACT

It is common for the nurses in ICU to deal with critical health problems
and with patients at risk of dying by providing them with immediate skillful nursing
care and critical care technology. There is a growing concern that holistic caring is not
adequately emphasized and practiced in ICU. This study aimed to develop Islamic
based caring model for critically ill patients in the Intensive Care Unit (IBC-ICU) in
order to promote harmony of life. The action research approach was used to develop
the model. The Islamic caring theory according to Barolia and Karmaliani’s theory was
used to guide this study. There were 24 nurses as the key participants, 14 patients and
their family caregivers as associate participants recruited to the study. Data were
gathered using focus group discussions, interviews, field notes, observations, and
questionnaires. The data were analyzed by using inductive content analysis.

There were two cycles of the model development; the capability
building to increase awareness, knowledge and improving the caring practice; and the
strengthening caring practice for sustaining the Islamic based caring model. The IBC-
ICU composed of four core values: healing presence, caring relationship, caring
environment, and faith in God. These core values and the five dimensions of Islamic
concepts were integrated into the caring healing process using action research approach
in assisting the critically ill patients to achieve harmony of life. In enhancing harmony
of critically ill patients based on IBC-ICU, the nurses were required to promptly help
respond to the patients’ health care problems and needs, and maintain connectedness in
four main aspects: the connection with self; others (nurses, families, and significant
others); God, and environment. The findings revealed that the expected outcomes of
the IBC-1CU were achieved through nurses’ caring actions incorporating power of faith
in God into their practice. The IBC-ICU was beneficial not only to the patients and their
families in obtaining better nursing care but also to the nurses in uplifting them as well
as nursing profession as a result of satisfactory nursing practice. Implications of the
study can be made to other Muslim critically ill patients in similar sociocultural context.

Key words: action research; Islamic based caring model; critically ill patients; Muslim.
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CHAPTER 1

INTRODUCTION

Background and Significance of the Problem

The nature of the critical care environment is knaas a closed unit
with strict visiting hours, which uses equipmentaofigh technological standard and
brings an abundance of unique patient physiologindlpsychological challenges. For
example, the common difficulty in deciding whethier discontinue mechanical
ventilation may encompass uncertainties about tbleability of recovery, the quality
of life of intubated patients, and ethical asp@éterminating life support. The nurses
who work in a critical care setting, like the ICusually deal with people who are in
crisis and at risk of dying. The critical care eonment can be dehumanizing for the
patients and their families, for example in patieate delivery and decision making
treatment, personal and professional value cosfliahd the physical design of the
environment (Brett, 2002; Pryzby, 2005). Duldt-B&tt(2004) explained that the
dehumanizing of patients and their families in thetical care unit include
psychological isolation, uncertainty, loss of direa, emotional distress, hopelessness,
and barriers to communication. It is implied tHa 1CU environment is stressful for
patients and families including physical, psychatay and social, and spiritual
problems.

Patients in a condition of critical illness can expnce physical,
psychological, social, and spiritual problems. Plagients may suffer from morbidity
and co-morbidity which has an influence on theidibs, and they may experience

psychological suffering, including social and gpiai problems. During a condition of
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critical illness, the patient needs to undergotaidreatment in the intensive care unit.
Moreover, the severity of an illness is a commanésamong critically ill patients. The
severity of an illness impacts on the processesbatmbmes of health care such as the
length of stay in hospital and high costs (Caif®®32 Kynoch, Paxton, & Chang, 2011)
as well as disharmony of life (Hofhuis, et al., 8D0rhe complexity of patient problems
and care needs require the nurses who are capatddvanced clinical care and
humanized nursing practice (Duldt-Battey, 2004).

Many patients also end their life in the ICU. Apgroately 20% of all
deaths occur in ICU’s in Indonesia (Association Inflonesian Hospital, 2010).
Although optimal care of out-patients may preveatynICU admissions, the ICU will
always remain an important setting because of iherousness of disease of the
patients in the ICU (Indonesian Society of InteasBare Medicine, 2011). In the ICU,
the nurses perform nursing services focusing orp#éreonal and human character of
nursing practice while they are managing the teldgical environment. Kongsuwan
and Locsin (2011) discussed the experience of gasnvaluing competency to care in
the use of technology. Technology provides valuateans of monitoring and
treatment, but can also be dehumanizing (Almerddpé&ck, Fridlund, & Ekebergh,
2007). Furthermore, patients’ physical needs atenoperceived by the nurses as
having greater priority than their psychologicaéds (Raines & Keller, 2007).

In a critical illness situation, health care praaisl should have a sense
of caring for critically ill patients in order tovaid dehumanizing practice. For example,
a study (Wilkin & Slevin, 2004) on the meaning afing to nurses in an intensive care
unit demonstrated that the nurses were deliveroth holistic and human care to the

patients and their families. In addition, Duldt-&gt(2004) suggested a solution to the
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dehumanizing process was through effective integreal communication because it
was the key to humanizing relationships betweenpleecand to recognizing the
individual’s human characteristics with dignity ame$pect. This implies that caring is
as essence of nursing (Watson, 2005), and crdar&l nurses use their caring emotions,
knowledge, and actions to meet the needs of dhtidhpatients and their families.

The interventions related to humanizing patientingisa holistic
approach in the ICU have been implemented. For pkgnthe effect of music on
anxiety reduction in patients with ventilator sugpeported that music effectively
reduced anxiety in patients with ventilator supp¢8uhartini, Kritpracha, &
Taniwattananon, 2010). Music provided a calm emirent for the patients under
treatment by ventilator. Suhartini and Rahmahwat1() surveyed the holistic
knowledge and skills of critical care nurses initB¥ in Indonesia. They found that all
critical care nurses had adequate holistic knovédedgcare for critically ill patients.
However, they perceived themselves to have inadeqoampetency on healing
modalities such as music intervention, spirituakimention, and so on. This was
probably because they were oriented to the pasiepiysical needs and healing
modalities may not yet be included in nursing atés in Indonesia (Mardiyono,
Angraeni, & Sulistyowati, 2007).

In 2012, the researcher conducted a study to exglaring in terms of
the spiritual needs of the patients in the ICUniddnesia (Suhartini & Fransisca, 2010).
The nurses as well as other health care providerslly prioritized physical
interference and the patient’s disease. They alkstusised that caring problems for
critically ill patients in the ICU of their hosplténcluded: lack of communication,

neglect of respect to patients, and insufficienctynieeting the spiritual needs of the
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patients and their families. These findings weragtoent with Brett's study (2002)
that reported aggregated factors of caring problemeritically ill patients were 1)
communication, 2) respect for patients, 3) expewtaf 4) uncertainty, 5) inappropriate
care, and 6) external factors such as financiadtcamts. Therefore, both of the studies
also agreed that Islamic based caring would beflmgaddor our clients and the nursing
profession.

Indonesia is a country with a large Muslim popuatiln 2010, the
estimated Muslim population in Indonesia was 208ioni (Pew Research Center's
Religion & Public Life Project, 2011). Over the md&w years, it is anticipated that
Islam will be congruent with care (Rafii, Hajinezh& Haghani, 2008). So far, there
has been little discussion about caring science madtice in Indonesia. Setiawan
(2010) developed a professional caring model irotesia by recruiting 17 nurse
participants and 70 other associate participansshaispital in Medan Indonesia. The
findings of his study demonstrated that there w@&eificant improvements in families’
satisfaction, nurses’ satisfaction, nurses’ knogéedn critical stroke care, and nurses’
caring behaviors. In Setiawan’s study, he usedheabedian theory to comprehend
the quality of care in the stroke unit and devetbfiee professional caring model for
enhancing the quality of care by using a holisppraach (physical, psychological,
social, and spiritual dimensions). He found thatasing relationship and a caring
environment were core values in the profession@hganodel. However, his study did
not use Islamic based caring to guide the carindehdie addressed the importance of
the spiritual needs of the patients; however, dendt investigate the issue in depth.

Currently, caring has been investigated by mangistuusing both

qualitative and quantitative methodologies, andnhyain the context of western
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culture. Those studies have indicated positivetioglahips between caring nurse-
patient relationships and specific patient outcqraesh as caring behavior, quality of
care, and technology as a caring (Kimberly, 200fokhita & Miyashita, 2011,
Locsin, 1999). Moreover, qualitative studies haargély employed phenomenological
or grounded theory approaches, which can obtainitve of caring as experienced by
those involved in the process. The results of setudies highlighted themes which
provided an overview of caring, themes which wendidative of good caring
(Kongsuwan, 2011; Kynoch, et al., 2011; McGrathQ&0and noncaring (Frieswick,
1990). In summary, the studies indicated that gamproved the well-being of patients
and nurses. For the patients’ well-being, they rieggba sense of decreased stress,
improvements in self-esteem, and a positive mexttalide. For a nurses’ well-being,
caring results in feelings of satisfaction and peas growth.

Caring has been identified as a holistic appro@bk. holistic approach
connects the body, mind, and spirit leading to loanynof life. A concept analysis of
harmony has been conducted by Easley (2007), amasitreported that the concept of
harmony composed of the nurse-patient relationseipjironment, personal self-
concept, and effective nursing intervention progamowe (2002) described that
harmony was a result of a connection between theerand client, that was enhanced
by a healing environment and affected the nurse'st tand empowerment (France,
2011). Those studies indicated that harmony plgyarin caring because it promotes
balance of the body, mind, and spirit. However, ¢bacept of harmony is unclear in
nursing literature, and the meaning of harmonytber diverse with a population and
a study context. This present study provides exasmphd explores harmony as an

ultimate health outcome of critical patients in t8& of a hospital in Indonesia.
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A search of literature related to Islam and nursias undertaken in
various databases. For example in CINAHL there \#ddestudies found between 1986
and 2015. A concept analysis of nursing basedlamls sources by Hoseini, Alhani,
Khosro-panah, and Behjatpour (2013) found the reémtied of physical or spiritual
problems that should be informative basedAQuran because the human mind is
preferred over body. Moreover, in the Islamic sahsilview, humans have biological,
cognitive/perceptual, emotional, social, and gpalidimensions. However, indicators
of holistic health in Islam, such as harmony, $pai well-being, and psychological
well-being in contextual situations have not beedely discussed. It is because the
view of nursing in Islam concentrates on perfectmd remediation of the human
being. Humans have superior capabilities and eernanesponsible for promoting them
in all aspects (Hoseini, et al., 2013) and this majude harmony. For that reason, the
study will make nursing congruent to the beliefd/afslim patients.

The Islamic faith is a strong influential factomtobuting to the holistic
direction for a way of life to promote health arartmony of life for Muslims (Ohm,
2003). When a Muslim is sick, he or she would ndiy seek medical treatment, but
also enhance his or her spirituality in order t¢ well, or to ask God to cure the
sickness. Muslims perceive illness as a wayA8&h removing sin (Ilbrahim &
Dykeman, 2011). Therefore, for critically ill patis, it is important that nursing care
should address not only physiological care but ale in the psychosocial (care of
mind) and spiritual (care of the spirit) domainsn{th, 2006).

The present study develops an Islamic based carodg! for critically
ill patients in the ICU guided by the Islamic basaging concept introduced by Barolia

& Karmaliani (2008). This Islamic based caring miogiened to promote harmony of
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critically ill patients in the ICU. The researchearned from a review of the nursing
literature that there was an abundance of infownategarding how nurses assess and
implement nursing interventions to promote holistazre. However, there was little
information related to an Islamic based caring nheal@romote harmony of critically

ill Muslim patients. Thus, this model is specifiodacongruent with the Indonesian
cultural context that beneficially promotes a hanimas life for patients and their
families.

Research Objective

The objective of this study was to develop an Istamased caring model
for critically ill patients in an intensive careitiof a Central Hospital in Semarang,
Indonesia.

Research Questions

Research questions for the study were as follows:

1. What are the components of an Islamic based cariadel for

critically ill patients in the ICU?

2. How can nurses provide Islamic based caring to pternarmony

in critically ill patients in the ICU?
Theoretical Framework of the Study

The theoretical framework for this study embradesltheory of caring
from an Islamic perspective (Barolia & Karmalia®08). Theory of caring from an
Islamic perspective is composed of physical, ethiadeological, spiritual, and

intellectual dimensions.



Theory of caring from an Islamic perspective.

The theory of caring from an Islamic perspectiva,aading to Barolia
and Karmaliani's theory (2008), was used as a quuet¢framework of this study. This
theory guided the researcher in the developmethisoifslamic caring model and caring
practice in the ICU. According to this theory, asmisucceeds in caring behaviors and
caring actions if she or he sustains a balance gmalbthe five dimensions of the human
personality. Failure to maintain the balance rasuit disequilibrium or uncaring
gestures. The theory justified that balancing the fdimensions of the human
personality is essential for providing nursing cfioen an Islamic perspective.

The five dimensions are physical, ethical, moral athical, spiritual,
and intellectual dimensions. These are as follows:

1. Physical dimensianFor the physical dimension, in attempting to
attain, maintain, and sustain health and wellndgsatients, the
nurses need to understand how to relieve the patigrain
physically and mentally, maintain cleanliness (pieand prevent
disease. The patients need patience and reassuhmaagh prayer
(shalad equally.

2. Ethical dimension. Caring in nursing from an Islarperspective
focuses on Islamic ethics and reflects the ethanhciples,
including honesty, justice, non-maleficence, andityq Rights
should be offered equally and the ethical dimenssorespecting
the rights provided in Islam.

3. Ideological dimension. The ideological dimensioncafing from

the Islamic perspective is balance of three matredunamely the
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duties toward Allah uququllal), the duties toward humankind
(huququnafy and duties toward sdlfiuququllabad).

4. Spiritual dimension. The spiritual dimension in thslamic
perspective refers to the human personality. liag@piness in the
spiritual dimension is gained from service, humasuraing,
compassion, empathy, and hope

5. Intellectual dimension. Muslims believe that thetellectual
dimension is sourced froml Quran andHadith. There are many
priceless gems of knowledge Ah QuranandHadith, and there is
a lot more to discover and study.

The five concepts of the caring theory in nursimgnf an Islamic
perspective have been identified as antecedenyarads that require the nurse to
maintain harmony among the five dimensions of thiepts while taking care of them
in practice settings. The state of maintaininglar@e among various aspects of human
life is the central theme of the caring proces® balance was maintained through the
process of response, reflections, relationshigtedhess and role modeling (5 Rs),
which in turn results in an action termed “caringi@n” (Barolia and Karmaliani,
2008).

Accordingly, the five Rs are as antecedents tagactring in an Islamic
perspective. Response refers to the nurse’s actiorsring continually to family
members as well as patients. Caring is expressedgh reflections of physical and
mental well-being for both the patients and nur€esing includes the development of
a close relationship between the nurse and pageriamily. Caring is related to

professional maturity and requires nursing compegen the field of knowledge and
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skills (Finfgeld-Connet, 2008). Moreover, role mbag is the process by which the
nurse facilitates and nurtures the individual itaiaing, maintaining, and promoting
health (Erickson, Tomlin, & Swain, 1983 summary, the five Rs are behaviours that

should be added when the nurse provides caring patient.

Methodological Framework for the Research

The methodological framework of the research imacesearch (Figure
1.1). Action research is growing in popularity withrse researchers, where it is often
seen as a way of bridging the theory-practice gjap.action research design based on
the social science approach is found in the mgjaftstudies conducted in nursing
(Bergdahl, Benzein, Ternestedt, & Andershed, 2@uiffy, 2009; Musanti, O'Keefe,

& Silverstein, 2012). Action research is a sociabgess of collaborative learning
realized by groups of people who join in changingcgices. Groups of people interact
in a shared social world in which, for better orse they live with the consequences
of one another’s actions (Kemmis & Taggart, 2008us, the researcher used an action
research approach concerned with changing practite setting.

Kemmis and Taggart (2008) stated that action rekesr a learning
process that produces real and material changelaifpeople do; how people interact
with the world and with others; what people mead arhat they value; and the
discourse in which people understand and intetpest world. By understanding their
practices as the product of particular circumstantiee researcher becomes alert to
clues about how it may be possible to transformpifaetice through current ways of
working. Similarly, Kim and Holter (1995) also stdtthat action research adopts four

features and specifies them to be congruent wighpitemises of a critical theory,
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consisting of collaboration, problem identificatjamstitution of change in practice, and
the development of new knowledge.

In action research, the researcher collaborates wérticipant(s).
Collaboration can occur in the forms of mutualicism and self-reflection: involving
understanding, analyzing, and learning. Problemmtifieation in critical action
research involves systematic difficulties in pregtiThe researcher should develop an
interpretative understanding of the context in ghaation. When the comprehensive
understanding of the situation occurs, the reseaied practitioner(s) can identify and
come to an agreement regarding the problems/difiisuthat require change. The
strategies for change in practice will depend om thutcome of the problem
identification phase. The last feature, the devalept of new knowledge from critical
action research then can be used to gain a gerestalinderstanding about social
condition and praxis (Kim & Holter, 1995).

Action research provides opportunities for underdiag the true
interests of participants. According to Kemmis araggart (2008), in reality, the
process might not be as neat as this spiral ofcegifained cycles of planning, acting
and observing, and reflecting suggests. Particgpamtthe action research process
undertake each of the stages outlined in the spiiself-reflection collaboratively. The
stages overlap and initial plans become obsoleteh@ light of learning from
experience. In reality, the process is likely tonbere fluid, open, and responsive. The
criterion of success is not whether participantgehimllowed the steps faithfully but
rather whether they have a strong and authentisesehdevelopment and evolution

understanding, and the situations in their prastice
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Definition of Terms
The Islamic based caring model was a model devdlgsing action
research methodology and guided by Islamic cafvegry according to Barolia and
Karmaliani (2008). Its’ development also involvée tparticipation of the researcher,
the critical care nurses, family members, and ptien the ICU of a hospital in

Indonesia.

Significance of the Study

There have been recent calls for a nursing mods¢dan an Islamic
perspective and Islamic based caring applicablélwslim nurses and patients in
Indonesia and Islamic societies. This model infaezh the nursing care and the
evaluation of care in the critical care settingridonesia. This research provides the
missing link between Western nursing and IndoneBlaslim nurses’ caring models
and contributes to the development of a nursingehibit is relevant to, and reflective
of Islamic religious values. The development of thedel can provide direction for
nursing practice and the provision of care to Mugtiatients and their family in the
area of critical care nursing, because the stuég bsth a holistic care and spiritual
care approach, which encourages caring engagemerat lealing environment.

In addition, the development of the model can ptevihe basis for a
nursing identity in Indonesia and a starting pdoxtimproving the moral status and
image of nursing in Indonesia to the world. Thigdstalso adds to transcultural nursing
knowledge and contributes to the emerging knowleétdgethere are culturally distinct

forms of nurses’ caring.



Critically ill patients’ problems:
- Physical problems
- Psychological problems
- Social problems
- Spiritual problems

Critical care nurse’s problems:

- Time constraints in
providing care

- Lack of communication

- Care influenced by
technology

- Lack of relationship

- Stress

- Decision making issue

Family caregivers’ probler:

- Angry, feeling guilty

- Distress

- Neglect their own physical
needs (rest/sleep)

- Feeling awkward talking to
the patient

- Family’s participation in
caring
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Tentative model of Islamic
based caring model for
critically ill patients
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Final model of Islamic based
caring model for critically ill
patients

Theory of caring

from an Islamic

Perspective (Barolig Five Rs:

& Karmaliani, 1. Response
2008) 2. Reflection

1. Physical 3. Relatedness
2. Ethical 4. Relationship
3. Ideological 5. Role modeling
4. Spiritual

5. Intellectua

Intermediate outcomes:

- Nurse-patient relationship
- Nurse caring behavior

- Family’'s satisfaction

- Environment change

Final outcomes

Harmony of
critically ill patients

Figure 1.1 Theoretical and ethodological Framework of thetudy
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CHAPTER 2

LITERATURE REVIEW

This chapter explains the literature of caring witan Islamic context,
critical care nursing and caring in the intensigeecunit, and critical social theory and
action research. The following substances weraudgd as follows.

1. Caring in nursing practice
1.1 Theories of caring
1.2 Comparison of caring theories
1.3 Integration of Islam into caring practice
1.4 Caring outcomes
1.4.1 Caring outcomes: the nurses, patients, and fanuliésomes
1.4.2 Harmony as a caring outcome
1.4.3 Harmony in Islamic perspectives for Muslim nurses gatients in
the ICU
1.5 Measurements of caring outcomes
2. Critical care nursing and caring in the IntensiaeéCUnit (ICU)
2.1 Patients, setting, and technology in the ICU
2.2 Nursing standards in caring for critically ill paits in the ICU
2.3 Critical care nurse caring behavior for criticallypatients in the ICU
2.4 Family participation in caring for critically illggients in the ICU
2.5 Influencing factors of caring for critically ill p@nts
3. Ciritical Social Theory and Action Research

3.1 Critical Social Theory
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3.2 Action Research
3.2.1 Types of action research
3.2.2 The cycle of action research

4, Summary

1. Caring in Nursing Practice

Caring in nursing validates the nurses, the patjemd their families as
human. Caring focuses on the physical, psycholbgoaial, and spiritual dimensions
of a human being and it makes sense of well-b&aging takes place every time as a
result of nurse-patient relationships. Interestingaring may occur without curing but
curing cannot occur without caring (Watson 2003yaunber of caring theories and
several studies have been reported in caring seiend are widely used to guide
nursing research in caring. These following dismrss explain the concept of caring
theories focusing on five existing caring theorid9: Theory of Cultural Care
(Leininger's theory), 2) Theory of Human Care (Wefs theory), 3)
Conceptualization of Caring; the five/six Cs ofingr(Roach’s concepts), 4) Theory of
Nursing as Caring (Boykin and Schoenhofer’'s theaapd 5) Theory of Caring from
Islamic perspectives (Barolia and Karmaliani’s tiy¢o

1.1 Theories of caring.

In nursing science, caring is an art, a science aaphilosophy. Caring
is often described as the essence of nursing (Wa@08) and is recommended to
complement the metaparadigm concepts of nursingin@as a way of being
(ontology), a body of knowledge and way of knowiegistemology), a moral idea

(ethic), art of practice (aesthetic) and sociatwal phenomena (Ray, 2010). Caring
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could be a way to define the nurse’s practice eegaas ingredients (Mayeroff, 1971).
The essential ingredients of caring are knowingtéept, alternating rhythm, patience,
honesty, trust, humility, hope and courage. Théséates are as a cornerstone for a
nurse to apply caring for a patient (Mayerof, 197Caring should be a moral
responsibility (Schaefer, 2002). Locsin (2005) welcaring in nursing technology
competencies.

Caring science is developing more nowadays. Frorknewledge
development standpoint, theories of caring andngaknowledge are located within
nursing science. Caring science is emerging assandi field of nursing study
(Cossette, Pepin, Cote, & de Courval, 2008). Assult, caring knowledge and
practices affect on human health (patients andli@shiand health care practitioners
(nurses). Scotto (2003) conducted a literatureexgvior a new definition of caring.
Scotto wrote that caring should be defined as ftifering of the self. This means
offering is the intellectual, psychological, spiat, and physical aspects one possesses
as a human being to achieve a goal. In nursing,gbal is to facilitate and enhance a
patient’'s ability to do and decide for his or héitselowever, caring is not always
agreeable; it is sometimes frustrating and raralyéMayeroff, 1971).

In summary, over the decade since literature oimgacience has been
published, the practical meaning of it has beeereed to large numbers of research
papers. Nurse scholars also have increasingly néoed the caring science as a
discipline that requires specific methods of inguifhe following explanation were

examples of the fabulous caring theories in nursagignce.
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1.1.1 Theory of cultural care (Leininger’s theory).

Theory of cultural care was developed by Leinind®88). The theory
viewed caring as universal phenomena, but it diffarough culture in the expression
and pattern of cultural care. Caring should be tedtavithin the cultural context to
benefit for the patient (Beeby, 2000a). In provgdantherapeutic nursing care, nurses
should have knowledge of caring values, beliefd,@actices that reflect to the patients
(Leininger, 1988). Leininger’'s theory believes thay ascertaining the cultural
influences on caring, the nurse begin to providsammngful care for the patients
(Leininger, 1988). She also agreed that nursestméy on psychophysiological and
technological approach in order to support theiigpds. Thus, by acknowledging
culture and social differences, the nurses giventieanings of caring into a cultural
situation (Beeby, 2000).

1.1.2 Theory of human care (Watson’s theory).

Theory of human care was developed by Jean Wa#Z@)8), which
centers on caring in the interpersonal relationsleifpveen nurse and patient. Watson
views nursing as the science of caring, involvingetconcern, and the desire to assist
the other individual to health. Watson (2008) bedi that the nurse’s caring offers
caring environment and allows the patient to chdhsebest nursing intervention for
him or herself. According to Watson (2008), the seuand patient emphasis on
subjective experience to promote personal growthsalf-actualization. However, in
promoting personal growth and self actualizationpatients with critically ill is
demanding, because the patient in ICU is someh@blarto speak and have difficult
in making choice of treatment. Thus, the healthe caroviders often decide the

treatment choice in the best interest of the patefamilies (Beeby, 2000a).
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1.1.3 The six attributes of caring (Roach’s concgpt

In 1984, Roach conceptualizes caring as the hunzaterof being. She
claims that the essential characteristics of ngrsire as a helping discipline (Roach
1984). In 1992, the concepts of Roach’s theory vaeided the five Cs as attributes of
caring including compassion, competence, confideagescience, and commitment.
First, compassion is a method for living conceivaat a familiarity with one's
relationship to all people. Second, competencédigscondition of having learning,
judgment, expertise, vitality, experience, and ir&n to react enough to the requests
of one's expert capacity. Third, confidence is thmlity that encourages trusting
connections. Fourth, conscience is a state of nemareness or good mindfulness.
Fifth, commitment is full of feeling portrayed byemging between one’s desires and
one’s responsibilities, and by a planned decistmradt in accordance with them. In
2002, she added ‘comportment’ to her concept amgehathe 6 Cs. Comportment is
the nurses should look, sound, act as the profesisexpert, respect to, and be honest
to oneself, patients and their families (Roach,30However, an example of study
using Roach’s concepts could not be found. Thues,digvelopment of a new model
using Roach’s concepts would be necessary in tieefu

1.1.4 Theory of nursing as caring (Boykin & Schoeafers’s theory).

Theory of nursing as caring illustrates caringras@cessary feature and
expresses human beings (Boykin & Schoenhofer, 20 theory viewed nursing as
the response to human needs (McCance, et al., 1889kin and Schoenhofers’s
theory takes a similar perspective to Roach’s ide#hat they contend that caring is
uniquely expressed in nursing (McCance, et al.9198s indicated by Boykin and

Schoenhofers (2001), nursing as caring developsywkesons present themselves to
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offer and receive professional nursing provisiohud, caring is the central focus of
nursing, and the nurse help other people to groth @xpectation, compassion, and
presence, as value and attitude in the caringipeact

1.1.5 Theory of caring from Islamic perspectives (Baroliand

Karmaliani’s theory).

Barolia and Karmaliani (2008) developed a theorganring in nursing
from an Islamic perspective: an interactive modélere are five dimensions in this
theory composed of physical, ideological, ethisplritual, and intellectual dimensions
of the human being (Figure 2.2). Based on the thebe balancing of 5 dimensions
was necessary in order to deliver nursing care fonslamic perspective.

1) Physical dimension.

According to Barolia and Karmaliani’s theory (200@)ee main themes
emerged to form the category physical care fronkskmic perspective. The themes
are pain relieving, piety, and prevention. In pasleving, to encounter both physical
and psychological pain, the patient and the nuesslio have patience. Patience also
emerges in the category of the physical dimensibncaning from an Islamic
perspective. A sick person should remember thébdrisliness is a test from Allah to
clean the sin and to give mercy to His servant.réfoee, we should accept it with
patience and ask Allah to cure and reduce the rsudfe

Piety is the most admirable attribute: regular geniance of ritual
obligations, prayer, and\l Quran reading are therapeutic resources (Subaiyyil,
2002). Piety is related to cleanliness of body pumdty of mind and is congruent to the
physical dimension (Barolia & Karmaliani, 2008).€Thkignificance of purity of body

and heart/mind have both a physical and spiritimledsion. The model of piety of
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personal hygiene in Islam is of a high standardfaiidws the rules irAl Quranand

Sunnahof Prophet Muhammad.

Intellectual Ideclogical

BALANCING

lationship

Figure 2.2Theory of caring in nursing from an Islamic pergpec An interactive model. From
“Caring in Nursing from an Islamic Perspective: foGnded Theory Approach” by, R. Barolia
and R. Karmalini, 2008nternational Journal for Human Caring, 13(1). 58

Furthermore, illness prevention is also discussedthie physical
dimension of caring from an Islamic perspectiveslteflected that there is a linear
relationship of pain and cleanliness with diseasvgntion within the theory. Al
Quran Allah (God) says, When | am sick, Allah will cure me” (Al Quran, AShura,
16:80) (Abdul-Rahman, 2003). It is determined that thartst concept of cleanliness,
relieving pain, patience, and prevention fit witie fphysical dimension of Barolia and

Karmaliani’s theory.



21

2) Ethical dimension.

Islam teaches Muslim people to serve others wha ihedp, modesty,
control of passions and desire, truthfulness, nittegpatience, steadfastness, justice,
and fulfilling moral values and promises to sethars, and God. Islam also teaches
Muslims to please God through helping other ped@krter & Anahita 2012). Islam
seeks to firmly implant in one’s heart the conwvatihat one’s dealings are with God,
who sees him at all times and in all places (Aull1999 was cited in Carter &
Anahita 2012).

Islam teaches a Muslim the commitment to assistreths humankind.
As humankind, a person has the connection of by, and spirit (Ashy, 1999).
The connection of these influence the health dndsk of a person, such as the mental
and emotional aspects, sleep, and wakefulness, adidt nutrition, physiological
movement and rest, and retention and evacuatiomy(A999).

Athar (1999) as cited in Rassool (2000) stated tinatmajor roles of
health care providers in patient care in an Islacaiotext are: 1) understanding the
concerns of the patient and his or her family amehdmitting them to health care
professionals involved in the decision making pss¢e) interpretingdl Quranas it
applies to specific concerns of the patient; 3)soling and comforting the patient and
his or her family or significant others so thatytlean accept the present situation as a
will of Allah and pray for better life in the hereafter; 4) takcare of the needs of the
family (spiritual, psychosocial, and financial negdfter the death of the beloved one;
and 5) preserving of faith, sanctity of life, all@ng of suffering, enjoining what is
good and permitted, and forbidding what is wrong @nohibited. In doing so, the

health care provider follows the Islamic principfeethical consideration.
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The principles of Islamic ethics are the preseoratf faith, sanctity of
life, alleviation of suffering, enjoining what i®gd and permitted, and forbidding what
is wrong and prohibited. As mentioned in the etld@amension, respecting the patient’s
autonomy while achieving social justice without rhais a necessary (Barolia &
Karmaliani, 2008). The nurse must be honest aritftruin giving information. He or
she should consult the patient or the family tofasla second opinion before giving a
final decision on treatment (Rassool, 2000). Fes¢hreasons, the ethical dimension is
appropriate in Islamic based caring for criticallypatients as the ethical dimension is
respecting the rights provided in Islam.

3) ldeological dimension.

The ideological dimension of caring from the Islanpierspective is
composed of three themes, namely the duties toMéatl (Huqug-u Allab, the duties
toward humankind(Huqug-u Ibag, and duties toward yourse{Huqug-u Nafs)
(Barolia & Karmaliani, 2008)First, Huqug-u Allahrefers to the obligation of humans
to their God, for example prayers. Prayers for aslMuis a duty toward Allah as His
servant, because it protects a human from bad mebasnd additional prayers are also
performed in order to make a Muslim humble and khainto Allah (Barolia and
Karmaliani, 2008).

SecondHuqug-u Ibadrefers to Islamic based caring as a commitment
to assist others as humankind. Contained in theesamrd, Huqug-u lbadis
commitment. The nurse who commits to caring isof@ihg an obligation tdllah by
helping others (Rassool, 2000). Commitment is famelaal in the nursing profession

and it has good consequences for health care ssrvitighly committed nurses are
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more accountable to deliver health care servicepdtients and families (Jafaragaee,
Parvizy, Mehrdad, & Rafii, 2012).

Third, Huqug-u Nafgefers to how a nurse performs her or his duties to
patients. In Islam, God will count each good deé#luslims, when fulfilling their
responsibilities. Allah sayso, whoever does good work and is a believer effigrt
will not be disregarded and God shall surely rectd(Al-Anbiya’ 21:95)(Ali, 2004).

4) Spiritual dimension.

Muslim patients believe that iliness, sufferingdatying are a part of
life and could be a test whereBilah (God) checks the belief of the followers. Seeking
help fromAllah and praying during illness and difficulties areemraged even after
getting well. Barolia and Karmaliani (2008, p 68hated that spiritual in the Islamic
perspective refers to the human personality. $ilitty in an individual greatly affects
a person’s daily work and lifestyle. Developing quassion is a spiritual characteristic
and is essential to the spiritual characteristie &lso argues that another inner feeling
that relates to spirituality is empathy. Thus, ispal strength is gained by developing
feelings for others (commitment) and having a fegbf connection (empathy).

Moreover, Islam teaches the idea of caring for tlas much as caring
for one’s self. However, in the case of Muslim eats, the spiritual dimension of an
individual remains within the tradition of OnenedsAllah (Tawheedl It argues that
nursing models and frameworks of care practicedimihe framework of non-Islamic
sources are inappropriate to meet the needs ofiMushtients in terms of this
dimension (Rassool, 2000). Therefore, the spiritliisension is one of the necessary

dimensions for caring from an Islamic perspective.
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5) Intellectual dimension.

Muslims believe that the intellectual dimensionsisurced fromAl
Quran and Hadith. There are many priceless gems of knowledgdliQuran and
Hadith, and there are a lot more to be discovered ardiestiAllah (interpretation of
meaning) (Ali, 2004) saySAnd we send down of Al Quran that which is a egband
a mercy to those who believe (in Islamic Monotheasith act on it), and it increases
the Zaalimoon (polytheists and wrongdoers) nothiogloss” (al-Isra’ 17:82)

Al Quran says a lot about health matters. The consumptibn o
wholesome food and the leading of a healthy lilestye seen as religious obligations.
The Prophet Muhammad taught, “Your body has rights you” —Hadithsof Bukhari
(Rassool, 2000). Prophet Muhammad said “Seek tev#tnbecause Allah did not
create a sickness but has created a treatmeritfforold age” -Hadiths of Bukhari
(Rassool, 2000). There are a number of versegdfithy Al Quranconcerning healing,
as the whol&l Quran contains perfect guidance to give an intellectlialension to
the nurse in caring from an Islamic perspective.Aah said, “It Al Quran) is a
guidance and healing for those who believ&’Quran— Fussilat41:44).

Barolia and Karmaliani's theory was developed basedMuslim
nursing scholars and Islamic scholars’ perceptiod axperience using grounded
theory. Barolia and Karmaliani’s theory is underngd by Islamic concepts to guide
caring actions. Islamic caring theory is basedrenfundamental sources of IslaAd;
Quran andHadithsand is applicable to Muslim patients. The thearysed to guide

the development of an Islamic practice model inl@ig.
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1.2 Comparison of caring theories.

The comparison of five existing caring theoriepiesented on Table
2.1 and has been discussed above in the theortesinf and caring within an Islamic
context. The caring theories of Leininger, Watd®oach, and Boykin and Schoenfoer
have been widely used to guide nursing practiceasndindamental theories in caring
knowledge in recent years. Meanwhile, the Islamacing theory (Barolia and
Karmaliani, 2008) is a new theory. Comparison efl$lamic based caring theory with
well known existing theories helps better underditagn of the theory.

There are still differences among the theories. differences of the
theories are: First, for Leininger’ theory, carmgst be established in a cultural context
since caring patterns can contrast transcultur8izond, Watson has concentrated on
the philosophic (existential phenomenological) apditual premise of caring and
considered caring to be the ethical and moral o$ing. This theory is known as the
10 caratives of caring. Third, Roach’s caring theoremphasized caring as the
important point of all attributes used to descnbesing. The attributes are compassion,
conscience, competence, commitment, comportment,canfidence. Fourt, Boykin
and Schoenfoer highlighted respect of personsragydadividuals. Meanwhile, caring
theories have shown their uniqueness in their iddad representations of caring and
in their commitments to the advancement of nuréingwledge. Fifth, Barolia and
Karmaliani’s theory highlighted their theory with &lamic concept. Islamic concepts,
specific for Muslim culture, have not yet beenimétl in the four existing caring
theories.

Additionally, the similarities of these caring th®s are also

distinguished. The commonalities of these carirgpties are caring as nursing that
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facilitates the relationship between nurses andiepst with compassion,
connectedness, and respectedness. The caringetheng also concerned with all
dimensions of a human being as well as the ethidsnaorals of nursing, and being
embedded in the culture and religion.

Furthermore, the similarities of Barolia and Kariaal Islamic caring
and the other four caring theories are highlightedthe cultural care in Leininger’s
theory allows the integration of other cultureslidde and religions. The Islamic
religion exists in the culture of Muslims. Therefpwhen nurses follow Barolia and
Karmaliani’'s theory, they consider the culture ois¥ims in caring practice; 2) the
caring dimension identified in Barolia and Karmalia theory is similar to the one in
the human sciences and the metaphysical dimendndingophy of being and knowing)
of Watson’s theory. For example, the concepts giehaelationship, positive and
negative responses, transpersonal teaching/leammiting form of role modeling, and
spiritual forces are alike in both the theoriesR&)ach’s conceptualization of caring
has emerged in Barolia and Karmaliani’'s theory. @assion and conscience are
reflected in the spiritual dimension. Competenaa @nfidence also have been shown
in the intellectual dimension; 4) the unigue hunmfacus, stated in Boykin &
Schoenfoer’s theory, is also signified in all dirsiem of caring in nursing from an
Islamic perspective.

A western country may develop theory in terms ef@ristian religion.
However, caring from an Islamic perspective is bkg other religious or non-religious
perspective. It is because theories are basedemrilversal values of nursing. As
Christianity, in Islam the body is respected andassidered important because it

carries the soul (Barolia & Karmaliani, 2008).
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Although, Barolia and Karmaliani’s theory has sosmilarities with
the four existing caring theories, it is noted thating in nursing from an Islamic
viewpoint has not been highlighted in any othesmg theories. It can be assumed that
religion is embedded in the culture as transculturesing and cultural differences have
not yet been identified as a major concern inBarahd Karmaliani’s theory.

The principle practices of caring from an Islame&gpective are based
on the divine revelation that is permanent, andahe who practices caring receives
many blessings. The Prophet showed how Allah espgaoman beings to practice by
caring for other people (Rassool, 2000), for exampisiting sick persons and
supporting them with praying. In caring for pateim the ICU, nurses engage in all
aspects of humans physical (Andrews & Nolan, 20@8)chological (Samuelson,
Lundberg, & Fridlund, 2007), social (O'Connell &niders, 2008), and spiritual aspects
(Halligan, 2006; Tamura, Kikui, & Watanabe, 2006).

Evidence from Muslim scholars suggests that cashmmuld be focused
not only on the physical aspect of a human beingshould also be concerned with
the interrelationship between the multiple dimensiof persons. A human being has a
soul and an intellect that requires moral, ethiaal] intellectual care in order to stay
healthy (Rassool, 2000). Muslims believe that relig teachings bear on all aspects of
life, and they strive to keep God at the centetheir consciousness, intentions, and

actions such as the five pillars of Islam (Pow@Q2 Stefan, 2010).
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The Comparison of Caring Theories
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Leininger Watson Roach Boykin & | Barolia &
Schoenfoe | Karmalian

Origin of Anthropology | Human Philosophy Philosophy | Philosophy

theory science and | and theology | and human | and theology

metaphysics science

Description | Caring refers | A value and | Caring is the | Caring is the| Caring refers

of caring to action and | attitude that | human mode | intentional | to the
activities has to become of being. and credible| balancing of
coordinated a will, an presence of | the human
toward helping| expectation, nurses with | identity which
and supporting| or a another who| is crucial for
individual or | commitment is perceived | providing
gathering with | that expresses$ as a person | nursing care
clear or itself in solid living and from an
expected needsacts. developing | Islamic
to enhance in caring. perspective.
human
condition,
lifeway, and to
face demise.

Description | Nursing refers | A human Nursing is the | Nursing as | Nursing refers

of nursing | to a scholarly | investigation | professionali- | caring to succeeding
humanistic and of people and| zation of involves the | in caring
scientific human health| human caring,| supporting | practices and
profession and| illness through the of people caring action
discipline, experiences | confirmation | living and by sustaining
concentrated | that are that caring is | developing | a balance of
on human interceded by| the human in caring physical,
consideration. | expert, mode of being ethical,

personal, and through ideological,
scientific, the spiritual, and
aesthetic, and improvement intellectual
moral human | of the ability dimensions.
consideration. to care

through

obtaining of

skills,

cognitive,

affective,

specialized,

and

administrative.

Concepts Caring: Transpersonal The six Cs of | Personhood| Caring,
culture, caring and the caring: and the Islamic
cultural care | 10 carative Compassion, | nursing concepts.
diversity and | factors. Competence, | situation
universality Confidence,

Conscience
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Leininger Watson Roach Boykin & | Barolia &
Schoenfoer | Karmaliani
Commitment,
Compartment
Goals/ To enhance To ensure, This theory Enhanceme | The act caring
outcomes and provide improve, and | does not nt of in the
care which is | preserve clearly state a| personhood | harmony of
culturally humankind goal or the human
acceptable and by helping a | outcome being
is beneficial, | person
and useful to | discover a
the patient and| meaning in
family. illness,
suffering,
pain, and
presence.
Scope of Middle Range | Middle Range| Grand Theory| Grand Research-
theory Theory Theory Theory based Theory
1.3 Integration of Islam into caring practice.
The integration of Islam into a caring model, noewgs] is not yet widely
developed. There were three studies related tonisldbased caring found in the

literature review; the theory of caring from analsic perspective (Barolia &

Karmaliani, 2008), professional caring model (Se#n, 2010), and a model of

spirituality for ageing Muslims (Ahmad & Khan, 2015

Theory of caring from an Islamic perspective iscuge guide Muslim

nurses in caring practice. The theory provides fliraensions of a human being and
the five Rs as the antecedents of caring basedlamic perspectives. Barolia and
Karmaliani (2008) integrated a process of caringebaonAl-Quran and Islamic
teaching, by reflecting the participants’ expereme caring practice for patients and
families refers to Islamic teachings and sourceohfthe NobleAl-Qur'an Barolia and
Karmaliani (2008) integrated a process of caririg their theory.

The professional caring model, which was developgdSetiawan

(2010) as a model to enhance the quality of carstfoke patients. The development
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of the model engaged the Muslim patients and faenilies and Muslim nurses in the
stroke unit. Caring relationships and the caringirenment were core values that
needed to be strengthened and promoted in ordcititate caring behavior (Setiawan,
2010). In the model, nurses assisted stroke pati@éat meet their physical,
psychological, social, and spiritual needs. Evemgfmn concern was also placed on the
congruency of care with the sociocultural contéxte study, it did not systematically
integrate Islam. Furthermore, Setiawan (2010) dttitat the professional caring model
directed the nurses to practice caring in theisimgr practice. In Indonesian culture,
spirituality is a high priority, so the nurse ciealy expanded the spiritual aspect of
caring for the patients and their families.

According to Ahmad and Khan (2015), spiritualityflimnced well-
being. They developed a model of spirituality fgemg Muslims, and central to this
perspective was the intertwining of the Islamidgien and spirituality. It helps the
nurses to include appropriate spiritual care iringkcare of Muslim patients. It is
assumed that the framework for the spirituality eloidr ageing Muslims based on
Islamic religious beliefs would help contextualthe relationship between spirituality
and the patients. There were seven basic tasksotidns of spirituality for an ageing
Muslim:  translation, transaction, transformation,ransition, transference,
transcendence, and transposition. Thus, the nuhseisvtaking care of the ageing
Muslim patients, should practice the seven baskstaand translate it into the goals in
order to care for the patients and their families.

Caring practice involves a balance of the handl¢3kand the head
(protocol and evidence) with the heart (ethical hnthan dimension) (Galvin, 2010).

Nursing impacts on the health of individuals, faes| groups, and populations through
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caring action, because nurse and patient interagtioorporates a wide range of
attitudes and behaviors in the humanistic, relai@nd clinical domains of nursing
practice and constitutes the main vehicles for mtimyg the quality of nursing care
(Cowling, 2000).

Caring practice in Islam is focused on assistirg ghtient’s belief in
God (Lovering, 2008). Several caring practices thay be provided by nurses for
critically ill patients are as follows: 1) assiBe patient’s belief in God and articulate
simple words in Islam:Basmillah (with the name ofAllah), Alhamdulillah
(acknowledge to Allah)Astaghfirullah (request forgiveness fromllah) which are
always spoken by Muslim patients to tend the Gotheir soul (Lovering, 2008); 2)
perform prayers while the patient is in a seatesltiopm or even in a lying position; 5
times a day. If a patient is unconscious, it iSgmred that his or her face be turned to
Mecca (Muslim prayer direction): roughly west-nevilest (Hyder, 2003); 3) perform
an accurate assessment and provide competent asifiv&e care. The nurse must
incorporate the patient’s religious and spiritualidéfs, as well as cultural customs
(Hyder, 2003); 4) communicate with the patients gnedfamilies constantly (Halligan,
2006); 5) use of specific prayers and verses fAdruran and Hadiths for treating
pain (Lovering, 2008); and 6) if possible, healtiecahould be given by people of the
same sex as the patient (Hyder, 2003).

In addition, Islamic spiritual intervention such &kalah (prayer),
supplicationsAl Quranrecitation, andikir (remembrance of Allah) play an important
role in healing and recovery. Islamic spiritualeirvention contains a mixture of

spiritual and physical elements, including the osenatural substances and certain
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Islamic supplications for healing and cures forhbtite body and the soul (Yousif,
2012).

1.4 Caring outcomes.

Caring has been studied for many years and the@més of caring are
diverse. Several empirical indicators have beed useneasure caring outcomes from
multiple perspectives, such as patient and fam@gspectives including the nurses’
perspective. Caring outcomes can be clinically messthrough measurements. It may
also be patient-based, such as information reggrgatient satisfaction or health
related to quality of life. Caring outcomes may éan economic perspective with
measurements that may include length of hospity, sand cost of testing and
treatment.

1.4.1 Caring outcomes: nurses, patients, and faeslioutcomes.

Caring outcomes of nurses and patients/familiebléra.2) have been
reviewed and analysed using meta-analysis with @B8tpirical nursing studies
(Swanson, 1999). The findings revealed that caafferts the relationship between the
nurse and patient, structures change, and prongssdtion where caring occurred.
When the practice of caring is enabled, nurses’attbnts’ satisfaction is enhanced
(Watson, 2009).

Table 2.2

The Empirical Outcomes of Caring and Non-CaringNarrses, Patients, and Families

Empirical outcomes of caring research:  Empirical outcomes of caring research:
nurses patients and families

Research outcomes Research outcomes Research outcomes Research outcomes
of caring for nurses of non-caring for of caring for patients of non-caring for

nurses and families patients and families
- Develop asense - Become - Emotional- - Feeling of
of hardened spiritual well- humiliation,
accomplishment, - Become being (dignity, frightened,

satisfaction, oblivious despair,
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Empirical outcomes of caring research:  Empirical outcomes of caring research:
nurses patients and families

Research outcomes Research outcomes Research outcomes Research outcomes
of caring for nurses of non-caring for of caring for patients of non-caring for

nurse and familie: patients and familie
purpose, and -  Become self-control, helplessness,
gratitude depressed personhood) alienation,

- Preserved -  Become - Enhanced vulnerability,
integrity, frightened physical healing, lingering bad
fulfilment, - Become worn lives saved, memories, and
wholeness, down safety, more that one is out of
self-esteem energy, less cost, control

- Live own more comfort, - Decreased
philosophy less loss healing

- Develop respect - Trust
for life and death relationship,

- Reflective decrease in

- Develop love of alienation,
nursing, feeling closer
increased family relations

knowledge
Note Adapted from “Assessing and Measuring caring imdihg and Health Sciences,” by J.
Watson, 2009, p. 17.

The goal of caring in the context for holistic nagsis healing. Healing
is as the emergence of a right relationship betweeanrse and a patient (Lincoln &
Johnson, 2009). The right relationship between @senand patient in caring will
increase the coherence of the whole body-mindtsgecrease disorder, and maximize
free energy in the whole body-mind-spirit, maximimedom, autonomy, and increase
the capacity for creative unfolding of the wholelanind-spirit (Quinn, 2009).

1.4.2 Harmony as a caring outcome.

Caring has been discussed in several studies adidiahto patients,
families, and nurses. Caring also improves thetiogighip between the nurse and
patient in the physical, psychological, social, aptitual aspects. Harmony in life for
patients and nurses is a condition that refleasréisult of caring. Unfortunately, the

discussion of harmony in research outcomes isédithiThe researcher then tried to
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enlighten an understanding of the concepts of haynty reviewing some studies in
which harmony was the main result.

As the final outcome of this study is harmony fatically ill patients
and families, the following discussion will highiig the concept of harmony.
Commonly, harmony has been typically associatett witsic (Easley, 2007). This
term has become more popular recently in nursisgareh. The term is used in current
literature in various contexts, including the eomiment, related to body, mind, and
spirit. Easley (2007, p. 555) stated in her artitlarmony: A concept analysis”, that
nurses should be able to ‘feel the air, sing tgsdance the dance, and play the part’
in their clinical setting to promote harmony fotipats.

Nurses promote wholeness through caring using stitohpproach.
Dossey, Keegan, and Guzetta (2005) have definestio@s "concerned with the inter-
relationship of body, mind, and spirit in an evlarging environment". While, The
American Holistic Nurses Association (n. d.) defingellness (health) as "a state of
harmony between body, mind, and spirit". Therefdréae nurse is helping a patient to
attain wholeness well-being, the nurse needs teigeacare in each of those areas. In
providing care, caring is essential to nursing, amairse’s caring action will promote
harmony of body, mind, and spirit for the patients.

Easley (2007) described harmony as a link betwbeen@mena, such as
nursing intervention, or spiritual dimensions inrhany with the universe. Harmony
has been typically related to music, and is usedarious senses including the
environment, and connected to body, mind, and tspiri addition, harmony is an
integral part of effective communication and pesitirelationships. Thus, it is

concluded that, harmony is a connection of bodydnand spirit to the environment
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that uses communication and relationships betweatthtare members, and patients
and families.

The attributes of harmony are balance, peace, hytthm. Healing
occurs when the client and the nurse both acknayel¢eir life processes and use them
to move toward balance and harmony (Dossey e2@D5). Nursing care is given to
the patient with the intent of promoting his or agll-being through presence, respect,
trust, and partnership. As a result this will maintthe balance and harmony of the
patient (Lowe, 2002). In a study of Cumbie (20@BJance within one’s self as well as
with the world will result in harmony. Harmony withe environment, and balancing
body, mind, and spirit was also present in adulith wisabilities (Atkin, 2000).
Furthermore, Islamic teachings and practice haabled the production of a holistic
framework in meeting the physical, spiritual, psysbcial, and environmental needs of
individuals and communities (Ohm, 2003; Rassodd(20

Harmony in nursing caring manifests personal refetips, working
relationships, and nurse-patient relationshiphasiajor aspect of harmony (Easley,
2007). Personal relationship means a relation etvpeersons. Working relationship
refers to activities that are so intense that @dsential to have a united, harmonious,
and committed team offering quality care, and themest be a solid base for
constructive communication, friendship, and mutuedpect (Martins & Robazzi,
2009). The nurse-patient relationship, which iseasally therapeutic in interaction,
requires therapeutic communication to be of primpdrtance and is integral to holistic
care (Wilkin & Slevin, 2004). Lastly, the harmongorelationship between individuals

(patient, nurse) and environment will present aagdgéit moment, nurse and patient
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satisfaction, and effective nursing interventiohu$, harmony is potentially relevant
to caring as one of the nursing outcomes.

Harmony is routinely found in nursing research, fexample,
reconciling with harmony is one of the coping stga¢s employed by Chinese family
caregivers of stroke-impaired older relatives (Re#lok, 2011), getting in harmony
with oneself is the mode to accept a chronic ikn@3elmar, et al., 2005) and open
visiting hours in critical care will increase hamyoof body, mind, spirit of the patients
(Whitton & Pittiglio, 2011). All of these studiesdnd that harmony of body, mind, and
spirit help patients and their families in adjugtio the illness and environment. Thus,
to achieve harmony, the nurse must maintain a algasnvironment, feelings of
satisfaction, positive self-concepts, and effectivesing intervention programs for the
patients. It is suggested that nurses should lBetalgromote harmony in nursing care
to benefit the patients.

Until now, one study about the integrative harmongdel has been
developed by Haley and Ratliffe (2006). The modeppsed a philosophy that can be
universally applied to human beings to promote Wwelhg. Based on the model,
harmony presents when there is interconnectedinesagh energy that influences
present experiences and sense of harmony. Tapgim¢hie interconnectedness results
in harmony. Thus, according to Haley and Ratliffé& “harmony is the central core
equilibrium that is reached when there is a corewwss between strengths and
stressors”. What this harmony state looks like rtoiradividual is influenced by the
culture or worldview of the individual, which cokrthe lens through which the
strengths and stressors are perceived. In the siutaley and Ratliffe (2006), the

stressors that emerged were pre-existing stredsammacial burden, role conflict, care
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burden, and isolation. The stressor was dependamaoh person’s perception of a
situation, whilst, the strengths were comprised tree flow of energy, connectedness,
openness to what is, and meeting a challenge.

Based on the model, Haley and Ratliffe highligtattthe worldview in
the model is culture. The culture of the individaahsists of the beliefs, values, and
attitudes. The beliefs and values of an individaldut the situation will influence his
or her attitude. The nurse can assess a patieotlslview to get information on the
strengths and stressors. Strengths are a stagengf &rising from the sources of energy
into attaining harmony. The undergoing of strengtliiee flow of energy,
connectedness, openness to what is, and meetihglierge exist in the integrative
harmony model. The following discussion will expléihe components of the strengths

of the integrative harmony model.

Free flow energy or presenderesence is caring, and if the nurse would
like to provide caring, she/he should have presémcihe patient. Presence is as a way
of being interpersonal, transpersonal, and splritwethin a caring relationship
(Covington, 2005). Presence consists of a prod¢edsd enacted in moments or over
days, weeks and years (Finfgeld-Connett, 2006)s Tésults in a positive attitude
characterized by the ability to act appropriatdlierefore, in presence, the specific

aspect is a positive attitude focusing on the presiéuation.

Connectednes3 he specific aspects of connectedness are liusity,

2) family support, 3) social or community suppatj, taking care of self, and 5)
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interaction with nature. Connectedness in eachcagii@atients in the ICU is detailed
as follows.

Spirituality for patients has been reported in matydies as giving
mental support for patients in the ICU (Lundbergk&rdonfag, 2010), ICU nurses
being in a better position regarding their perceptevels of spiritual care (Turan &
Yavuz Karamanglu, 2013), and spiritual well-being being substalhti correlated
with psychological well-being and personality (Uméener, Ladenhauf, Moazedi,
Wallner-Liebmann, & Fink, 2010). Spirituality isigéng the patients’ faith to connect
with God resulting in well-being both mentally aswiritually.

In family support, most nurses are willing to imviiamily members to
support patient care (Azoulay, et al., 2003). Agigant positive correlation was found
between spirituality and family support during isixee procedure and resuscitation in
adult patients (Baumhover & Hughes, 2009). Maintejrconnections with the family
is beneficial for the emotional and social asp@dtshe patients (Haley & Ratiliffe,
2006).

Social or community support is a source of stremgthany studies. For
patients in the intensive care unit, social supposbably came from the visitation of
friends, neighbors, and other community membersirThisitation increased the
emotional well-being and mental well-being of pate because the patient felt happy
when friends came to give support (Finfgeld-Conra07).

Taking care of yourself refers to the nurse whousthdake care of
himself or herself before taking care of a pati&#he nurses were required to be healthy
physically, mentally, and spiritually in order tcemhate the patients to connect with

God, society or community, and environment or r@atufaking care of self is
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imperative to personal health, sustenance to aoatimcare for others, and professional
growth (Blum, 2014). Then, interaction with natigeeflecting strength and providing
a positive energy to care for the patients (Haleja&rigan, 2004). Similarly, Ratliffe
and Haley (2002tated thathe linking with energy fields in the interactioiithvnature

was as a means of reloading one’s own energy asigsh.

Openness to what i©penness to what is refers to handling emotions,
finding meaning and not being overwhelmed (Halleyr&tliffe, 2006). According to
Halley and Ratliffe, handling emotions to faceicait situations is a comfortable feeling
to gain emotional well-being. The search for megnowhat is represents a new level
of understanding or a new perspective. The seaschmieaning leads toward an
increased “meaningfulness in life” (p. 64). Thuse harmony reflects and finds the

meaning in the fulfillment of each moment.

Meeting a challengdP’roblem solving, resourcefulness, dedication, and
love are themes in meeting a challenge in the iata@ harmony model (Halley &
Ratliffe, 2006). Problem solving is accepted todseintellectual process requiring
reflecting and creative thinking (Cinar, Sozeri,h®a Cevahir, & Say, 2010).
Therefore, resourcefulness is the searching foa datprovide a response to the
problems or potential problems, to improve knowkedlgr better decision making for
the patients (Halley & Ratliffe, 2006). Resourceigs is the ability to perform
independently daily tasks (personal resourcefu)resd to seek help from others when
unable to function independently (social resourrefss) (Zauszniewski, Lai, &

Tithiphontumrong, 2006). Personal resourcefulness a nurse, and social



40
resourcefulness is family or community support. 8tver, dedication and love are
portrayed in the integrative harmony model. Dedocatand love give the nurse a
confidence to meet challenge in caring for a patigy having dedication and love, the

nurse and the patient will immediately improve thgirmony of body, mind, and spirit.

1.4.3 Harmony in Islamic perspectives for Muslim nursesna

patients in the ICU.

Muslims live in a way that reflects unity of bodyjnd, and spirit with
Allah. This unity view of harmony in life focuses on thelationship withAllah
(Lovering, 2008). Thus, Muslim nurses put theieation to the body, mind, and spirit
in caring for patients. Based on the literatureéa®y harmony in an Islamic perspective
for Muslim nurses in the ICU probably includes gpality, and nurse-patient
relationship.

Spirituality in Islam is how Muslim nurses haveannection with God
(Allah), how they increase their faith, and what thingssMns need to do to get closer
to Allah. For Muslim patients, spirituality is importantedause spirituality gives an
inner piece, energy, and sincerity to whitah gives to them (Halligan, 2006)
Likewise, Henry (2013) found that providing spiatity in Islam can produce spiritual
energy that may yield physical, psychological, apuitual well-being. Thus, the nurse
can invest this intervention in the transformingl drealing effects for the patient.
Therefore, spirituality in Islamic faith for patiesns an antecedent to provide harmony
for the patients in the context of caring.

Meanwhile, the nurse-patient relationship in Islegfers to how the

nurse considers the needs among the basic nedusspitalized patients. The nurse
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should emphasize kindness, compassion, and theirgina good behavior in the
interactions and relations with the patient andr tfaamilies. A good relationship will
enhance patients’ satisfaction. Patient’s satigfads as an indicator that reflects the
quality of care and caring behaviors of nursesi{Retf al., 2008). The nurse-patient
relationship is an intervention that should be pted by the nurse to gain harmony in

the life of their patients and for their profession

1.5 Measurements of caring outcomes.

Caring outcomes were assessed both quantitativelygaalitatively.
However, the present study employed qualitativenoeto assess the caring outcomes
of the study in order to provide in-depth detads better understanding the nurses’,
patients’, and families’ subjective caring outcorfike interview guides developed by
the researcher were used to guide the assessmémgatients’, families’, and nurses’
satisfaction and the harmony of life (Appendix B,0Z and E).

For quantitative measurement, there were many iegistools
measuring the outcomes from different perspectittes;nurse, patients, and family
outcomes. In this section, the researcher highlddjhd measurements of caring,
including 1) Nurse-Patient Relationship QuestiormaR) Nurse Caring Behaviour
Checklist, 3) Professional Caring Behavior, andB&dy-Mind-Spirit Well-Being
Inventory (BMSWBI).The following table is summary examples of tools of caring

outcomes (Table 2.3).
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Examples of Measurements of Caring Outcomes

No Tools Description

1 Nurse Caring Behaviours This instrument is in the Indonesian language,
Checklist (Setiawan, 2010) to measure caring behaviour of nurses in caring

for critically ill stroke patients in Indonesia. To
date, there is no information of validity and
reliability of this instrument.

2 Nurse-Patient Relationship This questionnaire was developed to measure
Questionnaire (Quinn et al., caring quality of the nurse-patient relationship.
2003) To date there has been no reliability, validity, or

development effort to refine this scale.

3 The Professional Caring This instrument is to measure the caring of
Behaviors (Watson & Lea, 1997)aspects of caring nursing practice. This

instrument is not widely used to measure caring
practice among nurses, patients, and families.

4 Body-Mind-Spirit Well-Being BMSWBI is to measure the holistic health of a

Inventory (BMSWABI)
(Ng, Yau, Chan, Chan, & Ho,
2005).

person in Chinese adults. The validity of all of
the relationships between the BMSWBI scales
range from 0.40 to 0.72. However, this tool is
not relevant to measure harmony in this study,
as the tool is a general measurement to measure
well-being of body, mind, and spirit for a
healthy person. Moreover, harmony as a caring
outcome in this recent study is in regard to
Islamic concepts.

2. Critical Care Nursing and Caring in the Intensive Care Unit (ICU)

The following concepts will be discussed: patiesgtting and

technology in the ICU; nursing standards on cafimgritically ill patients in the ICU;

nurse caring behaviors for critically ill patiemshe ICU; family participation in caring

for critically ill patients in the ICU, and factorafluencing caring for critically ill

patients.

2.1 Patient, setting, and technology in the ICU.

Critically ill patients are defined as those patsewho are at high risk

of actual or potential life-threatening health gesbs. The more critically ill the patient

is, the more likely he or she is to be highly vulide, unstable and complicated,
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thereby requiring intense and vigilant nursing d@&ACN, n.d). In the ICU, patients
may recover or die. Therefore, the managementeopétients involves the prediction
of at risk patients, proactive observation and lmaterventions to prevent
deterioration. An appropriate treatment can impritneoutcomes of the patients.

The intensive care unit (ICU) is an area of spécialthin nursing that
deals specifically with human responses to lifedtening problems (American
Association of Critical-Care Nurse [AACN], n.d). @hCU has higher levels of
staffing, specialist monitoring and treatment equept that are only available in this
area and the staff are highly trained in caringthe most severely ill patients (The
Intensive Care Society, n.d). AACN differentiateiee factors that cause intensive care
units to differ from other units in the hospitad) @ very high nurse-to-patient ratio, (b)
the availability of invasive monitoring, (c) theausf mechanical and pharmacological
life sustaining therapies (mechanical ventilatiasopressors, continuous dialysis).

The environment of the intensive care unit is ik B general ward.
The environment should be designed to offer efficatient care as well as a healing
and comfortable environment for both the patiamis their families (Williams, 2001).
The ICU environment, ideally, is divided into thraenes: a patient area, a family area,
and a caregiver area. The patient area includdseithebedside table, and bedside chair.
The family area could have a reclining or sleepg&aic as well as storage space for
personal belongings. The caregiver area consistspyly storage, monitors, computer
terminal, and charting stand (Williams, 2001). Hoer the areas depend on the space
allocation of the ICU, and each hospital may hatfer@nt zones.

Monitors, intravenous (IV) tubes, feeding tubegheters, ventilators

and other equipment are common in critical carésuModern intensive care nursing
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involves an environment in which a heavy reliargcplaced on technology to carry out
a range of functions concerned with both monitopagients’ physiological status and
delivering treatments in the form of drugs and masi types of respiratory support
(Andrews & Nolan, 2006). The demand and complexitytechnology makes it
necessary to have a clear understanding of the imaykich the health care provider
in the intensive care unit interacts with techngld@rowne & Cook, 2011). For
example, syringe pumps are widely used in ICU tiveea range of medication at a
controlled rate. Brown and Cook also claimed thatexhanical device is susceptible
to malfunction as well as being affected by a nundéeoutside influences that might
affect its operation. Manufacturers have includedlarm system to alert nurses to the
conditions that might need possible troubleshootsugh as the occlusion of a line, or
the administering drug being finished.

In assessing the physiological data presented bipent, a nurse then
is faced with three possibilities. The first is theonitor display representing the
patient’s condition accurately; the second is tlumior display showing the patient’s
state inaccurately because of the presence ofraktictors, such as an occlusion or
calibration errors; and the third is there are mtemmal factors but the display is
inaccurate because the device is faulty (Browneo&k: 2011). The above statements
are oriented to the machine and technology utibretto understand the physiological
condition. Ozbolt (1996) as cited in Purnell (199@scussed that technology
appearances are designed to free the nurse frongc@ritical care nurses, definitely,
should realize other factors that contribute to plad¢ient’s condition when the data

display from the monitor does not match the pasegmtesent condition.
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Barnard (2000) conducted a phenomenography studgetatify the
nurse’s experience of technology, by using a sermactired interview with open-
ended questions and pictures to describe expesgeiibe 20 nurses who participated,
had 1 to 30 years of professional experience. Ty was that technology could be
a form of medical dominance. According to the nsrepinion, machines are usually
purchased and controlled by the medical profestscerad meet the needs of medical
practice rather nursing. Kiekkas, et al. (2006oh&red that the majority of nurses
recognized the positive effects of equipment reiggrdatient care and clinical practice.
They agreed that the use of equipment possiblysléadncreased risk due to human
errors or mechanical error, increased stress amddstricted autonomy of nursing

personnel.

2.2 Nursing standards on caring for critically ill patients in ICU.

A critical care nurse is a licensed professionasewvho is responsible
for ensuring that acutely and critically ill pattsrand their families receive optimal
care. Critical care nurses are educated in workith critically ill patients. Their
education is extensive and covers physical, psymtials and spiritual aspects of care.
Terry and Weaver (2011) mentioned that the critczake nurse needs to: 1) be well
versed in advanced pathophysiology; 2) be adaptaidecalm while treating patients
in an environment that requires quick decision-mglgkills in regards to underlying
threatening conditions; 3) stay abreast of changuganced technology to preserve
organ function; 4) coordinate the care with mudiphfluencing factors; 5) provide

leadership in the management of care; and 6) coatelthe multiple disciplinary team.
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Critical care nurses also have standards of cark standards of

professional practice. These standards provideamdwork for the quality of care
delivered by the nurse (American Association ofti€al-Care Nurse, 2008). The
standards composed of 6 items include assessnaghodis, outcome identification,
planning, implementation, and evaluation. The shatsl are related to the nursing
process for the patients (Table 2.4).

Table 2.4

Nurses Caring for Critically Ill Patients Based &#\CN Standards of Care

No Standard Description

| Assessment The nurses collected relevant patieaalth data.

Il Diagnosis The nurses analysed assessment data in deterrdiaggosis

Il Outcome The nurses developed plan of care that identifyividdalized,
identification expected outcomes for patients.

IV Planning The nurses developed plan of care finregcribed interventions to

attain expected outcomes.
V  Implementation The nurses implemented intervergtidentified in the plans of care.
VI Evaluation The nurses evaluated patients’ pregiteward attaining expected
outcome
Adapted from AACN web site at hitp://www.aacn.odgcessed January 13, 2013.

Furthermorein AACN the most common role for the critical cangrse
is administering care to the patient at the beddile AACN has then clearly defined
eight critical care competencies that enclose thisa’s roles (Table 2.5). The critical
care nursing competencies include clinical judgmewtvocacy and moral agency,
caring practice, collaboration, system thinkingsp@nse to diversity, facilitator of
learning, and clinical inquiry. Caring practiceas important competency in critical
care nursing. In caring practice, nurses shouldtera compassionate, supportive, and
therapeutic environment for patients, families, attuers, with the aim of promoting

comfort and healing and preventing unnecessargsoff (AACN, n.d).
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Table 2.5

Eight Critical Care Nursing Competencies

No Competencies Description
1 Clinical Clinical reasoning, which includes clinical decrisimaking, critical
judgment thinking and a global grasp of the situation, cedplvith nursing

skills acquired through a process of integratingnal and informal
experiential knowledge and evidence-based guideline

2 Advocacy and Working on another's behalf and representing thre@ms of the

moral agency  patient/family and nursing staff, serving as a rhaxgent in
identifying and helping to resolve ethical and iclad concerns
within and outside the clinical setting.

3 Caring practice  Nursing activities that createcampassionate, supportive and
therapeutic environment for patients and staffhwttie aim of
promoting comfort and healing and preventing ungssagy
suffering. Not limited to, vigilance, engagemend aesponsiveness
of caregivers, including family and healthcare parel.

4 Collaboration Working with others (e.g., patierigsnilies, healthcare providers)
in a way that promotes/encourages each personsitndgions
toward achieving optimal/realistic patient/familypals; involves
intra- and inter-disciplinary work with colleaguasd community.

5 Systems Body of knowledge and tools that allow the nursentanage

Thinking whatever environmental and system resources exist tlie
patient/family and staff, within or across healitecaand non-
healthcare systems.

6 Response to The sensitivity to recognize, appreciate and incate differences

Diversity into the provision of care; differences may inclutbet are not
limited to, cultural differences, spiritual beliefgender, race,
ethnicity, lifestyle, socioeconomic status, age aaldes.

7 Facilitator of The ability to facilitate learning for patients/fdies, nursing staff,
learning other members of the healthcare team and commumdtydes both
formal and informal facilitation of learning.
8 Clinical inquiry The ongoing process of questioning and evaluatirgtige and
(Innovator/ providing informed practice; creating practice o through
Evaluator) research utilization and experiential learning.

Note From AACN website at www.acacn.org, last accessadiary 13, 2013.

2.3 Critical care nurse caring behavior for critically ill patients in

the ICU.

The focus of care in the ICU is not only on theigmEtbut also on their
families. Nurses caring behaviors are a factorg¢hables the nurse-patient relationship.
A study about nurses caring behavior by O’Connetl handers (2008) revealed the

ten most important nurse caring behaviors as perddiy nurses and families (Table
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2.6), whereas, the patients in the study considégredechnological caring behaviors
of the nurses. In addition, Omari, AbuAlRub, andasseh (2013) also found that
patients in critical care units perceived physiadl technical behaviors as the most
important caring behaviors for nurses, whereaseasuns critical care units perceived
teaching behaviors as most important caring belswith is concluded that the
importance of the caring behaviors of critical caveses were similar as perceived by
nurses, patients, and patient’s family in termgediting the patient as an individual.
Table 2.6
The 10 Most Important Nurse Caring Behaviors ascBeed By Nurses and Patients’

Families in Critical Care Unit based on O’ConnetiéLanders (2008)

No. Nurse caring behaviours perceived by Nurse caring behaviours perceived by

nurses patients’ families
1 Know what you are doing Treat the patient amdividual
2 Treat the patient with respect Know what youduiag
3 Treat the patient as an individ Know how tc give injections, 1Vs, et
4 Reassure the patient Know how to handle equipment
5 Are kind and considerate Give the patient meitinatand
treatments on time
6 Know when the patient has had enougfireat the patient with respect
(visitors, etc.) and act accordin
7 Maintain a calm manner Make the patient feel soraes there
when he/she needs it
8 Give the patient your full attention Are kind and considerate

when with him/her

9 Help the patient with his/her care until Give the patient pain medication when
the patient is able to do so for he/she needs it
himself/hersel

10 Know when it is necessary to call the Let the family visit as much as possible
doctor

2.4 Family participation on caring for critically ill patients in the

ICU.

Family members of critically ill patients are intagto the recovery of
their loved ones. When planning for the overallecaf patients, nurses and other

caregivers need to consider the informational ambt®mnal support needs of this
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group. Families of critically ill patients repohteir greatest need is for information. The
informational requirements of families with a adlly ill patient are as: 1) having
guestions answered honestly; 2) knowing the fabtsiathe patient’s prognosis; 3)
knowing the results of procedures as soon as gesdp having staff inform family
members of the patient’s status; 5) knowing whydhiare being done; 6) knowing
about possible complications; 7) receiving explemet that can be understood; 8)
knowing exactly what is being done; 9) knowing abthe staff providing care; 10)
receive directions about what to do during a pracedLeon & Knapp, 2008; Thacker
& Long, 2010; Verhaeghe, Defloor, Van Zuuren, Dsige, & Grypdonck, 2005).
Flexible visiting hours and informational bookletgarding the critical care experience
are recommended to meet this (Urden, Stacy, & LaRg8).

To help the family to participate in caring, thases should understand
the needs of the family. Verhaeghe, et al. (200&yed the family’s needs into four
categories of cognitive, emotional, social and ficatneeds.

1. The cognitive needs are the need for accurate amgprehensible

information. Family members want to speak to a aloevery day

about the condition of and the prognosis for thiiepg and want a
nurse to explain to them about the care, the thétequipment, and
what they can do for the patient during visitingute Family

members place great importance on being calledoatehif the

condition of the patient changes.

2. The emotional needs include hope, reassurance @nd bble to

remain in the vicinity of the patient. Family membalways give
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priority to the welfare of their loved one. In theonfused state, they
often do not get around to paying attention to thelwres.

3. The social needs can be the relationship betweepatient and his
or her family members as well as the relationst@pveen family
members and friends.

4. The practical needs generally concern the familyniver’s feeling
of comfort, in which both material and non-matenweltters can play
a role. In the category of the non-material neddsjble visiting
hours are at the top, followed by help with finahcor family
problems and explanations of what family members ada at the
bedside of the patient, and how they can contriboitdhe patient
care.

The families often focus on the fundamental aspetigshysiological
needs such as shaving, pain relief and communitgRyan, 2004). The families’
values and their perspectives often differ fromnbeses (Endacott & Berry, 2007). In
the ICU, the family are often afraid to touch tHeired ones in case they interfere with
some of the machines, relatives should be offepgtunities to be actively involved
in care without being made to feel guilty or beaogrphysically exhausted (Woodrow,
2012).

The patient’s family may be angry. They are usuatigry at the disease,
but it is difficult to take anger out on diseasesteéad, anger, complaints or passive
withdrawal may be directed at those nearby, whouatelly the nurses (Asa & Siv,
2007). Most families display emotional reactionghsas symptoms of anxiety or

depression and so on (Hughes, Bryan, & Robbins52Pl@Adam, Fontaine, White,
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Dracup, & Puntillo, 2012). The families may blarhernselves, have feelings of guilt
and distress. They may neglect their own physiedds, such as rest and sleep
(Bournes & Mitchell, 2002) in accompanying the patiin the hospital. Therefore, the
facilities for the family should include a waitingom near the unit, somewhere to stay
overnight and facilities to make refreshments (Theam, et al., 2012).

Family members could be encouraged to be involuatie actual care
delivery at a very basic level, for example assgstiith basic hygiene needs, emptying
urine bags, etc. However, not all family memberngehide ability or motivation to be
involved, and therefore nurses should carefullyessgheir ability (Moore, 2004).
Families need to feel that they are contributingifpeely in some way and this
involvement should not be denied. Family member&raction with and the support
of the patient is a way of demonstrating their lame concern, and constitutes an aspect
of care that only they can provide (Williams, 2005)

Families like to have a presence in the ICU (B2UO11; Thacker &
Long, 2010). This presence is related to being with patient, having emotional as
well as a physical presence. It involves conneassinand bonding. Humanistic
practitioners are personally involved (Leon & Kna@p08; Thacker & Long, 2010).
Nurses should act as effective role models in tglkp and touching the patients, as
many families may feel awkward talking to a patiehi is unconscious. Nurses must
be aware of the family’s participation in takingreaof the patients while being
hospitalized in the ICU and or after being discldrfrom the unit. That is the reason

why family participation in caring will be benefadifor patients.
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2.5 Factors influencing caring for critically ill patie nts.

The factors influencing caring for critically illapients in the ICU are
reported in the literature. The influencing fact@@nsist of 1) the nurses’ caring
knowledge and skills, 2) the nurses’ motivation caring, 3) the nurses’ work
experience, and 4) gender issue.

2.5.1The nurses’ caring knowledge and skill.

Numerous conceptualizations of caring have beerighdad over the
years in order to give nurses caring knowledge. ddreeptualization of caring given
to the nurses, is that caring is valued in the ingrpractice. Despite caring being
regarded as a valuable attitude of nursing for desanurses’ knowledge about caring
is mainly on a philosophical level. That is why somurses in a diverse world are
limited on caring knowledge and skill. For exampidndonesia, the level of nurse’s
caring knowledge may be at the state of remembenmgunderstanding, as they had
learned from nursing school. It is the reason thatnurses neglect to practice caring
in the setting.

Effective caring requires adequate knowledge ireotd apply it in the
nurses’ caring practice (skill). According to Scof003), the knowledge and skill of
caring for patients consists of four aspects: tBlliectual, 2) psychological, 3) spiritual,
and 4) physical. The intellectual aspect of nus@Essists of an acquired, specialized
body of knowledge, analytical, thought, and clihjcagment, which are used to meet
patient’s needs. The psychological aspect of nuzsegose of the feelings, emotions,
and memories, which are part of the patient’s aepee. The spiritual aspect of nurses
helps the patients to seek a supernatural powetoaartswer the question, “Why? What

is the meaning of this?” The physical aspect osesiis the ability of the nurses offer
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the nursing service and skills to attain a goaler&fore, the nurses must be
accomplished in their knowledge. Nurses’ caringvdealge for critically ill patients
specifically is not limited to the nursing standaate, but also it should touch the all
dimensions of a human being.

2.5.2The nurses’ motivation on caring.

The nurses’ motivation on caring in the intensiaeecunit is important
to influence good caring practice, as they shoale tcare of the patients with their
heart and love. The giving and receiving of loveasnething that is embedded within
everyday nursing and caring practice (Stickley &dhwater, 2002). A study on
positive benefits of caring on nurses’ motivatioara/ revealed that the importance of
considering the emotional aspect of the nurseslaied with their motivation and
well-being (Donoso, Demerouti, Garrosa Hernandeardvo-Jimenez, & Carmona
Cobo, 2015). Therefore, the nurses’ motivation aring consists of emotional and
physical demands.

The emotional demand on the nurses’ motivatiorrsdfethe emotional
condition (such as stress, feelings, and satisfacin their job in taking care of the
patients. Nurses, who are stressed in their joby n@ take care of the patients
sincerely. However, the positive emotions of nusesaring ensure the nurses are a
good in their profession. In other words, the pesiemotional demand of the nurses is
crucial in order to motivate the nurses to cardlierpatients. Meanwhile, the physical
demands refers to the physical well-being of thesest The physical well-being of the
nurses is important, as the nurses should keephlyeial taking care of the patients.
Physical health influences the nurses’ motivatiortheir job and taking care of the

patients.
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2.5.3The nurses’ work experience.

Work experience is a fantastic way to gain an imsigto a career in
nursing. It can also be a valuable way of gettiome confidence and experience of
caring for the patients and their families. Howewaost nurses in the ICU are young
and novices. They have not had experience caringritically ill patients. Thus, they
lack experience on how to recognize the patiemisiscand their needs. They have no
motive to assess and to observe patients morelgi{¥we, Wang, Liu, & Wu, 2015).
The young or novice nurses expressed confusiorsaads as their impression about
their first job experience. A study on novice nsgrse Indonesia revealed that the
opportunities to gain clinical experience were askiedged as the factors that make
nurses feel good about their job. However, lackugfport from seniors, lack of clinical
skill and knowledge, unfamiliarity with work envimment and procedure, work
schedule system, relationships with patients aradods, and limited autonomy were
reported as causes creating negative feelings aheirtjob (Maftuhah & Tashiro,
2015).

2.5.4Gender issue.

One of the influencing factors of caririg Islam is gender issue.
Halligan (2006) described in his study that oldedarpatients disliked female nurses
taking care of them. Similarly, female patients dat want male nurses in the room,
because for female patients there is an overridirjgctive of modesty and privacy.
Modesty is an important issue and is held in hegfard by males and females in Islamic
culture. Unnecessary touching between non-relageglp of the opposite sex should
be avoided (Hyder, 2003). Thus, it is suggestetidaang for Muslim patients should

be gender oriented.
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A case study method related to gender and carirsgalea investigated
by Pasic, Poeschla, Boynton, and Nejad (2010). Tdweyd that gender is a challenging
area in Muslim culture, because Islam is more thfrimiled than other religions in
interactions between male and female. However tddlee current shortage of nurses

the possibility of achieving this gender mix seamachievable.

3. Critical Social Theory and Action Research

In action research, the philosophy underpinning shely is critical
social theory. The following description discussles concept of the philosophy in
collaborating with action research concepts.

3.1 Critical Social theory.

Critical social theory has contributed to actiose&ch since it suggests
that researchers are attentive to how it operatesocial, cultural, and economic
contexts and throws light on the ways in which peagct in everyday situations
(Kemmis & McTaggart, 1988). Research methodology #ulopts critical social theory
as the basis of knowledge development has beenfisptbg advanced by the
researcher in social sciences (Holter & Kim, 1995).

Critical social theory in knowledge of human inwre/as proposed by
Habermas in 1984. Habermas explicated a founddtiom methodology consistent
with his metatheory. He claims that there is aeriiépendence between the basic
concepts of action and the methodology of undedstgrsocial science. Habermas also
addressed a question of communicative action iniomak interpretation.
Communicative action is oriented to reach an irgespnal understanding and as action

where the participants are not primarily interestedttaining their own individual
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successes, but in arriving at their individual gad@lrough mutual understanding and
harmonious interpretations (Habermas, 1984). Tthesyesearcher has to understand
the reasons with which persons would defend thalidity (Kemmis, 2001; Kim &
Holter, 1995).

Critical social theory has been shown by nursirigolars as addressing
key issues in the development of nursing knowle&geeh interest has pointed out the
need to rethink nursing practice not only as pnoldelving, but also as praxis in which
nurses are human agents (Kim & Holter, 1995). Is tasearch, critical social theory
will highlight the empowerment and emancipatiortteé participants, as the research
process creates the practical intent of the ppgits. Empowerment encourages people
to undertake activities by which they work to impedheir situation (Glasson, Chang,
& Bidewell, 2008).

Action research relates to the humanistic approdtie humanistic
approach encompasses the qualities of non-deferesgeof openness, of authenticity,
which are characteristics of the real self andadse concerned with the social field
(Rowan, 2001). In being a virtual participant, lesearcher brings his or her own
understanding to the situation. Thus, there isifferdnce between understanding and
interpretation as all understanding involves intetgtion and all interpretation involves
understanding (Habermas, 1984).

3.2 Action research.

Action research is now widely used as a way ofgmising research
that has moved beyond researching "on" to reseaychwith" participants (Cook,

2012). Authors such as Kemmis and McTaggart (1988gIman (1993) stated that
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this mode of research originated with Kurt Lewin,Aamerican psychologist in the late
1930s.

A primary purpose of action research is to produeetical knowledge
that is useful to people in the everyday condudheir lives. A broader purpose of
action research is to contribute through this pratknowledge to the improved well-
being, economic, political, psychological, spiritudimensions of persons and
communities, and to more equitable and sustaineddltionships with the wider
environmental science of the sphere of which we areessential part (Reason &
Bradbury, 2001). Thus, action research is aboukwvgrtowards practical outcomes,
and also about creating new forms of understangdinge action without reflection and
understanding is blind.

3.2.1Types of action research.

There are three approaches of action researchstiogsof the technical
collaborative approach, the practical/mutual callative approach, and the
emancipatory approach (Grundy, 1982; Holter & SatmvBarcott, 1993). The
characteristics of action research are summariz@cible 2.7.

1) Technical Collaborative Approach.

According tolnger Margarethe Holter and Schwartz-Barcott (1988
main goal of the researcher in technical collabeeatpproach is to examine a
particular intervention based on a pre-specifiebtatical framework. The query is to
know if the intervention can be applied in a preaiti setting. The aspects of
collaboration between the researcher and the poars are technical and facilitatory.
The researcher focuses on an identified problem argpecific intervention. The

interaction between the researcher and the pr@witi is aimed at gaining the
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practitioner’s interest in the research and agregne facilitate and help with its
implementation. The kind of knowledge that reséitsn this approach is predictive
knowledge and the major thrust is on validation eefthement of an existing theory
and hence is essentially deductive.

2) Practical Collaborative Approach.

In the practical collaboration approach, the reg®arand practitioners
come together to identify potential problems, themderlying causes and possible
interventions. The practitioners gain a new unéeding of their practice, and the
changes implemented tend to have a more lastingactes. The type of knowledge
generated is generally descriptive, and moves tsvire development of new theory
and also follows an overall inductive approach (gImann, Kenkel-Rossi, Klassen,
& Stollenwerk, 1996).

3) Emancipatory Collaborative Approach.

In this approach, the researcher raises questiomst ahe underlying
assumptions and values, and involves the praatiteom critically reflecting on their
practice. The emancipatory collaborative approachringing to light the difference
between stated practices underlying assumptionscandentions that really manage
that practice. The researcher facilitates the pi@oters in the discussion of underlying
problems and assumptions on a personal level, 4saweliscussing the level of the
organization’s culture and the possible conflidieyt can generate. This approach
focuses on the value system, norms, and conflidtesh are the probable causes of the
problems. In this step the emerging patterns of peagtice and new theoretical insight

originate from a freshly shaped culture of pracfidelter & Schwartz-Barcott, 1993).
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The Characteristics of Three Modes of Action Redear

59

Philosophical  Technical Practical/Mutual Emancipatory

Base Collaborative Collaborative approach Collaborative approach
approach

The nature of  Single, Multiple, constructed, Social, economic. Exists

reality measurable, holistic with problems of equity
fragmental and hegemony

Problem Defined in Defined in situation Defined in the situation
advance based on values

clarification

Relationship Separate Interrelated, dialogic Interrelated, erdbddn

between society

researcher and

practitioners

Focus of Technical Mutual understanding, Mutual emancipation,

collaboration  validation, new theory, inductive validation, refinement,

theory refinement, new theory, inductive,
deduction deductive

Type of Predictive Descriptive Predictive, descriptive

knowledge

produced

Change Short lived Longer lasting, Social change,

duration dependent on emancipation

individuals
Events explained Events are understood Events are understood in
through active mental terms of social and

The nature of
understanding in terms of real

causes and work, interactions with economic hindrances to
simultaneous external context, true equity
effects transactions between
one's mental work and
external context
The role of Value free Value bounded Related to values of
value in equity
research
Purpose of Discovery of laws Understand what Uncover and understand
research underlying reality occurs and the what constrains equity

meaning people make and supports hegemony
of phenomena to free oneself of false
consciousness and
change practice toward
more equity
Adapted from: Masters, J. (1995) The History otidnc Research' in 1. Hughes (ed)tion
Research Electronic Reader. The University of Sydney. Retrieved
from http://lwww.behs.cchs.usyd.edu.au/arow/Reaaagters.htm




60

Action research encourages people to convey chaggproducing
knowledge through reflection on their personal eigrees and situations. The action
research process enables nurses who actually wtrkpatients to bring innovation to
their practice in clinical settings. So, nursesamreouraged and empowered to address
their identified concerns with the care they preyido engage step by step in the
cyclical process to improve their practice anddretheet the needs of their patients
(Badger, 2000; Glasson, et al., 2008; Hall, 2006k ummary, mutual action research
was applied in this study and nurses, patientsfamdies were invited to engage and
collaborate to change the practice and developdeiad Islamic based caring.

3.2.2The cycle of action research.

Kemmis and McTaggart (1998, 2008) discussed tleaiethre four steps
for the action research planner, which are: (1pmeaissance, (2) planning a change;
(3) acting and observing; the process and consegsaf the change, (4) reflecting on
these processes and consequences, and re-plaRigoge(2.3).

1) Reconnaissance.

Reconnaissance refers to initial reflection on srtn situation in the
light of the thematic concern (Kemmis & McTaggatf88). Reflection identifies
concerns that need addressing and reveal the wasdsi perceptions of their nursing
practice (Glasson, et al., 2008). Further, recassaaice is similar to preliminary
investigation. Several nurses should state thaiicerns about changing their unit
practice, and express their enthusiasm to changenthising care they provide.
Reflection also involves the action researcher dwting what happens throughout

the study. Nursing staff and reference group mgstirecord the exchange of
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information, ideas, issues raised and reflectidmmaithe ways of improvement during
the reconnaissance.

2) Planning.

The nurses worked with the researcher to plan wivbere and how to
address their concerns. The planning action stepnenced when the researcher
presented the information from a literature reviewthe nurses to select ideas from
which to develop their new model of nursing (Glagset al., 2008; Kemmis &
McTaggart, 1988; Street & Robinson, 1995). Follagvihe planning presentation, the
nurses devised a particular nursing model of caoragidress their concerns. They also
planned the instruments to evaluate the new mdd=ring.

3) Action and observation.

In the acting phase, the nurses implemented tHair pn the ward.
Meanwhile in the observing steps, the researcheervbd the nurses caring practice
for the patients. According to Kemmis and McTagda@88), the researcher’s team
simply have to go ahead and try to do what has ptemed to do. The plan may not
have visualized all of the circumstances in whicis enacted, but the researcher will
get some instant feedback once the situation ismvaly.

4) Reflection and re-planning.

The reference group reflected on the outcomesterméne whether the
model has improved the quality of care and whetifemward nurses are satisfied with
the care they had agreed to provide. The researfduditated this process by
encouraging and guiding the nurses to reflect eir tvard practice (Glasson, et al.,
2008). So, the nurses developed their own knoveedgl gained confidence through

reflecting on their everyday practice. Somehowplegining is needed to decide on how
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next to proceed, retain, or change the model ahgailhe researcher encouraged the
reference group to continue meeting to reflect oevipus steps and plan further

enhancements for the next cycle (Kemmis & Tag@a®g).

Figure 2.3 The Action research Spiral. Adapted from “Partitgpp Action Research:
Communicative Action and the Public Sphere” by 8iifnis and R. McTaggart. In Strategies
of Qualitative Inquiry (2008), p 278. Btrategies of qualitative inquityy N. K. Dezin and Y.
Lincoln.

Undertaking action research is a disciplined inguhat pursues a
focused effort to gain the knowledge that is nemgs$or people to take action to
improve the quality of their lives (Koch, Selim,Kalik, 2002). Koch and colleagues
also justified that action research is a collectigelf-reflective inquiry that is
undertaken to improve a situation. The spiral r@atof action research, with the
planning, action, and evaluation phase goes betlemanere fact finding expedition
that is the hallmark of much conventional resea€wok, 2012; Kemmis &
McTaggart, 1988). The process of engaging in prastihat are informed by reflection
is called “praxis”, which is achieved by criticaiigentifying issues and collaborating
to reflect politically upon practice to systemalig@econstruct it (Koch, et al., 2002).

Action research is widely used in nursing studiesesthe inquiry stems
from the methodology, which describes the developgnoé the model and workings

with the participants in the clinical setting. Metiologically, there is a continuing
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dialectic as people strive to make meaning andectillely create knowledge. The
principles adapted for the action research proaesslemocratic, equitable, liberating,
meaningful, useful, and ultimate. The research ggsawithin the cycles resulted in
praxis for the researcher and reference groumaslkedge is achieved from the critical

thinking beyond the cycle.

4. Summary
In most clinical theories and models, based ondtesideration of

human nature, nursing concepts present the fattinhan Islamic nursing context,
humans are regarded as a comprehensive whole,aaimg) ¢s defined in the holistic
framework. According to Islamic scholars, caringcdses on the human being
approach, and basis of holistic nursing in dealuity patients’ crisis. Nurse caring is
regarded not only as a responsibility and sociahrodment but also as a holy and
altruistic job, benevolent, and among the highesnhs of worship to God.

In addition, caring is based on well-being impmment and healing, and
concentration on all domains of nursing care, aed¢lationship of nurses and patients.
Humans are powerful and capable of reaching thiedsiglevels of perfection in life.
The nurse should pay attention to all dimensionshef human being: the physical,
psychological, social, and spiritual dimensiondartsc based caring to achieve
harmony of critically ill patients distinguishesethursing profession to be unique and
contributes to capitalizing on a full range of idéa order to advance the profession.
Thus, a better understanding of caring in Islanmecspectives is needed to ensure

optimal care.
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CHAPTER 3
RESEARCH METHODOLOGY

This chapter describes the research methodologywmas used in this
study. The research can be divided into 11 payteskarch design, 2) researcher roles,
3) research setting, 4) participants of the std&)yresearch instrument, 6) research
processes, 7) data collection methods, 8) datysieab) trustworthiness of the data,

10) translation issues, and 11) ethical considamati

Research Design

This study was an action research performed &tei@ change in caring
practice and to develop a model to achieve this. Jaas area of interest was chosen
due to nurses’ ongoing concern with the gap betwleeory, research and practice, and
with the over-emphasis on naturalistic forms ofuing (Holter & Schwartz-Barcott,
1993). Action research emphasizes the importandeeofesearcher and participants
working together in order to achieve an understamdif the participants’ interests,
meanings, and constraints within the context inclwhihe research is conducted.

The final outcome of the study was to investighie lharmony of the
critically ill patients who were participants inighstudy and the satisfaction of the
participants in the implementation of the Islamiaséd caring model through
participatory observations, in-depth interviewsgu® group discussions, and group
meetings. An outcome evaluation was conductedderoio comprehend the impacts
of the model on the patients, primary family cavegs, and nurses, via both

guantitative and qualitative methods. As the fohedired outcome was the harmony of
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critically ill patients, the findings from the fihavaluation of the model became

components of the Islamic based caring model.

Researcher Roles

In action research, the researcher participateghénaction of the
research. In this study, the researcher observettrmse of the ongoing dialectic
process while group members were shifting theireustdnding to make sense of their
situations or experiences (Koch, et al., 2002).rétoee, the role of the researcher was
to participate actively in the action of the resbaprocess. The researcher acted as a
facilitator and collaborator with the practitionensd documenters.

As an instrumenthe researcher in the study was obliged to beadysat
to help the participants define and think aboutbfms and interventions, and
functioned as a data-gathering instrument. Theareber asked questions, carried out
observations, and reviewed artifacts. The researslas also involved in the data
analysis, the development and evaluation of tlzerigl based caring model, and writing
reports on the findings. The researcher sharekintbeledge about the development of
caring science and Islam. The researcher also izegha workshop and a guest lecturer
was invited to share the knowledge and practiceshi® development of the caring
practice.

The researcher has had two years of work experienttee ICU, and
she has had almost fifteen years of teaching exipeegi in the area of critical care
nursing. In addition, she is a board member ofAbgociation of Critical Care Nurses
in Indonesia. The researcher holds various ceatéin the area of critical care nursing

in ICU. She has also worked for one year in an I€0rder to increase her capability
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in critical care nursing. She also teaches theimgirstudents who practice there, in
addition to her knowing the environment and thesasrwho work in the setting. This

background has enabled the researcher to condustully successfully.

Research Setting

This study was conducted at an Intensive Care lmig hospital in
Semarang, Indonesia, over a period of 8 months.sétteng was a referral hospital in
central Java. The ICU had 15 beds in total: sixioadare beds, four surgical care
beds, and five coronary care beds. There were 45esuan administrative staff
member, and a clerk who worked in this unit. Mdsthe nurses were diploma nurses
(75.6%) while the rest were baccalaureate nurged%2). The total number of patients
admitted to this unit was 200 in 2014, at a 95%upency rate. The average length of
stay during 2014 was 4.5 days.

The head of the unit (an anesthesia doctor) amad hurse led the unit.
Anesthesia doctors were assigned on a daily basiassist patients in a critical
condition. The nurses worked in three shifts. Toletained 11 days off per month after
working for 150 hours. The nurse to patient rat@swisually one nurse per patient.
However, when the beds were fully occupied, a noméd also be assigned to take
care of two patients in cases where patients aaesitable condition and waiting to be
transferred to a ward. The typical patients’ diagg®varied, such as stroke, acute
myocardial infarction, post-operative status, apdegology cases. The patients in the
ICU were in a serious condition, or end-of life ppaand often suffering from co-

morbidity.
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Participants of the Study

The participants of the study were nurses, patigrggents’ families,
and a physician using purposive and conveniencelgagn Key participants consisted
of critical care Muslim nurses. The inclusion atideof the key participants were having
Diploma 11l of Nursing or higher, working in the W being able to share their
experience, and having at least one year of expszief caring in a critical care unit.

Associated participants consisted of 14 patiemstainily caregivers,
and a physician. The patients were recruited baseheir health condition, which was
determined by the patient’s condition and was detigpon by the nurse. The patients
should be able to communicate, cooperate, and haveognitive impairment. The
inclusion criteria of family caregivers were beiadults (18-50 years of age) who

provided care for the patient.

Research Instruments

The fieldwork instruments used in this researcheweettape recorder,
camera, and camcorder. The data collection instisngonsisted of a Demographic
Data Form, interview guide, and observation guide.

Demographic Data Form

The demographic data form (Appendix A-1, A-2, and3)Awas
composed of a checklist of demographic questiogarteng the characteristics of the
participants. These questions included informagibout sex, age, religion, educational
background and other information of each party. d&®ographic data form was filled
out by each participant who participated in thiglgt which included nurses, patients,

and family members.
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Interview guides.

There were two types of interview guides usedisgtudy: 1) interview
guides for in-depth interviews and 2) interviewdgs for focus group discussions. All
interviews guides for in-depth interviews and fogusup discussions were developed
by the researcher and conducted in Indonesian émegu

Interview guides for in-depth- interviews

The interview guide for in-depth interviews was gmsed of two parts.
The first part was used to assess the nurse-padiltionship, and it consisted of four
guestions. The second part was used to assesartnerty of life for the critically ill
patients. The interview guide for the nurses caedi®f three questions, while the
interview guide for the patients or families cotesisof two questions. The interview
guides were composed of semi-structured questiol®ned by probing questions
(Appendix B, C)

Interview guides for focus group discussions.

Three interview guides were used in the focus gabsgussions (FGD).
The first interview guide for FGD with the nursemnsisted of seven questions. This
interview guide was developed by the researcheorter to assess the nurses’
understanding of the caring situation in the ICUd #reir experience relating to Islamic
based caring for critically ill patients in the ICUhe second interview guide was for
FGD with patients’ families and consisted of segegstions. It was also developed by
the researcher in order to assess families’ expegiein obtaining Islamic based caring
provided by the nurses in the ICU. The third intevwguide was used for assessing the
families’ levels of satisfaction with the criticere nurses in the Islamic based caring

practice. This interview guide was composed ofdhgqeestions (Appendix D, E).



69

Observation guide

The observation was conducted in two ways. The $itsge involved
using structured observations to observe the nursaig behavior in providing
Islamic based caring to the patients and familiescty (Appendix F). The observation
guide was composed of seven verbal caring behasaiodsseven non-verbal caring
behaviors. The second stage employed unstructureerations to observe the ICU
environment using field notes and a video camergatiher the real data of going
occurrences. The unstructured observations covefedoarts: structural and
organizational features, such as what the actuédibgs and environment look like;
how people behave, interact, move and engage liogdie; the daily process of nursing
activities; and special events in the unit, suchnassing rounds/conferences or

multidisciplinary team meetings.

Research Processes

In the research process, there were two phasgsanateon phase and
action research phase. The preparation phase eassetwpthe literature review and
pilot study. The action research phase consisteplasfning, acting and observing,
reflecting, and re-planning.

1. Preparation phase.

The objective of the preparation phase was the ldpreent of the
tentative Islamic based caring model. There weie steps in the preparation phase:

the literature review and pilot study.



70

1.1 Literature review.

In order to develop a tentative Islamic based camiodel, a review was
conducted of the literature on Islam, Islamic piphes, and caring. This involved
reviewing books on caring and Islamic books soufoewh libraries and databases. A
tentative Islamic based caring model was develtyesed on the information gathered
from the literature review and pilot study. The rabdevelopment was guided by
Barolia and Karmaliani (2008). The theory is cormgabsf five dimensions (physical,
ideological, ethical, spiritual, and intellectuaednhd five Rs (response, reflection,
relationship, relatedness, and remodeling). Froms, tthe tentative model was
developed and is presented in Figure 3.4.

1.2 Pilot study.

The pilot study was conducted for the purpose afdimg rapport,
testing the data collection process, and developimd) implementing the tentative
model as well as training the researcher who waxspierienced in action research.

The pilot study was conducted with four nurse pgénts (2 females
and 2 males), aged 30 years, and each with a lmaathegree in nursing. Their work
experience was 5-10 years. There were also 2 mdl® demale patients who were
recruited in this pilot project. They were patientgh post ketoacidosis diabetes
(participant 1, aged 58 years); pre-eclampsia i(ppaint 2, aged 28 years); post-
operative coronary artery bypass graft (participdntaged 45 years); and acute
myocardial infarction (participant 4, aged 50 ygarBhe family members who
participated in this study were primary caregiv@ise nurses and patients participated
in investigating the caring situation and problesiated to nursing practice for critical

patients at the study context. They were also agkegrovide comments and
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suggestions to improve the caring action and thesldpment of the Islamic based
caring model.

The routine of nursing care in the unit includedeasing the patients
during the morning rounds, documenting the inforomgtadministering medications,
feeding, and monitoring the patient every hour. bese-patient ratio in this ICU was
1:2, which was considered a good level for criticél patients. However, this ratio
only applied during the morning shift of workingyda(Monday to Saturday). There
were 15 nurses working in the morning shift anduvsas in the afternoon shift and
night shift. The average number of patients inl@d was 10 to 13 patients each day.
Thus, in the afternoon and night shift, there wheavy workload of routine care in the
unit.

There was also a lot of sophisticated equipmerthéunit, such as
mechanical ventilators, cardiac monitors includithgse with telemetry, external
pacemakers, defibrillators, dialysis equipmentrimal problems, equipment for the
constant monitoring of bodily functions, feedinds, suction pumps and drains as
well as a wide array of drugs to treat the primeoyndition(s) of the hospitalized
patients.

A registered nurse served as the primary nursbange of nursing care
for 24 hours a day, from entry to discharge from @U. The primary nurse assigned
the nurses to take care of the patients, wrotemysare plans, and coordinated with
other health care providers. He or she was algmoressble for writing the patients’
reports in the documentation book, and teachingtheducation to patients and family

caregivers.
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From the observations, it was noted that the nunsaisly practiced
routine care. The care was implemented using nyiginocesses. However, care was
still disease oriented and mainly followed the ptigs1’'s orders. In the daily work, an
associate nurse was assigned to take care of dm@ gratients under the supervision
of the primary nurses.

Handover was performed using SBAR (Situation, Baokgd,
Assessment, and Recommendation) and SOAP (Sulge@bijective, Analysis, and
Planning) methods. The documentation system ohthising process and medication
order was still paper based. There was a form iclwmo write each patient’'s condition
(such as vital signs, doctors’ orders, intake, amgbut) that was always hung on each
patient’s bedside. All the health care providerlysgicians, nurses, and others
documented their services by hand in each patiésitier.

There were many suggestions from the nurses tlatutiit should
change to a paper-less system for several reaSbashand writing of documentation
was time consuming; there was a high error rate wuenclear or unreadable
statements; and physicians and nurses sometimgst ftr document the order and
evaluation. However, the top manager and the haexkrdid not support the idea due
to budget constraints.

The ICU was not very well equipped with medicalhtealogy for
intensive patients. There was no central monitosygiem where any default problems
could be notified for urgent assistance. As a teswb problems were identified: 1)
delay of response to critical patients, especialthe emergency condition, and 2) time

constraints for caring practice. From the obseoveti it was concluded that the
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situations were seriously unsafe, and many patigate receiving delayed assistance
that worsened their health.

The situations outlined above could be worse duttiregafternoon and
nighttime shifts due to the lower number of nurgesduty. Nurses usually paid little
attention to alarm systems, such as bedside merotoventilator monitors. From the
researcher’s observations on one night shift, & feand that the monitor alarm buttons
were turned off for various reasons given by someses, such as the alarm was too
sensitive and the noise from the alarm disturbed dtiner patients. The researcher
clarified the problems with some of the nurses Wwhd turned off the alarm, to which,
they replied that they knew the risks and woulcckhibe alarms later on before handing
over. Statements from the participants were aevdi

This was because the alarm settings have probaitlyet been changed by
nurses. Normally the machine response is too semsltwill report it to the
primary nurse and check it later. (Nurse I)

When the alarm was ringing, then | switched it mfforder to reduce the
interference. | know the patients may feel anxirosn the alarms. For this
patient (patient X), if the alarm was ringing, fadled the nurse and asked what
had happened to him. (Nurse Y)

In accordance with maintaining the nursing cardityahe head nurse
and coordinator of nursing services took this resgulity. If there was a special case,
they evaluated and reported it to the head of tiite lm some instances, they might also
invite some nurses to discuss the case and fiotbdaa. Indicators were identified to
ensure quality of care. The average length of fonartificial airway use was 4.5 days,
while the average number of days for invasive pdace use was 5.3 days for IV line,
ETT, and NGT. Accidents involving falling were nmeported. The accidental removal

of ETT, nasogastric tubes, and IV lines was 5/1d&sa; Bedsores signs were positive

in some patients.. The infection control measur@®wpplied. The nurses tried to keep
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changing the patients’ positions every 2-3 hours tfiose who could not help
themselves, particularly during the morning shifhe visiting time for patients’
families was 11.00 a.m. to 13.00 p.m. and 4.00 or&.30 p.m. The number of visitors
was limited to two visitors per visit and they were wear the shoes and gowns
provided.

In 2014, the hospital received accreditation frowa Joint Commission
International (JCI). All wards, including ICU, shddollow the international standards
from the JCI. There are 6 goals in JCI programsidétify patients correctly; 2)
improve effective communication; 3) improve theesgfof high-alert medications; 4)
ensure correct site, correct procedure, and copag@nt surgery; 5) reduce the risk of
health care-associated infections; and 6) redueeisk of patient harm resulting from
falls.

Furthermore, the data collected from the pilot gtxevealed three main
problematic situations, relating to systems, nyrsewl families. The problematic
situations regarding systems were medical/disead¢ezhnology oriented, closed and
big unit, lack of institutional support, and noaahodel. The problematic situations
regarding the nurses were workloads, stress, lackrmmunication with patients and
families, and lack of spiritual care. The probleimaituations regarding the families
were dehumanized care, uncertainty, lack of infélmnaand communication from
nurses and health care providers, and uncomfortabléng room. Based on these
findings, the tentative Islamic based caring modat developed and tested in the

action research process (Figure 3.6).
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1.2.1Building rapport.

The study started with establishing relationshipghwthe nurse
participants and the health care team in the IQi& fesearcher tried to embed herself
as a team member in the setting. She and the parsieipants worked together to
conduct the whole process of action research. Herapy role was a researcher who
led and actively participated in the action reskeanocess. The researcher, therefore,
was able to gain deeper understanding and insigatshe participants’ work situation,
observe nursing practice, and interact on an ietsgnal level with the nurse
participants and other health personnel in the ICU.

1.2.2Testing data collection process.

The researcher used the interview guides to cdheatata and recorded
the interviews on audio tape. While the interviemexre being conducted, document
field notes were taken with regard to non-verbgdnmation and issues related to caring
in the setting. Furthermore, other data collectimgthods were also needed such as
reviewing relevant documents collected from thédfiéll data collected from the
various sources were analyzed using content asalysi

1.2.3 Development and implementation of the tergataring model.

A tentative attempt at Islamic based caring hadhlmmducted by the
researcher and the nurse participants based aotteept of Islamic caring according
to Barolia and Karmaliani (2008) and data colledtedn the field (Figure 3.6). Prior
to the implementation of the tentative model, isvilarther modified based on the data
collected from the pilot study.

After the changes and modifications had been ntadenodel was used

on four patients, and all outcomes were recordetinaonitored. During the process,
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the head nurse followed the ongoing activities mueracted closely with the nurses,
patients and their families. The researcher docteadeall relevant information about
the nurse’s caring practice, the patients and famiesponses, and the outcomes of the
practice. In addition, the researcher inquired alloe satisfaction of the participants
after implementing the tentative model. The resetisured that the patients’ and the
families’ satisfaction had increased. Furthermongp themes of the family’s
satisfaction were raised in the interviews: satisfe with the caring relationship and
satisfaction with the caring action provided by tgses.

The action research phase was then conducted togethe actions
guided by the five Rs of Barolia and Karmalian®28@8) theory. The integration of the
5 Rs involved applying it into the nursing caremld&he action research process

consisted of reconnaissance, planning, actiongreagon, and evaluation.

Lessons learned from the preparation phase.

Modification of the tentative caring model was madsed on the results
from the data collection process. There were bengfat the researcher received from
the preparation phase, which were building rapgaiihing understanding and insights,
developing the tentative model, and developingcidméng protocol. Furthermore, the
researcher uncovered nursing/hospital policies right affect the research process
and the Islamic based caring model. The reseaatbergained skill in performing the

research process.
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2. Action research phase.

In this research project, the researcher followsel action research
process of Kemmis and McTaggart (1988). The cpslere continually and repeatedly
implemented until the final model was obtained. perticipants engaged in the
research, they simultaneously addressed integqeéces of the research process
(Potvin, Bisset, & Walz, 2010). The process of @ttiresearch consisted of
reconnaissance, planning, acting and observinigctefg, and re-planning.

2.1 Reconnaissance.

In the reconnaissance phase, the relationship kettire researcher and
the participants was established by using inforoaslversation techniques, spending
extended periods of time together, and friendlgrattions. These methods were used
to develop trust and decrease the gap betweerattieipants and the researcher. The
researcher also introduced the concept of Islaaseth caring to the nurses. In addition,
the researcher observed the environment of théngetind the participants. The
researcher encouraged the participants to idethigfiy problems in nursing practice and
the caring situation in the setting.

2.2 Planning.

The first cycle started from the planning step.athieve the objectives
of the planning step, the tentative Islamic basathg model had been developed in
the preparation phase in the pilot study. The ptapmcluded strategies, activities, and
evaluations that were integrated into the tentativalel for further implementation.
The participation of the participants was encoudaigethe setting of the plan. In this

step, the researcher’s role was a facilitator ectithg and analyzing the data.
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The researcher concerned herself with being aititoit for the action
of the participants. She pondered the thematic emscand the possibilities and
limitations of the situation, and categorized aspet the setting (neither improving
nor diminishing), and formulated and defined thatsigies of the work schedule. The
participants opened their minds and criticallyeefed on their responsibilities. They
ensured that they understood the study and coutdmibthemselves to participate
freely, honestly, and sincerely. In this step, daga collection process gathered data
from written descriptions of the problems of comcés and the expectations of the
participants. The researcher and the participanthis step developed action plans,
describing in detail the actions to be taken toget¥ith a time frame and strategies for
implementing the actions.

2.3 Action and observation.

The purpose of this step was the implementationadnsérvation of the
interactions, behaviors, feelings, and consequermeshe participants in the
implementation of the tentative Islamic based @anrodel. The researcher and nurses
developed and applied the plan of action, and ratgi the participants to put Islamic
based caring into practice. Moreover, the researstganized the participants to use
the model in their routine nursing process. Theakf field notes was used to collect
data.

2.4 Reflection.

In the reflection step, both the researcher angbémgcipants examined
what happened during the implementation, what facteere helpful and unhelpful,

what had been learned, and how further improveroeuld be made. The researcher
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then made recommendations and the revised plans wgrlemented into the next
cycle of action research.

2.5 Re-planning.

After the action, observation, and reflection plsagbe development
plan was revised for use in the next cycle. Thategies were modified to encourage
the participants to be more active in the reseprobess. The role of the researcher in
this step was to reformulate the plan of actiorgr@paration for the next cycle of action
research. The role of the participants was alsshare their ideas and provide
discussion for the revision.

Moreover, the nature of action research was acpcticess. The criteria
of success was not whether the participants Hamied the steps faithfully but rather
whether they had a strong authentic sense of dewelot and evolution in their
practices, their understandings of their practicey] the situations in which their
practices were carried out (Kemmis & Taggart, 200B)erefore, the researcher

stopped the cycle when the criteria were achiendbe study.

Data Collection Methods

Data collection involved gathering continually iach phase. The data
collection methods in the present study were imlligl interviews, focus group
discussions, observations, field notes, and thlecan of other documents that were
relevant to the study. A tape recorder, camera,cangcorder were used to gather the
data during the process of this study.

Individual in-depth interviews were conducted toderstand the

situation of the unit in the reconnaissance phadéagain information and suggestions
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for the model implementation along the action phdeseaddition, a focus group
discussion (FGD) was conducted to explore the famdatisfaction after the Islamic
based caring model for critically ill patients Hagkn implemented. The interview guide
was used to carry out the interviews. Each intevwieas conducted by appointment
when the nurse participants were free from theift.siihe average length of each
interview was forty-five minutes to one hour.

Observations were also conducted to obtain detailéamrmation of
caring practices for critically ill patients. Parpant observation was conducted during
the acting and observation phases of each cycl& Balected from the participant
observations were used to recognize the particspasubjective experiences and
interpretations that had been discovered in thizichahl interview.

Field notes and diary entries were recorded duesch phase of data
collection in order to describe the process of rmprand to reflect on the issues
surrounding the process of this development. InBbrtommunication and interactions
(from field notes) with the participants in the wiere applied. Photography was also
used to collect visual data from the situations aativities that occurred during the
implementation of the research project. Photos ccallow the researcher and the
participants the valuable moments and details gfesgnces during the study

conducted.

Data Analysis
All kinds of data were collected through a variefychannels, namely
interview data, field notes, written descriptioasd focus group discussion data. All of

the data were organized before performing the datalysis. Which included
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transcribing the data verbatim for analysis. Taaoige the data, the researcher ensured:
1) data reduction (data were transcribed, simpljfaand focused); 2) data display (data
were visibly presented to show possible relatigpshand similarities), and 3)
verification (the possible conclusions and explamstwere made from the data) (Miles
& Huberman, 1994).

The analysis of the qualitative data that was edrout from interviews,
focus group discussions, field notes, and obsemativere analyzed using content
analysis. Content analysis is a method of analyawrgten, verbal, or visual
communication messages (Cole, 1988 as cited in&kElKyngas, 2008, p 109). The
analysis according to Elo and Kyngas (2008, pp-10B was an inductive content
analysis which consists of:

- Open coding. Open coding means the notes and fgeadirnwritten

in the text while reading it. The written mateiigtead through, and
as many headings as necessary are written dowreimargins to
describe all aspects of the content. The headirgsalected from
the margins on to coding sheets, and categoriefsesly generated
at this stage.

- Creating categories. After open coding, the listsategories were
grouped under higher order headings. The aim affing data was
to reduce the number of categories by collapsirasehthat are
similar or dissimilar into broader higher order egries. The
purpose of creating categories was to provide ansefidescribing
the phenomenon, to increase understanding, and etwerate

knowledge. When formulating categories by inductisentent
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analysis, the researcher came to a decision, througrpretation,
as to which things to put in the same category.

- Categorization. Each category was named using gbnte
characteristic words. Subcategories with similargs and incidents
were grouped as main categories.

The quantitative data were analyzed using frequeag percentages

were used to describe the demographic informatibrthe patients, the nurse

participants, and the families.

Trustworthiness of the Data

Trustworthiness was the means of demonstrating pllaeisibility,
credibility, and integrity of the qualitative resela processes (Holloway & Wheeler,
2010). The trustworthiness in this study was maieth by emphasizing four methods:
credibility, dependability, transferability, andrdomability.

Credibility.

Credibility refers to the faithfulness to the daéstion of the phenomena
in the research questions. It addresses the isswhether there was consistency
between the participants’ views and the researshepresentation of them. The
researcher describing and interpreting his/hermempees and allowing the participants
to read and discuss the research findings migharesen credibility (Koch, 2006).
Credibility in this study was demonstrated by th®lgnged engagement of the
researcher, observation, and audit trails.

In this study, the strategies to achieve credibilitvolved member

checking, prolonged engagement of the participantd,triangulation. Holloway and
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Wheeler (2010, p. 305) explained that the mainaesasor member checking are the
feedback from the participants, their reaction he data and findings, and their
responses to the researcher’s interpretation afdkewhich are obtained from them as
individuals. Credibility requires adequate subnwrsn the research setting to enable
recurrent patterns to be identified and verifiedud, an important strategy employed
in this research was to spend an extended peritmefvith the participants (prolonged
engagement), which allowed the researcher to clpeckpectives and allowed the
informants to become accustomed to the researthey.prolonged engagement was
important because as rapport increases, inforrmaatsvolunteer different and often
more sensitive information than they do at the teigig of a research project (Krefting,
1991).

Krefting (1991) stated that triangulation is a poiwk strategy for
enhancing the quality of the research, particulargdibility. Triangulation is based on
the idea of convergence of multiple perspectivesniatual confirmation of data to
ensure that all aspects of a phenomenon have beestigated. To achieve credibility
in this study, triangulation of data methods wasdug his involved comparing by the
data that had been collected by various meansdatg.from interviews, participation
observations, etc.).

Dependability.

Dependability involved the researcher giving thader sufficient
information to determine how dependable the stumtiythe researcher are (Ryan, et al,
2007). According to Koch (2006), dependability isyading the reader with evidence
of the decisions and choices made regarding thealeind methodological issues

throughout the study and entails discussing explithe reason for such discussion.
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According to Krefting (1991), the strategies to iagk dependability consist of a
dependability audit, dense description of researwthods, stepwise replication,
triangulation, peer examination, and code-recodeeguure. In the present study, the
researcher performed a dependability audit anddukation to achieve dependability.

Accordingly, the strategy of the dependability awdas the researcher
describing the situation of the setting, in whictotiher researcher can clearly follow
the decision trail used by the investigator in sihedy. Dependability could also be
enhanced through triangulation to eliminate thekmeas in any of the data collection
methods, and the triangulation of the data was irstds study.

Transferability.

Transferability (fittingness) refers to whethemat the findings can be
applied outside the context of the study situatitansferability can be achieved when
the results are meaningful to an individual, groupuynit of institutions not involved in
the research study (Ryan et al., 2007). There akeral strategies to achieve
transferability, and these include nominated sas)pomparison of sample to
demographic data, time sample, and dense descrifiefting, 1991). This refers to
the researcher determining whether the conterthe@firiterviews, the behaviors, and
observed events are typical or atypical of thesligethe participants (Krefting, 1991).

In this study, transferability was achieved by pdowg adequate
information of the participants, the setting, ahd tontext of the study. Moreover, the
researcher used the comparison of a sample to ¢heogtaphic data to achieve
transferability as one of the strategies for adhig¥ransferability. The comparison of
the sample to the demographic data means the chsegrovided dense background

information about the participants and the reseeocitext and setting in order to allow
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others to assess how transferable the findingsBareonsidering the data rather than
the subjects, the researcher can also look atdheferability.

Confirmability.

Confirmability required the researcher to demonstréne findings,
conclusions, and interpretations that had beeresetiwith regard to the aims of the
study. This is concerned with establishing thatfthdings were clearly derived from
the data. Confirmability is usually established wheedibility, transferability and
dependability are achieved (Ryan, Coughlan, & Grp2007). Confirmability also
demands intellectual honesty and openness frometbgarcher, as well as sensitivity
to the phenomenon, thus incorporating the ideaebudit trail.

In this study, the researcher used the audit #ad triangulation
strategies to achieve confirmability. The auditltwas the detailed record of the
decisions made before and during the research dadaiption of the research process
(Holloway & Wheeler, 2010). The components of thelg that can be included in the
audit include: raw data, data analysis producta datconstruction and synthesis,
process notes, and instrument development. Idetdlyg, audit should be ongoing
throughout the research process. Triangulatiorhefdata methods was used in the
confirmability of this study, by using evidenceriraifferent types of sources including

interviews, FGDs, observation, and field notes.
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Translation Issues
This present study highlighted two translation esswand bilingual

translators were used to help the researcher &@naind check the quality of the
wording verbatim. The first translation was theemitew guides. They were originally
written in English and translated into the IndoaasanguagéBahasa Indonesiahn
order to be able to interview the participantsithex in-depth interviews or FGDs. The
interview guide translations were reviewed by anbilal translator. The second
translation was of the audio-taped interviews, \Wwhveere transcribed verbatim in
Bahasa Indonesia, then checked (audited) for acguma a bilingual translator, and
back translated. Fourteen interview transcriptiomsBahasawere translated into
English in order to analyses the data. The chetkatscripts of the 14 participant

interviews were sent to a bilingual translator fréndonesia. The quality of the
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translation of the interview guides and some ofvwbatim answers was ensured by
checking for errors on the transcription. Any esror translation were then corrected
again and re-categorized. Even though not all @fttanscriptions were translated into
English, the researcher translated a set of quotsstements from participants on the

key findings to create themes and support the relseaitcomes.

Ethical Consideration

Before conducting the study, the proposal was amgroby the
Institutional Research Board of the Faculty of Nags Prince of Songkla University.
The researcher also asked for approval from the@t@ommittee in the hospital. The
consent could be received in either verbal or emifiormat. The potential participants
were informed that there are no risks to them iigipating in this study (Appendix
G). Moreover, their anonymity was ensured by usiodes for all data sources. Data
photographs that were taken were only availablthéogroups and the participants’
faces were covered. The participants could askttaivaw from the study freely at any
time, and there were no consequences on the rssaitites.

To maintain confidentiality, all information thatas gathered from the
participants was used in this research only, aedi#ta were erased after the study was
completed. All data in the form of audiotapes, ymes, transcriptions, field notes, and
computer files were kept confidential and wereesdon a secured box. Only the raw

data were accessible by the researcher and hexoadvi
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Summary

Action research was used in this stuiy order to identify the
components of Islamic based caring, and to proistiamic based caring practice to
promote harmony of body, mind, and spirit for cafly ill patients in an Intensive Care
Unit. Three parties were recruited to participatethis study: nurses, patients, and
primary family caregivers. These participant groujese comprised of 24 ICU nurses,
14 patients, 14 family caregivers, a head nurse tla@ head of the unit. The setting of
this study was the ICU of a hospital in Semararept@l Java Indonesia.

The process of this study was organized into tsteps: preparation,
action, and final evaluation. The aim of the prepian step was to develop the tentative
Islamic based caring model through literature negiand conducting a pilot study. The
steps of action were a cyclic processes that fatbwhe steps of reconnaissance,
planning, action, observation, and reflection idesrto implement the Islamic based
caring model in the daily practice of the nursetipgrants. The final evaluation step
covered both the process and ultimate outcome.

The data were collected through qualitative methodsplimented by
guantitative methods used for demographic inforamatiFocus group discussions,
interviews, observations, and field notes were w@sethe data sources. The data were
analyzed by qualitative content analysis. To entwdrustworthiness of the study, the

researcher used credibility, dependability, traragigity, and confirmability methods.
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CHAPTER 4

FINDINGS AND DISCUSSION

This chapter presents the findings and discussibrtbe study. The
researcher used action research methodology. Hudtgeof this study are based on
gualitative data analyses which are organized lisnfe:

1. Demographic characteristics of the participants
2. The development of an Islamic based caring modatritically ill patients in the
ICU
2.1 Reconnaissance phase
2.1.1 Understanding the caring situation in the ICU

1) Uncomfortable environment due to the disruptionseauby noise

and light, inadequate cleanliness, and limited s@aangement

2) Lack of caring practice

3) Lack of awareness of the holistic approach

2.1.2 Nursing practices for critical care in the ICU

1) Providing nursing care and critical care technology

2) Dealing with patients’ crises

3) Providing support to the family as needed

2.1.3 Islamic based caring perspective in the ICU

2.2 The spiral action research processes for developméslamic based caring
model
2.2.1 Cycle 1: Capability building; increasing awarendssowledge, and

improving the caring practice
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2.2.2 Cycle 2: Strengthening the caring practice forghstainability of the
Islamic based caring model
2.3 The final caring outcome: Harmony of critically gatients
3. The Islamic based caring model for critically ifiteents in the ICU

4. Discussions

1. Demographic Characteristics of the Participants

The key participants of this study were 24 nurses] the associate
participants were 14 patients and 14 family camgivAll participants were Muslim.
The demographic characteristics of the participardsdescribed as follows.

1.1 Nurses.

A total of 24 nurses were involved in this studyheTages of the
participating nurses ranged from 23-28 years (n =&} 29-44 years (n = 11),
respectively. There were 17 female nurses and @ maises. Most of the nurses (n =
16) had earned Diploma lll, and had less than $syefawork experience. Based on the
Indonesia Nurses Association (INA, n.d.), an ICUseushould hold a minimum of
nurse clinic level Il or Ill. Nurses at clinic leie(novice) are diploma Ill nurses who
have 2 years of work experience or a Bachelor @egiigh no work experience, and
who hold a certificate of nurse clinic level I. I$es at clinic level Il (advanced
beginner) are Diploma Ill nurses, with 5 years ofirkvexperience or with a Bachelor
degree and 3 years of work experience, and whodokttificate of nurse clinic level
II. Nurses at clinic level 11l (competent) are Dopha Il nurses, who have 10 years of
work experience, or who have a Bachelor degree @viylears of clinical experience

and a certificate of nurse clinic level Ill. In shstudy, there were 12 nurses at clinic
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level |, 7 nurses at clinic level I, and 5 nurs¢€linic level Ill. Table 4.8 summarizes
the demographic characteristics of the nurses.

Table 4.8

Demographic Characteristics of Nurses (N =24)

Characteristics N
Age (years)

23-28 13

29— 44 11
Sex

Male 7

Female 17
Education

Diploma lll 16

Bachelor 8
Work experience in ICU

> 5 years 15

5 years 5

<5 year 4
Level of Nurse

Nurse clinic level | 12

Nurse clinic level Il 7

Nurse clinic level llI 5

1.2 Patients and family caregivers.

There were 14 patients (Table 4.9) and 14 famitggiaers in the ICU
who were recruited to participate in the study. €hteria for selection were that they
must be Muslim, be able to communicate, be cooperatnd have no cognitive
impairment. There were 9 male and 5 female patiélitte participants’ ages ranged
from 25 to 60 years old. Half of the participantdha senior high school level of
education. The relationships of the family caregive the patients were daughter (n =

2); husband (n = 5); mother (n = 2); son (n = 1); aiid (n = 4).
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Table 4.9

Demographic Characteristics of Patients (N = 14)

Characteristics N
Age (years)
25-45 10
46-65 4
Sex
Male 9
Female 5
Education
Senior high school 7
Diploma 3
Bachelor 4

Employment status
Government employee
Private employee
Entrepreneur
Unemployed

Diagnosis
Acute myocardial infarction
Diabetic ketoacidosis
Stroke

Operative case
Coronary arterial bypass graft 3

~Nw N w

N W

2. The Development Process of the Islamic Based Carimdodel for Critically Il
Patients in the ICU

The development process followed two phases in ghidy: (1) the
reconnaissance phase and (2) the spiral actioarmsphase for developing the Islamic
based caring model.

2.1 Reconnaissance phase.

The reconnaissance phase was conducted to assesls @dring
situations in the ICU needed to be resolved throfggius group discussion. This
process was conducted four times. Three themes discevered in this phase: (1)
understanding the caring situation in the ICU,r(@)sing practice in the ICU, and (3)

Islamic based caring perspectives in the ICU.
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2.1.1 Understanding the caring situation in the ICU

In order to understand the situation clearly, #wearcher conducted 4
rounds of FGD with 24 nurses and 14 families, amerviews with the patients. There
were 3 main problems related to the caring sitmatiothe ICU: 1) uncomfortable
environment due to disruption caused by noise @i, linadequate cleanliness, and
limited space arrangement; 2) a lack of a carimgie; and 3) a lack of awareness of
the holistic approach.

1) Uncomfortable environment due to disruption causgahoise and

light, inadequate cleanliness, and limited spacaagement.

The environment was one of the factors that infbeeihthe caring
situation in the setting. A quite, clean, and péssenvironment could help comfort
patients and families and promote healing. The ystaetting was found to be
uncomfortable for the patients and families dudisouption caused by noise and light,
inadequate cleanliness, and limited space arrangeme

Disruption by noise and lighiThere was usually too much noise and
lights in the ICU, which led to creating an unconwdible environment. Noise was
created from multiple sources, such as signalsatardhs from monitoring equipment,
telephones, health personnel, and visitors, asateitl by the statements below:

We have 15 beds. The beds are always occupiedciafipen the morning
shift, the unit is crowded with physicians, nursether health care providers,
and nursing students. The noise was created thootighe day and by alarm
equipment that was impossible to avoid. (Nurse'AlM&y 2014)

The ICU environment usually created many stressorthe patients, families,
and nurses. Visual and auditory alarms of equipraemtthe main sources of
noise here. Lighting was also another cause oftiageaan uncomfortable
environment especially at nighttime. Patients caimgld about lights but the

nurses need to keep the place well-lit for emergeeasons. (Nurse B"May
2014)
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Moreover, one patient could not sleep because mimach lighting and noise. The
statement below reflected the situation:
| could not sleep well last night and this mornidgge to too much light and
noise created by the emergency case next-dooe(Rdtj 8' May 2014)

Inadequatecleanlinessin the setting, the head nurse always reminded
all staff to keep the unit clean. The system fonoeing the garbage from the infectious
and noninfectious rubbish bins followed the staddaperational procedure and the
nurses were concerned about this matter. The adiohne toilet that was used only to
discard urine and to place the dirty linen. Howetee main problem was the limited
bed linen supply for the patients especially ahttime. If the linen was stained with
blood, wound discharge or urine, there was sometim@ enough stock or it was
difficult to obtain new bed linen, especially dgiholidays or on the weekends. One
nurse said that:

| wonder about the stockpile of linen for the paise The supply for the ICU is
limited. The patients surely need clean linen, tueeplacing the bed linen
stained with blood or feces. The ICU is supposeubtee a lot of linen stock to
maintain the cleanliness of the patients and createmfortable environment.
(Nurse H, ' May, 2014).

Limited space arrangementAppropriate space arrangement is
important to promote caring and healing. Since space of the ICU was limited,
effective space arrangement was crucial. In the $€tting, it was very difficult even
to put a chair to accompany the patient at the idedss reflected by one family
caregiver:

“l really wanted to stay with my husband, but #pace was very limited. |
wish | could put a chair beside his bed withoututizsing him.” (Family 4)
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The central nursing station was in the center efrttom and big enough
to accommodate all the necessary activities osth#f nurses. However, the location
of the nursing station was far away from some heldie there were no computers
connected to the centralonitor in the nursing statio® nurse commented regarding
this manner:

The patients’ rooms are often arranged in a seahécor circle with the nursing

station in the center. However, we do not yet l@argral computer monitoring

of the patients’ beds. More effort is required ieeggood care for the patients
who are far from the nursing station. (Nurse ¥ Nsay 2014)

The waiting area is located outside the ICU, andshibuld be a
comfortable place for families to relax and dotiés while waiting in the hospital. It
was not a room, but a space around the ICU gatkalso a path connecting to other
wards. The researcher took the chance to obserat families were doing while
waiting for the patients. One family gave theitataents:

It is not a waiting room. Honestly, it was not ardortable place to wait here.
While waiting for our beloved one, it would be goibdt also allowed us to
pray, take a nap, and rest. We are away from honteke care of our family
member. We actually need a place to stay overnighive do not have enough
money to stay at a hotel. (Family 4} Blay 2014)

2) Lack of caring practice.

A lack of caring practice was the main problemha unit. The nurses
said that they were aware about caring, but it diffgcult to be applied due to the
situations of emergency, critical, and routine cdies researcher found that the lack of
caring practice was associated with a lack of tlask of communication from nurse

to nurse and from nurse to patients/families, meathat less attention was paid to the

patients; lack of social interaction; heavy worklpatress levels of nurses; and poor
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time management. Additionally, the young nursetheunit generally focused on the
physical care as they could learn a lot from théepés’ physical data.

We (families) need nurses, doctors, and ICU stdfb windly communicate
whatever with us. We don’t understand the rules. d@a’t understand the
disease. We also sometimes don’t understand adetitedatment we receive. It
really hurt that there was one member of the stdfd was not nice in her
communication and appeared to be in a bad moodeWiei were in the waiting
area, we were just sitting and praying for our fgmiember in the ICU.
(Family 1, 8" May)

Sometimes some nurses wouldgdbmel (grumble) because we visited my
daddy after vising hours. They also have not talkecdth with the patients. |
understand that they are busy with their job, be&ge understand us.

(Family 2, 8" May 2014)

A nurse also gave her comments:

| am new here, and there are many skills that ukshimprove in order to take

care of critically ill patients. | also need to impe my status to be a nurse
clinical level one within 2 years of work. Can ymoagine the heavy workload

here? So, the patients and families might havedaféaling that the nurses in
the ICU were not friendly, paid less attention, #mely did not trust the nurses,
because the nurses oftemyomel. For example, if they are patient’s families
who asked to visit the patients before or afteitimig hours, then we tried to

explain about visiting hours, but they did notdist (Nurse Y, # May 2014)

Barriers in caring practiceDue to the adjunct of the situation, the lack
of caring practice in the ICU, the main barrierseveentified by the nurse participants,
and divided into two aspects: (1) performing nomsimg administrative duties and (2)
difficult team work.

Performing non-nursing administrative dutie&s well as providing
nursing care, the nurses in the unit were als@asdito do administrative duties, such
as admission and discharge documentation. The swios¥k responsibility for the

completion of the patient’s records. For instanceghe administration of a patient’s
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discharge or one who had died, the nurse was algmonsible for administering the
documents. For example, two nurses stated:

Nurses perform administrative duties. For examplthe management of death,
the nurses prepare a death certificate, all ofntimsing care documents, bill
payments, and a report on the patient’s death.eftwer, too much time is spent
on administrative duties. (Nurse I' May 2014)
We have been busy with the management of hosjgitaissions and discharges
including moving the patients between wards, andpteting the documents.
(Nurse B, 8 May 2014)
Because of a shortage of staff in the unit, nunge also responsible for the collection
of specimens for investigation. The head nursefiddrthis issue and he said:
We have a machine that can deliver samples dirextlye laboratory; however,
this machine was out of service. There is alsoratéd number of people
working here so sometimes the nurses ask the familying the specimens to
the laboratory or otherwise the nurse needs to thoivever, we have followed
the standard procedures of sending specimen clytrédtirse T, 8 May 2014)
The researcher also clarified this matter withrailacaregiver and the family stated:

“One time in the afternoon, the nurse asked mend & urine sample to the laboratory”

(Family 12).

Difficult teamwork There were feelings of difficulty when working as a
team in the ICU. Nursing demands collectivity, cergiion, commitment, and
responsibility, due to the severity of the patientsditions, the need to handle highly
complex equipment, and the requirement of makinigical evaluations. Two
experienced nurses reflected:

It is difficult and stressful when there is a lawfkresponsibility from someone
in the team. (Nurse ABMay 2014)

Most of the time in the ICU, the nurses face thigepés with critical conditions
and need teamwork to support each other. It isasd When the team is not a
solid team, no friendship, and no respect. (Nursg"®May 2014)
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3) Lack of awareness of the holistic approach.

There was a lack of awareness of the holistic agprin the ICU, where
the attention of the health care providers is nyaiotused on medical problems and
technology used to save patients’ lives. The rema$onthe lack of awareness of the
holistic approach were identified based on thearsder's observations as follows:
medical/disease oriented, Western/technology atnand no caring protocol. The
nurses paid more attention to treatment basedientsic knowledge and relied very
much on technology. It was evident that treatingioad patients using advanced
technology was more challenging for health carsqanel.

We relied on technology to understand the patieidition. For example, the
arterial line monitoring is a device to measure lbl@d pressure accurately,
mean arterial pressure, etc., for patients withewese heart attack. It is
incumbent to maintain a thorough knowledge of #n&hnology, with proven
outcome data for knowing the condition of the pate (Nurse U, 20 May
2014)

The application of a holistic approach is stillkeng here. For instance, music
intervention to reduce a patient’'s anxiety actualiy be applied here, because
we have earphones and a music player for the mustirdents who practice
here. Unfortunately, it is never used for healingppses. (Nurse S, 2May,
2014)

2.1.2 Nursing practice for critically ill patients in thd CU.

From the data gathered from FGDs with the nurséqggaants, there
were three themes in nursing practice for critozak in the ICU: 1) providing care with
high technology, 2) responding immediately withthiggmpetence to save patients, and
3) understanding and supporting families.

1) Providing care with high technology.

In caring for patients in the ICU, a part of prawiglroutine nursing care,

the nurses needed to carry out critical care thaally involved critical care technology.

For those in a critical condition the nurses rebedechnology, as stated by a nurse:
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We spend hours monitoring biological variables swash blood pressure,
temperature, ECG 12 leads, and more lifesavingpaogemt. It is evident that
nurses in the ICU are required to take care ofphients and operate the
machines. (Nurse TM8Vay 2014)
Nursing practice in the ICU employed a nursing psscto guide the practice. The basic
duties of the nurses in the ICU consisted of agsess intervention, implementation,
and evaluation the patient’s outcome, as well @sis@ntation of nursing care.
We provided nursing care using the nursing prod&'esconducted assessments
for the patients, nursing diagnosis, nursing im@atation, and an evaluation
the outcome of the practice. (Nurse M,May 2014)
Since most of the patients were in a comatose tiondthe nurses spent a considerable
amount of time on providing them with total cares &nurse stated:
Some patients were under sedation drugs or they wera low level of
consciousness. They completely relied on nurseshigr health care needs.
(Nurse D, Nurse S, Z0May, 2014)

2) Responding immediately with high competence to gatrents.

It was common for the nurses in the ICU to deahvdtitical health
problems and with patients at risk of dying by pdivg immediate skilful nursing care
and critical care technology. The critical patiemisre also suffering from being
uncertain, fearful, stressed, and unconfident attmit health conditions and emergent
health care needs. The nurses needed to ensutbélgavere competent in providing
emergency care and using critical care technolagportantly, they were ready to
respond to the patients’ problems and needs wiegnregl. In critical cases, the nurses
were expected to be able to assess and identifgrdi#em and provide the necessary
care as well as calling for help from the relevahysician. A nurse shared her

experience as follows:

For example, when a patient experienced cardiastamve would immediately
help the patient. Nurses perform CPR precisely acclrately, administer
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emergency drugs, provide oxygenation, and do nmdeal with the patient’s
critical situation and save his/her life. Furthersyaurses continue to monitor
the patient’s hemodynamic data in order to endueestirvival of the patient.
(Nurse S, 23 May, 2014)

3) Understanding and supporting the families.

The patients’ families need help from the nursesabse they are also
tired and stressful due to their beloved one béing critical situation. The nurses
provide the information about the patient’s disease treatment, and show their
commitment and friendliness to the families dumigjting times, or when the families
were needed it. The nurses also provided psychaiseapport to the families by
allowing the family members to visit the patienefdye or after the visiting hours as
needed.

| sometimes encouraged families to become invoirdte patient’s care, and
this helped them to feel they were doing somethseful and positive for their
loved one. | also communicate with the family tgpess their feelings while
taking care of the patients at home and at hosjitabme cases, | have allowed
the family to visit the patient after the visitihgurs. (Nurse W, 20May, 2014)
A family member gives the following statement abth#g support that the nurses
provide to the family:
My father was so distressed when my mother wasadritigally ill condition.
My father asked me to call the ICU to get new infation about my mother.
Some nurses were helpful with giving informatiormatmy mom. It decreased
our fear and stress after getting the informat{Bamily 3, 3" June 2014)

2.1.3 Islamic based caring practice in the ICU.

In Islamic spiritual care, the nurses suggesttti@patients and families
pray for the patient during their visit. The nurséso motivate the patients to be patient
(saba), sincere ikhlag), and faithful fawakka). A prayer room for Muslims is

provided in the ICU. In fact, the exploration dilsiic based caring practice in the ICU

found that the nurses were not concerned with gmogispiritual care, even though
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they thought it was necessary, and they mentionedriain reasons for this: 1) limited
learning resources and no role model for the nuirsdéslamic based caring, and 2)
having no time due to the high workload in routizee.

1) Limited learning resources and role model for theses in Islamic

based caring.

The nurses did not have adequate knowledge of islaased caring
and there were limited resources to learn abotihiy also have no role model to give
them examples and inspire them to provide Island@sed caring. The following
evidence was from the nurses’ experiences:

We consider that the nurses and the head nurseniodhenough knowledge of
Islamic based caring for critically ill patientsh& hospital has prepared a
Muslim cleric to provide appropriate spiritual céoe the patients and families.
(Nurse H, 8 June 2014).

We do not have nurses who can serve as a role ritodating for the patients.
Some of the nurses here are young novice nursesy ddértainly need role
models from our colleagues to inspire us in Islab@sed caring. | myself also
need to learn more to be a role model for my narstaff. (Head Nurse — Nurse
T, 39Jun3 2014).

2) Having no time due to high workload in routine care

Some nurses in the ICU were reluctant to offerntstabased caring.
They paid more attention to treating the patiedisease and ensuring the patients
survive their critical situation, rather than offey spiritual care. They understood that
spiritual care was part of holistic care, but tiggyored it due to their work taking care
of the patients. The following evidence is from theses’ experiences:

| have no spare time to learn the Islamic baseohgal only suggest to the
patients and families that they pray as needeeléase their tension. (Nurse A,
34 June 2014)

In daily practice, | remember to pay attention paritual care related to the

patients’ and families’ belief in Islam. Howevefprget to provide it due to my
heavy workload. (Nurse R!%3June 2014)
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2.2 The spiral action research process for developingralslamic

based caring model.

In the spiral action process, the researcher angdtticipants conducted
the action research cycle phase, including plannagjion and observation, and
reflection of the cycle processes. The participardee asked to identify the problems
and needs to be solved in the implementation pfasturther development of the
model. Since Islamic based caring was new for ttieey might have practiced some
Islamic caring without realizing it. At the begimgi, they identified their needs to
increase their knowledge and improve their praabtéslamic based caring. During
their active involvement along the action resegnatess, the participants provided a
lot of input to develop the Islamic based caringlear. The model was tested in the
setting and modified until it worked well and st&d the nurses, patients, and families.
The implementation process was divided into 2 cl§ capability building, which
includes increasing awareness, knowledge, and wigothe practice; and 2)
strengthening caring practice for the sustainghbdftthe Islamic based caring model.

Each cycle is described in the following section.

2.2.1 Cycle 1: Capability building; increasing awemess and

knowledge, and improving the caring practice.

The objectives of this cycle were: 1) to build degpability of nurses
through increasing awareness and knowledge, B)pgoove the practice of caring based
on Islam, and 3) to improve the caring environmbnarder to achieve the goals, three
main activities needed to be added into the plamating a comfortable and caring

environment, creating Islamic based caring pracic®l promoting awareness of a
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caring and holistic approach (Figure 4.6). Eaclvigtof action research is illustrated
as follows.

Planning.

The researcher invited some nurses, the head munse managers, and
the chief of the unit to discuss the appropriatatgm and activities required to solve
the problematic situations and to apply Islamicedasaring for the patients and
families.

1.1 Creating a comfortable and carirgnvironment.

A caring environment includes the physical andaamvironment. The
nurses realized that a comfortable and caring enment helps the patients’ healing.
They agreed that they would try to create a satk aamfortable environment with
access to fresh air, quiet, appropriate lightind sypace for relaxing and resting. Then,
the researcher and nurses conducted control ogardise and lights, and provided a
clean environment promoting personal hygiene ferghtients.

A quiet environment and adequate lighting were irtgod in offering a
comfortable and caring environment in the ICU. Theses’ roles are to place the
patients in the best environment to encourage figalihe nurses tried to solve the
problem of noise by requesting all nurses and dibatfth care providers to be mindful
of speaking in a low voice and to set their telep@®on silent mode in the daytime and
nighttime. All equipment was set to a low tone rdey to create a calm and peaceful
environment. Lights were turned off in the daytithéhey were not necessary, and
lighting was reduced at nighttime in order to stiatel patients’ sleep. Night lighting
must also be considered since the patients woatfléntly be checked and observed

by the nurses and physician.
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Moreover, the nurses provided a clean environmert personal
hygiene care, especially to three parts; body, baid nails for the patients in order to
prevent infection. They cleaned the patients ewawyning and afternoon, and changed
any clothing if needed. Family members were enggeaao participate in the care.
Nurses also maintained the cleanliness of the matidbeds and environment and
ensured that they were free from droplets of ud@od, or other discharge.

1.2 Creating Islamic based caring practice.

The nurses and family caregivers participated anping and creating
strategies to facilitate implementation of the i@ based caring practice model. The
Islamic concepts according to Barolia and Karmal{a@008) were integrated into the
plan. The plan was composed of physical, spiriinéllectual, ethical, and ideological
aspects as follows:

- Physical care: Nurses performed nursing intervestia.e. nurses
managed physical problems including ABC manager(enwvays,
breathing, and circulation), sleep, nutrition alet&olytes, personal
hygiene, elimination, and mobilization and comfditte nurses also
gave medication appropriately to the patients basethe doctor’s
prescription. Pain was treated physically and nignby praying
and being patient.

- ldeological care: Nurse performed nursing interi@d, i.e. nurses
provided caring for self, caring for others (patiamily/colleagues)
and caring for God according to Islamic doctrine.

- Ethical care: Nurses performed nursing interverstiare. nurses

respected the decisions made by patients and faeiilies;
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cooperated with the physician to explain the p#econdition to
the family if needed; and treated the patients webpect and
fairness. The nurses also conducted all aspediseinnterests of
ethics, like beneficence and non-maleficence.

- Spiritual care: Nurses performed nursing intenargj i.e. nurses
provided time to the patient for prayer (5 times pay and/or
additional prayeshalal); encouraged the patients to dgiKir
(meditation); allocated and arranged a time andepta pray with
patients; allowed the patients and families toteeand listen to the
Al Quran and expressed faith through being patient. Nucsedd
also help by calling the clergy if required by tpatients and
families.

- Intellectual care: Nurses performed nursing intetims, i.e. nurses
gave information to the patients and families abitat patient’s
disease/condition; taught them to manage pain, fad anxiety
based on Islamic belief; and helped them to undedsthe current
situation of their health and illness. The nursesreover, planned
the continuing care for the patients and familresrider to prepare
for the patient’s discharge.

1.3Promoting awareness of caring and the holistic azmh.

Working in the ICU, where it is medical orientetietnurses easily

overlook a wider caring and holistic approach. disvagreed that raising the awareness
of the nurses about caring and holistic care waecassity. Issues of caring and holistic

practice as well as barriers to the practice weoeidght up in discussion during daily
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conferences and regular meetings. Therefore, nyesdésrmed nursing interventions
for promoting awareness of caring and the holegtiproach.

Most of the nurses here had limited knowledge @& Warious aspects of
patients’ needs and paid little attention to thefilects on healing process
matters. Therefore, we need strategies to raiseeupwareness and knowledge
using discussion in daily conferences and reguleetmgs. (Head Nurse —
Nurse T, 16 June 2014, 01.00 p.m.)

Strategies

The researcher and participants together develogiemtegies to
implement the plans. The strategies used to proawtgeness and knowledge were:
1) conducting a workshop/training on Islamic basadng; 2) facilitating individual
improvement by understanding self and situatiord self-education on caring; 3)
creating caring relationships with good connectiamsi communications with the
patients and families; 4) using a caring protooajtide the practice of Islamic based
caring; 5) engaging in nursing rounds/conferencas] 6) providing a holistic
environment.

In order to provide the participants with knowleadearing and Islamic
based caring, the researcher conducted a one-dakshap (Appendix H). The
workshop also improved the nurses’ understandingedff and situation. After the
workshop, the nurses were able to improve thefregication on caring. Outcomes
were evaluated based on the evaluation form thatoseated by the researcher. The
form was composed of open questions related tpahngcipants’ satisfaction with the
workshop and lessons learned from the activitiegstvhurses stated that they were
satisfied and gained more knowledge about Islaraget caring. They found that the

workshop was useful and applicable in their practithey also recognized action

research as new knowledge in research methodoMgyeover, the Islamic based
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caring protocol was developed by the nurses inatbikshop, and used to guide the
caring practice.

Caring relationships were established by applysignhic based caring
in daily work. In the model development proces® thsearcher and participants
integrated the 5 Rs according to Barolia and Kaiana(2008) into the action phases.
Nurses were encouraged to participate in nursingds/conferences in order to work
collaboratively in providing Islamic based caringhe patients and families. Strategies
were identified and integrated into the actions alnskrvation phase so that they might

help the nurse team achieve successful model ingsigation.

Actions and observations.

The researcher and the nurse participants carngdtie program
actions. These actions were conducted to implethertentative model in the setting.
In addition, 5 nurse participants were assignedcéisn research core team members
to encourage the engagement of other nurses imdlgel implementation, and a team
leader was appointed to record the activities.ddtmn research core team was selected
by the nurse participants who willing to engageaning practice into action.

Prior to the implementation of the tentative Islainased caring model,
the researcher organized a meeting with the directbnursing services, head nurses,
and nurse participants to discuss the researclgtr@nd to inform them of the tentative
model. This was set up to provide them with morgaite information about the
research project, answer any questions that thgkitrhave, and obtain comments for
the model implementation. They were also askedattigipate in the implementation

of the project. The nursing director gave suggestim the researcher about ways of
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improving the nursing care and caring practicehe tnit. She suggested that the
researcher should improve the nursing quality Lio&ily in the unit by applying the
Islamic based caring model. She hoped that it wouvddite a big change in nursing
practice for the unit after the implementation loé tmodel. The five Rs (response,
reflection, relationship, relatedness, and role efind) according to Barolia and
Karmaliani (2008) were used to guide the action@skrvation phase.

1. Response.

In the implementation phase, nurses should respofwlr actions: a)
respond to the patients’ and families’ needs gwidk) respond to relieve patient’s pain
and suffering through Islamic based interventignsupport the patient and family in
decision making, and d) connect the patient tdthspital’s Muslim cleric.

1.1 Respond to the patients’ and families’ needs quickl

Based on interview data from nurses, patients, famdly members,
nurses should respond to the patient's and familg'eds. The researcher found and
summarized the needs as follows:

- Needs for connectedness. Nurses should try to aiaitite social
connectedness of the patients while staying inhibgpital. Even
though the familial connection among Muslims isteustrong, the
nurses in the ICU still need to be involved in litgating the family
socializing because of the limitations on the numbg family
members visiting applied in the ICU.

- Needs for updated information. Nurses give updatéarmation
about the patient’s health condition and diseasthéofamily. By

meeting this need, nursesght reduce family anxiety, and promote
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a sense of controlled emotion in order to help waiticepting the
critical situation.

- Needs for supportfrom the health care professional. Nurses
contribute to taking care of the patients and tfegimilies as a team
of health care professionals.

- Needs for spiritual care. Spiritual care is givemdduce distress by
seeking power from God in order to increase innmegrgy. The
nurses should maintain this need in order to pvesealmness and

general wellbeing.

1.2 Respond to relieving the pain and suffering ofghgent through

Islamic intervention.

The nurse has a responsibility to relieve the paid suffering of the
patients and their families. For relieving the pamd suffering, the nurses facilitate the
patients and families to perform meditatidik{r) andAl Quranrecitations. The nurses
also allocate time for the patients and their fgraihd allow them to be together at the
patient’s bedside. An experienced nurse stated:

| know my patients and their families are in paimd asuffering with their
condition. In order to help them to reduce thein@nd suffering, | facilitated
them to doZikir andAl Quranrecitation, and allocated time for them to do it
together. | also prepared “Tasbih” (prayer beaddyd Quranfor them. (Nurse
G, 2F'June 2014)

1.2.1 Support patients and families in decision-making.

The patients and families frequently asked to meakiecision on their

treatments. In the clinical situation, the patiearid their families did not have adequate

knowledge about the patients’ condition, the treattrdecision, and the prognosis.
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They may not express their feelings spontaneowslythe nurses asked about the
families’ interest in order to share their feelingghe decision making for their loved
one. A nurse said “It is useful to support the fgnmmembers describe their expectations
of the medical treatment’s effects in the futurbeThurses are prepared to provide
emotional support (listening, hand touching, angatimy) when patients and family
members verbally express their expectations of tbged ones in surviving.” (Nurse
R, 2P June 2014).

1.2.2 Connect the patient to the hospital’s Muslim deri

The hospital has a Muslim cleric to serve the pagieand families in
terms of spiritual care. The Muslim cleric camétte ICU when the nurses connected
with them as requested by the patients and theniliss. The cleric gave them
additionalduaand read gurahYassinto connect wittAllah. When the Muslim cleric
gave the Islamic intervention, the nurses were amesiple for accompanying the
patients and families, and observing the patiesdadition before and after giving the

intervention.

2. Reflection.

Reflection is paramount. The nurses employed varinathods of self
and group reflection to increase awareness, knaeleaind practice related to Islamic
based caring. Reflection allowed the nurses touatalthemselves and improve their
practice. They reflected through writing and dising their actions. The verbal
reflection could be conducted using dialogue. Theses also organized a regular

meeting for group-reflection every three weeks.



112

In the reflection, the participants could exprdssrtfeelings regarding
what they had done for the patients and familiégyTreflected positively on how they
provided physical, spiritual, intellectual, ethicahd ideological care according to the
plan. They also reflected on their own caring pcactReflection was very beneficial
to enhance the participants’ practice and undedstigrof what should be done next.
Acceptance of a critique from other people was araged in this stage in order to
understand one’s own self. One nurse stated that:

It is not easy to critique my own action. | accejgebjectively and objectively
critiques and comments from my colleagues abouingéehavior and practice.
It is useful for self-improvement. (Nurse SS2Iune 2014)

The researcher and the nurses agreed to have larregeeting every
three weeks in order to reflect on the past threeks. In the meetings, we could report,
share, and discuss in more detail the problemamies that could block Islamic based
caring practice. In the reflection sessions, thesesi were encouraged to share their
thoughts and ideas, write things as they were, fiieéngstic, be spontaneous, and
express themselves in a way that was meaningdfieimselves. Reflection prompted

purposeful inquiry and problem solutions.

3. Relationships.

In establishing and strengthening the relationshigis the clients, this
required the nurses to perform several actiongal) attention to the patients and
families; 2) intentionally listen to the patientsdafamilies; 3) allow the families to
provide traditional treatment based on Islam, saghoney andamzam(holy) water,

and 4) promote healing presence.
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3.1 Pay attention to the patients and families.

In this action of relationships, the nurses shotiir attention to the
patients and families in various ways, includinghgdriendly, greeting, and spending
time with patients and families. The nurses alsatineed their concern that attention
should be paid to the comatose patients as well.

The nurses were encouraged to greet and introdhereselves to new
patients and families in a friendly manner. Thesesrwere required to know each
patient’'s name, to address the patient personailig, to show respect as well. The
nurses should introduce their names in order tditite friendly interaction and
communication with the patients and families. Theses kept eye contact, outwardly
displayed a happy mood, and smiled during intesastiand communication with
patients and families.

Spending time with patients during visiting houllsweed the nurses to
interact directly with not only the patients bus@ktheir family members. This was an
effective way to gain trust, communicate, and budihtionships between the nurses,
patients, and their family members. The nurses piaoticed polite communication
when interacting with their colleagues and othexlthecare team members by using 3
phrases: “help me please”, “pardon me”, and “thgok”. These simple techniques
helped to promote friendly communication in ordeekpress their caring practice.

3.2 Intentionally listen to the patients and fagsli

Intentionally listening is attentively receiving thothe verbal and
nonverbal messages of another person, which is riaopoto improve mutual
understanding and strengthen relationships. Theesupaid attention to the patients’

and families’ facial expressions, gestures, andelkieir comments. They needed to
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listen to the patients and families about theirdsesnd concerns with their heart as well
as with their ears. The nurses also should be tsensd the patients’ and families’
feelings. These actions could paint a picture of lze patient was really thinking and
feeling, and led nurses to be more aware and peactiring. One nurse gave an
example of intentionally listening:

“I know you have a lot of words to say. | would leppy to help you”. When |
said it to the patients and families, | showed migmtion to the patients and
families when they were expressing their feelirfsirse D, 21 June 2014)
3.3 Allow families to provide traditional treatment leabkon Islam.
Muslims believe that traditional treatments basadistamic thought
could heal their sickness. These treatment areitiescin theAl QuranandSunnah
Nurses in the ICU were often asked for permissi@mffamily members to give
traditional treatments to the patient, such as jwodamzam(holy) water, and water
that had been prayed over by a Muslim cleric. Tdnailies were also encouraged to
participate actively in the treatment that was coegt with Islamic teaching. The
nurses were encouraged to pray with the patieatfppn meditationZikir), allow the
family to read theAl Quranfor the patients, and facilitate them to prayndets daily.
In many cases, the patients and families neededtasse from a
Muslim cleric. The nurse could invite him to coneethe ICU. However, the setting
was a public hospital, and the cleric had not lessigned to provide spiritual care for
the patient and family. The Muslim cleric, therefpusually gave the patients a
suggestion and motivation to express their faitbugh being patient, as commanded
by Allah in the Al Quran andHadith. The Muslim cleric also advocated the patients
and families to perform additional prayers basedhenpatients’ and families’ needs.

A nurse gave his comment about this manner:
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A Muslim cleric provided advocacy to the patientsdafamilies such as
suggesting them to tmabar (patient),ikhlas (sincere), andawakal (have faith
in God), and rely on Allah. A cleric may do the sifie prayer to help the
patients and their family asking recovery from iheess. (Nurse M, 2t June
2014)

3.4 Promote a healing presence.

A healing presence is important in the caring pcactin promoting a
healing presence, the nurses are always requiygd: dmile at the patients and their
family members; 2) to show affection to the paseamd families by giving a touch on
the hand or shoulder for extra impact of caringp3)rovide time, love, and nice words
and to listen to the patients and families; anb4¢spect the patients and their families.
By doing so, the nurses help patients to feel tiiey are receiving proper assistance,
have more emotional and spiritual support, anchatealone in the ICU. A nurse gave
a positive statement as follows:

| said to my patient, “You are not alone. | will beere here during my shift
work”. | can see the expression of the patientsnwtaam present for them. They
look like calm and smooth. (Nurse ES2Iune 2014)

4. Relatedness

Relatedness refers to feeling connected to othelmwng a sense of
belongingness (Custers, Westerhof, Kuin, Gerrit&dRiksen-Walraven, 2012). In this
study, tangible actions conducted by the partidganthis respect included promoting
inner peace by expressing their faith, enhancinghdiu bonding/connectedness,
showing compassion to the patients and familieswsig empathy by understanding

the patients’ conditions, encouraging patientsfandlies to be patient, being friendly

and cheerful, and having a sense of humor for #tiemqts and families. A nurse with a
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sense of humor added a lot of fun to the convemrsa®ne family commented about
the sense of humor of a nurse:

We like to talk to one nurse who is funny and cakenus laugh. Having a sense

of humor implies that the nurse is witty. Also, sirehe is going to make us

smile when we are feeling low. (Family 14"22une)

5. Role modeling
Role modeling in the caring context was usefulngpire other nurses

in the caring practice. The researcher also playede as a nurse in the unit, as well as
following some nurse participants to observe theoleshday of nursing practice
including the morning, afternoon, and night shifffie researcher and participants
together organized a nursing care plan for theeptti The researcher was also a
consultant and role model in the caring practicee Tesearcher trained the action
research core team members to practice caring amkled closely with the nurses.
Thus, they could also be a role model for theileagues, particularly for young novice
nurses. In promoting caring practice, the researeneouraged staff nurses to use
caring protocol/guidelines, be involved in creatmgaring environment, and show
others how to achieve the goals. The nurses welilgvio share knowledge and
positive attitudes with other nurses to practidansc based caring. Three nurses gave
these positive statements:

When | and other nurses take care of a patientuly twvant to show my

colleagues how a nurse can successfully take ¢gratients through caring. |

want them to experience the power of caring froer#hal practice. | hope this

can help inspire and encourage them to practi¢nitrse G, 2% June 2014)

| want to guide them through practice. | realizatthhad learned from other

nurses too, so | have been able to improve mysefiractice caring in my

natural way to show professionalism to other cgjless. (Nurse T, 21June
2014)
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To be a role model of caring practice is not edsyowledge and inner
awareness of caring are necessary for genuineggarattice. | need to make a
conscious effort to become a professional and huaiammodel. (Nurse Y, 21
June 2014)

Reflection Phase/Evaluation.

The reflection phase here was a part of the actisearch cycle, which
was conducted for different objectives from thateffection on the 5 Rs according to
Barolia and Karmaliani (2008). The reflection hevas performed to evaluate the
intermediate outcomes and identify the influencfagtors, barriers to the model
implementation, and suggestions given by the ppaids to be used for
implementation in the next cycle. The phase of@yctook four months.

Intermediate outcomes of cycle 1.

Nurse caring behaviorgjurse-patient relationships, and a family’s
satisfaction were the expected intermediate outsoofethe study. The evaluated
information was obtained from the nurses, patiests, families. The researcher also
evaluated the environment change during cycle llamentation of the tentative
Islamic based caring model. The researcher ustitldleservations and interviews to
evaluate the nurse-patient relationship, nursengdsehavior, family satisfaction, and
environment changes. Overall, the evaluation of thiermediate outcomes is
summarized as follows:

1.1 Nurse caring behavior.

Nurses called the patients or family members by enawhen
interacting with them. They also talked with theigats politely; showed attention to
the patient’s and family’s needs, problems and eors; and used a caring touch where

appropriate according to Indonesian culture. Mame nurses showed improvement
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in their caring practice. However, not all of theould improve their caring behavior.
One positive statement from a family was as follows
| feel there has been a change in the behavicaonhg nurses here, such as
paying attention to the patients and giving priotiv the fulfillment of the
patients’ needs. | am glad.....the nurses are becwaze of caring for the
patients. (Family 10)

1.2 Nurse-patient relationships.

Nurses gained capabilities of good relationshipshwathers and
respected others (patients/families/colleagues). @waluate the nurse-patient
relationships in this stage, the patients’ feelimgtheir relationships with the nurses
were described narratively. The results revealed the nurses could make good
relationship with the patients and their familiessarious ways, such as by preserving
dignity, promoting well-being, healing, promotingense of wholeness, and creating a
sense of safety. However, not all of the nurseevadile to display good behavior in
this respect. Several nurses were still not resperabout their relationships with the
patients. One nurse participant gave this statement

...we built relationships with the patients, familias well as with others in this
unit. We were aware that the relationship is imgtrin caring practice. Even
though some of my colleagues don't show their am@ss in caring yet, |
believe they are trying to change and practicgNiarse P, 2# June, 2014)

1.3 Patients/families satisfaction.

The patients and families felt happy and satisfiéth the nurses’
caring behavior and presence. They were also igatigfith the Islamic based spiritual
care (prayerZikir, and readAl Quran) that they obtained from the nurses. They said
that they felt more calm and peaceful. However,essvnurses stated that they

sometimes forgot to remind patients about Islanti@ls, as they were too busy with

their duties.
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| like nurse “A”, when she was taking care of me fiist time, she reminded
me about praying to AllatShalat5 times). She also provided&ir books one
day. She said that whatever my condition is nostduld pray to Allah to seek
His help. (Patient 3)

1.4 Environmental change.

The caring environment could be observed afteirttementation of
the tentative model. The changes included both ipAlysnd social changes. The
physical change was mainly on the space and timag@ement to facilitate spiritual
performance among patients and family members. @suedso participated in the
spiritual activities. The activities and behavimfiecting the social change of the nurse
included being kind, sincere, and helpful; alloegtspace for the family to be with the
patient; allocating time for the family to read tAé Quran in critical situations;
reducing unimportant lighting in the unit, partiady at night time; and keeping the
environment clean and comfortable. One nurse’srexpee is stated in this comment:

...l am impressed. The environment in this unit blhanged a bit. It seems
comfortable for the patients and families. The abititeraction among people
here is warm, kind, smiling, and helpful. If we camaintain the environment
like this, | am sure it can improve the qualitynofrsing care here. (Nurse,'24
June, 2014)

Participants’ experiences in implementing the tetitae Islamic Based

Caring model.

The participants reflected on their experiencesppflying the tentative
model with the caring protocol in terms of the alpas that took place during the
implementation, their feelings, any barriers theged, and their suggestions. The

participants’ experience in the implementation bt tmodel encompassed the

following:
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1.1 Nurses’ experiences in Islamic based caring practic
The nurses’ experiences in Islamic based caringtipeaconsisted of the
changes during the implementation of the modelyel$ as the nurses’ feelings and
satisfaction with the model implementation.
1.1.1 Changes during the implementation of the node
According to the participants, there were some gharin their daily
practice during the implementation of the tentatslamic based caring model. They
were more aware and active in working. They aldorined the patients of their
upcoming treatment before providing nursing cangl iatroduced themselves to their
patients. Observations of these changes are sumedan the following statements
from the nurses:
On the morning shift, Nurse X received a new patieno was referred from
the VIP room in the hospital. She introduced hérsglname, informed the
patient of all the procedures to be given to hirespnce, and providing Islamic
intervention to support the patients and family rbers. (Observation ™July
2014)
When | practiced caring following your advice art tcaring protocol, |
experienced something different from before. Theae a connection that could
not be expressed with words, but | could feel thanges. (Nurse Y,"™July
2014)
Don’t wait for something big to occur. Just stahese you are, with what you
have, and that will always lead you into somethingater. (Nurse D,"™July
2014)
The nurses also stated that their caring behawiers better than before.
They confirmed that a greater degree of caring gigesn to the patients and families;
they paid more attention not only to routine canediso to promoting holistic health.
They were more open with the patients and famdied built good relationships with

them. Two nurses shared their comments on the wepment of their caring behavior

as follows:
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In my experience after implementing this model, plagients’ problems were
solved more easily. Caring helps patient betterthadamilies get closer to the
nurse. (Nurse N,®July 2014)
| was thinking that kindness, compassion, and seitgiare important. What if
we don’t have these kinds of characteristics? Howld we practice caring?
(Nurse E, # July 2014)

Nurses’ feelings and satisfaction with the modelplementation.

The tentative Islamic based caring model included knowledge for
the participants. Most of the participants realigeel benefit of the implementation of
the model. However, initially they were reluctamtpiarticipate in the project. Because
they did not have good knowledge about Islamic thasaing, they recognized that
they would have to work more on the scope of trmitine. They were invited to join
training sessions to improve their knowledge andigpate in brainstorming of a
caring protocol and model development to suppopi@mentation of the model. The
satisfaction of the nurses was the consequencgaioing knowledge about Islamic
based caring. They were also very proud of theritmrtton that their successful caring
made to the patients and families as well as thgimy profession. Following are some
statements of the nurses’ feelings of the impleate of the model.

Caring practice is challenging. | observed thatriheses changed their caring
behavior a lot. We should go forward to improve gli@lity of nursing care for
our health care system. This model makes us uraherghat Islamic based
caring is needed to improve holistic health forigrets and families in the

critical situation. (Nurse Tujo,8July 2014)

When practicing caring, | felt good as well as lgeiralued by the positive
responses of our clients. (Nurse 8,Jly 2014)
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Patient/family caregivers’ satisfaction and expemniees of receiving
Islamic based caring.
The families expressed their experiences and fgelof the caring
provided by the nurses during the implementatiotheftentative model. They were
satisfied with the nurses’ attention and effortseaponding to the clients’ needs. The
nurses’ understanding and support while their lowads were in critical conditions
could help the clients feel calm and at peace. Sohthe family members gave the
following positive statements:
They (nurses) tried everything that they could\We. were satisfied. We found
that the nurse tried to give good nursing care yonmom, but stillAllah has
decided on it. (Family 1,'8July 2014)
She assured me that she would keep a good eye ¢etimey. The families also
could freely ask about the nursing care that wasiged for their loved one.”
(Family 2, 8 July 2014)
| had a chance to discuss my father’s conditiore fitwrse talked to me politely
and patiently. After talking with him, | felt caland peace in my heart. (Family
10, 8" July 2014)
| was worried about my mom. My mom is everythingrte, and | was weeping
when | saw mom’s condition. Then, she (nurse) gaeea big squeeze, a big
cuddle. | felt a connectedness. (Family 8,J8ly 2014)
..... | stay at the hospital every night for my husthamostly in a chair by his
bedside. The nurse gave me a space to stay withusiyand. | felt so happy
and satisfied, as | learned more about my husbamatidition. Moreover, my
husband also did not feel alone. (Family 8,J8ly 2014)

A patient shared her experience of receiving cammfa nurse. The patient said, “Do

you know you are amazing”. Then the nurse saideVer lost my hope. | believalah

is with me.” (Patient 4, 20July 2014)

Families were also asked about their satisfactioheaend of this cycle.

They stated that they were satisfied with whatrtbeses were doing for them. They
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characterized the nurses as kind, quick respondingere, and helpful. Most of them
gave testimonials, some of which are presented here

The nurse gave us some private space to discussttiagion with our family
members for decision-making. (Family 2 8uly 2014)

The ICU nurses were quick responding when | askdzetwith my wife for a
while; they gave me a place and time. They als@igen me with a chair by
the side of my wife’s bed. (Family 8"guly 2014)

| still remember, a nurse stayed with me and spdot of time, because she
was worried about my husband’s condition. She wayg kind and sincere in
taking care of my husband. (Family 4, 8uly 2014)

Facilitating factors in the implementation of theentative Islamic

based caring model.

During the implementation of the tentative modeg tesearcher noted
that there were some factors which facilitatecegyglication of the model in the setting.
The facilitating factors were highlighted on 1) mymore motivation for improving
caring practice and 2) having a good relationshmorg nurses and with patients and
families.

1. Having more motivation for improving caring pradctic

Nurses had more motivation for improving the caemyironment that
helped promote Islamic based caring in the seiagicularly for the patients in a
critical situation. The nurses were motivated &y ttelt satisfied with their work, and
willing to improve the caring practice in the futuMoreover, they also gained more

knowledge about Islamic based caring that couldblenthem to give nursing care

holistically.



124

2. Having good relationships among nurses and withiepds and

families.

Additionally, the relationships between nurse andlse as well as
between nurse and patient/family were better #dftermplementation of the model. In
terms of good relationships, the nurses also h&drbgonnection and communication
among nurses and with their patients, which hethedapplication of the model. The
relationship between the nurses improved everwhs just between some of them, as
they were more aware about interpersonal commuaitand more compassionate to
their colleagues. Moreover, as most of the nursre Muslim and they understood the
Islamic concepts and values for humanity, it endiphee researcher to transfer caring
knowledge and practice based on Islamic teachitigegim. The emotional support from
the head nurse was also one factor that facilitdttedmplementation of this model.
The head nurse consistently motivated the partitgpto continuously implement the
tentative model. He also served as an example gbal caring nurse for the

participants.

Barriers to implementation of the tentative model.

The researcher also discovered some barriers. Bas#éuk interviews
with the participants and field observation, therieas were identified as follows.

1. Too much work in the implementation of the model.

This barrier was mentioned by the nurses becaesenplementation of
the model into caring practice was time consumingaddition, there was a lack of

motivation among the nurses to put the model inéetice due to a lack of knowledge
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and skills in caring, and a lack of encouragememnhfother health care providers. The
following statements describe the barriers as ceftEby the nurses:

| was confused and unable to understand aboutgcaiihat | have done for the
patients every day, it indicated that | didn’t gadien’t it? What if | only knew
a little bit of information about the patients?reans | was uncaring ... (Nurse
E, 10" July 2014)

| think | should spend a lot of time to practiceing, as critically ill patients
have many treatments. When | tried to practicengathy following the
guidance, it seemed everything needed to be dotteeinursing care. (Nurse
D, 10" July 2014)

.... But that is a hard thing to do, | had many slesp patients on night shift.
My responsibility as a nurse in ICU was alreadyradeiming. Sometimes, |
felt tired to do more because of the heavy worklogadCU and it is time
consuming. (Nurse R, $Qiuly 2014)

| have done my job in terms of giving the patigmigiene care, medical care,
and so on. For me, it is enough. (Nurse Hf 10ly 2014)

2. Lack encouragement from other health care providers

In implementing the model in the ICU, the researdiso felt that there
was a lack encouragement from other health careigexs. One of them said, “I
couldn’t really see what nurses did in terms oirgant looked very abstract”. Therefore,
the researcher and the nurses agreed to find wayake caring visible, and show them
that caring could really help to heal the pati€aring also improved the quality of care

and could satisfy the clients as well as the nuilsesiselves.

Lesson learned.

After completing Cycle 1, the participants evalddtee achievement of
the model implementation and made suggestionshimrdevelopment of the model.
They suggested that they needed strong leaderstiip the action research team

leaders to lead the application of Islamic basethgaand the establishment of nurse-
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patient relationships. Adjunctively, they suggestieak the interventions for patients,
such as prayer, readid Quran etc., should be integrated into the nursing gdae
to promote serenity and peace in the patientstaidfamilies while the patients are in
a critical situation. The model needed further iay@ment to make it suitable and
applicable.

After the implementation of Cycle 1, there wasmaréase in the caring
capability of the nurses in the setting. The nutased that they learned something
new, such as nursing knowledge, caring practi¢amis thought, and action research.
The nurses understood more about the caring pedadised on Islamic values, and they
were excited to provide Islamic spiritual care patients and families experiencing
critical situations. Furthermore, the family careys had learned Islamic based caring
regarding the implementation of the model in thisle. They had gained knowledge
about caring for their loved ones. They also st#tatithey could give caring based on
Islam in the same way that the nurses provideldgmtduring critical situations. Figure

4.6 summarizes the action research of Cycle 1.

Revised plan.

Overall, it took 4 months for the researcher tmptete the process of
Cycle 1. The outcomes of Cycle 1 were then evatljaad it was revealed that the
environment in the ICU had improved. The patiemis teir families could feel that it
was more comfortable, friendly, warm, and helpiithe physical environment of the
ICU was also clean, neat, and free from bad sméligst nurses had a good
understanding of the importance of maintaining @apant environment to support

patients’ healing. Most nurses showed good caringctige in terms of their
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relationships with the patients while taking cafréhem as well as among their nursing
colleagues. The findings from the researcher’s agions confirmed that the nurses
practiced caring behaviors, such as introducingngedves to the patients by name,
being friendly in greeting the patients and thamilies, and paying more attention to
communication with the patient and family. The msraiere more aware of the family’s
needs and wholeness. Issues of recognition, géatibreships, and respectfulness were
raised as means of improving the caring practicewéver, it needed further
strengthening in order to be imbedded as part afraanursing care. Based on the
barriers identified in Cycle 1, the researcher eeetb continue to the next cycle to
strengthen the caring practice for the sustairtgtwfi the Islamic based caring model

in the setting.



Figure 4.6 Cycle 1 Capability building: Increasing awareness and knowledge on Islamic based caring and improving the caring practice
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Caring Protocol for Critically Ill Patients in théntensive Care Unit

When the patient is
admitted

N

o0k w

0o N

Greet the patient and family by sayingssalamualaikuih
Introduce yourself to the patient/family, speakdg| and pay
attention to the patient’s condition.

Actively listen to the patient and family.

Maintain eye contact.

Explain admission procedures to the patient/family
Provide orientation including rules in the unithe
patient/family.

Perform nursing assessment and collect baselie dat
Carry out standard procedures for newly admittétbpts
including monitoring device application, laboratory
examinations, and other procedures as needed.

When carrying out &
procedure

A

PowbhPE

oo

Greet the patient by sayifgsalamualaikum.

Call the patients by their name.

Give an explanation before starting a procedure.

Ask the patient to mentiorBismillahirohmanirohinti with the
nurse before starting a procedure.

Keep communicating with the patients during thecprure.
Communicate with the patient after the procedudsise and
ask the patient to sa:Alhamdulillal” with the nurse

Patient-focused
procedure standard

Monitor the patient by doing hemodynamic checkseweur.
Respond promptly when a patient’s alarm is activate
Perform immediate actions when the patient hahl@m,
whether physical, psychological, social, spiritual,
environmental.

Document all findings from assessment, monitorarg] other
important evaluations.

Provide Islamic spiritual care for the patient &aohily as
needed (prayer 5 times, reAtQuran Zikir, andZamzam
Water).

Allow the patient’s family special visiting hourshen the patien
is in anenc-of-life conditior.

[

During visiting
hours

W N e

Accompany the patient and family for at least 1@uitgs.
Explain the patient’s condition and progression.

Explain to the family the actions or procedureschithave been
completecand will be done to the patie.

Standards for team
collaboration

Pown

Communicate the caring process and actions whitthoevi
performed including the patients’ progression ® physician,
other nurses, or other health care team members.
Anticipate colleagues’ needs for help without rexjue

Avoid making or receiving calls via mobile phoneghe unit.
Say the phrase “thank you” to colleagues who ahingito
help.

When the patient ig
discharged

arwNhE

Prepare a summary of the patient’s discharge.
Provide health education to the patient/family.
Prepare drugs which are needed to be continued.
Prepare the documents for patient discharge.
Pray for the patient and their family members.
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2.2.2 Cycle 2: Strengthening caring practice forsainability of the

Islamic based caring model.

Based on the findings from Cycle 1, there wereespnoblems with the
caring practice that required strategies to adapiriplementation for better achieving
its goals. Existing barriers of the model implenagioin were identified as follows: 1)
heavy workload, 2) lack of nurses’ motivation inpi@menting the practice, 3) heavy
time requirements, 4) lack of knowledge and skill daring, and 5) a lack of
encouragement from other health care providers.sTlibe goal of Cycle 2
implementation was to strengthen the caring practar the sustainability of the
Islamic based caring model (Figure 4.7). Moreotrex evaluation of the whole process
in the implementation of the Islamic based carimgdel was evaluated at the end of
Cycle 2. The harmony of critically ill patients wasaluated in this cycle. This stage

took approximately 4 months for the implementato development of the model.

Planning.

The findings from Cycle 1 revealed that there wailesome problems.
It needed to be addressed in terms of increasengapability of the nurses in delivering
caring practice and being more aware of holisticdngapractice. Therefore, the
researcher and participants emphasis on maintaamadgstrengthening awareness of
the holistic approach and caring practice in th&.ICherefore, we prepared a plan
consisting of 5 dimensions according to the worBafolia and Karmaliani (2008):

1) Physical dimension. The nurses conduct nursingvetgions of

physical care which include managing ABC (airwdysathing,

and circulation), problems regarding pain, sleegtriton and
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electrolytes, personal hygiene, elimination, mdahatlion and
comfort. The scope of physical nursing care folldiws existing
scope of the ICU.

2) ldeological dimension. In ideological care, the sas practice
caring as duties for themselves, others, Alfeh based on Islamic
teachings.

3) Ethical dimension. The nurses respect the cligtgsision-making
and treat the patiens with respect based on tkeé&afbn Islam.

4) Spiritual dimension. The nurses offer prayer, naaih, a space
for praying, recitation and listening to tAéQuran and strengthen
the patients and families through being patient.

5) Intellectual dimension. The nurses provide infoioraiand teach
the patients and their families in order to meetrtheeds.

In this plan, the researcher and the participalsts @med to maintain
and to strengthen awareness and the use of tletitapproach by sustaining the caring
environment, maintaining the holistic approach afecfor patients and families, and
focusing on the healing process for the patient®e $ustainability of the caring
environment was focused on the physical and seaxlonment to make patients and
families feel comfortable during their stay in tHeU. The nurses maintained the
cleanliness of the environment and the patient&taiaed the neat arrangement of the
space, and created a good environment to incrdassamt feelings. Moreover, the
nurses also maintained the social environment ésgrwve good relationships among

the nurses and their clients.
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The maintaining of the holistic approach of canegfatients and families
was planned to provide comprehensive nursing sesvithat include physical,
psychological, social, and spiritual care. Physizak refers to the patients’ treatments
including all medical interventions, nutrition, andymptom management.
Psychological care is given to release stress,iadengear, and anxiety during
hospitalization, such as listening to Islamic mugayer, andZikir. Spiritual care
based on Islam is clearly identified and systera#l{iéntegrated into the care.

The nurses in the unit planned to focus on thdirige@rocess for the
patients. The planning of the healing process wasvey the holistic care and respect
to the patients and their families. The nursest lvalationships with the patients and
families and were actively involved in critical earursing. The nurses planned to focus
on the healing process by: 1) gathering compreliensformation about the patients
and families, 2) giving information about the @i care environment at the time of
the patients’ admission, 3) responding to the pé&ieand families’ needs, and 4)
offering holistic care to the patients and famili@berefore, in Cycle 2, some new

strategies were set up to facilitate implementatibthe plan.

Strategies

In fulfilling the goal of the plan in Cycle 2, marsyrategies had been
raised in the meetings between the researchehangbaiticipants. The strategies were
set up to ensure the fulfilment of goals encompassi

1) Giving rewards and recognition to the nurses whuvigied good

caring. This reward can improve and sustain thesesircaring



133
behavior toward the patients and their familiesdh also inspire
other nurses to improve their caring skill in thetu

2) Utilizing the caring protocol in caring practicedaide the nurses in
the implementation of the holistic care for theigratls and families.

3) Reporting the results of the study to the nursiremager to obtain
support from the nursing manager in the unit opitas

4) Strengthening caring practice by strengthening ribese-patient
connection and interaction to obtain healing outesm

5) Building and strengthening the leadership of thesesi to lead the
accomplishment of the caring healing process.

6) Holding regular meetings every 3 weeks in ordedigcuss the
problems, engage in self-reflection, and take ssigges from others
to improve the nurses’ caring practice based @amisl

7) Providing workshops on caring for nurse leadergrdam them to

become caring leaders in the unit.

Actions and observations.

In maintaining and strengthening caring practicatual interventions
were carried out involving all parties (nursesjgras, and families). Based on the 5 Rs
of Islamic based caring theory of Barolia and Kdram (2008), the researcher
integrated Islamic concepts into the action phasgyicle 2. The actions were:

1. Response.

The researcher conducted four caring actions sndyle: 1) promotion

of Islamic spiritual care for patients and familieritical situations; 2) improvement
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of interpersonal communication and interrelatiopshbased on Islamic values; 3)
allocation of time and space for Islamic spiritbaked practice; and 4) recognition of
the connectedness of body, mind, and spirit ofepédi

1.1 Promotion of spiritual care for patients and faresi

The nurses promoted Islamic spiritual care forguas and families in
the unit. The spiritual care had been systemayicatiluded into the care in order to
provide them with hope and strengthen their inreavgr. One nurse noted that:

Nurses played an important role in providing spaitcare for Muslim patients.
Islamic spiritual care is more than clerical respbitity in the critical situation
for patients in the ICU. The nurses responded edniblistic needs of a person
suffering from illness, loss, and grief. In additjdamily caregivers also played
an important role in inspiring the patient’s spially. They also helped them to
nurture spiritual growth and draw inner strengtt hape. (Nurse T,S1August,
2014)

1.2 Improvement of interpersonal communication andrpgesonal

relationships based on Islamic values.

The nurses agreed that interpersonal communicatiand
interrelationships were very important, becaussdt@hanced the connection with the
patients and families. The nurses in the unit dat af effort into improving their skills
in communication, such as being a good listenewgiy respect to others, and being
compassionate. The nurses also improved theirpetsonal relationships with the
patients and their families in order to achieve gbals of Islamic based caring. One
nurse stated that:

Nurses are expected to be good listeners, resgamtspand show compassion
to others. These caring actions can help heal #tiermis. Therefore nurses

should pay more attention to interpersonal comnatiuo and interpersonal
relationships. (Nurse AS1August, 2014)
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1.3 Allocation of time and space for Islamic based ity care.

The allocation of time and space for religious\atés is important for
Islamic based caring. This allows the client taclmse to GodAllah), strengthen their
faith, and give them hope. One nurse said that:

Space in this ICU is very limited. Family membeasicot pray with their sick
family members if we don’t arrange a space as wasltime for them. We
therefore allow the family to pray together at pgaient’'s bedside. (Nurse R,
5t August, 2014)

1.4 Recognition of the connectedness (harmony) of bodyd, and

spirit of patient/family.

Nurses should recognize the harmony of the bodgdnand spirit of
their clients from time to time, whether they wheppy, satisfied, or unconscious. The
connectedness of body, mind, and spirit in thiglstwas evaluated by using both
guantitative and qualitative methods. A commenttag from one nurse was:

It is not easy to measure the balance of the bmdlyd, and spirit of our clients
especially in a critical situation, as some ofpagients have cognitive problems

or are unconscious, but it doesn’'t mean they gaerteive anything and we
don'’t need to care about their mind and spiritsqlezts. (Nurse A S1August,

2014)

2. Reflection.

We conducted reflection using group discussion aiaogue or
narrative reflection. A regular reflection sessws conducted every 3 weeks after the
ward meetings. The main purpose of the reflectias t allow the nurse participants
to discuss any problems and concerns regardingatieg practice as well as to share
any suggestions that they might have for improvivgmodel. The nurses, moreover,

were requested to reflect on their caring pradimsed Islamic values of humanity.
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There are 5 Islamic values of humanity: 1) l#¢-Naf9 is all those who
can provide a healthy body to lead a purposetfeil 8) religion Al-Din) is for providing
guidance, peace, tranquility, comfort, and purpodige; 3) knowledge Al- Aq|) is the
intellectual nature of man which is made up of nonéhtelligence or reasoning power;
4) family life (Al-Nasal) includes family as the very heart of society; &hdealth Al-
Mal) is obviously a fundamental human value. Duringirthieflections, the nurses
reflected on their own nursing care with regarthm Islamic values.

In the reflection of life Al-Naf9, the nurses reflected that they tried to
give better nursing care to the patients to sag® lives. For the reflection of religion
(Al-Din), the nurses stated that they had provided tramisl intervention for the
patients and their families in order to give theosifive feelings and calmness for
dealing with their crisis. For the reflection ofdwmledge Al-Agl), the nurses stated that
they understood the Islamic based caring’s roldealing the patients in order to
achieve harmony of lifeAl-Nasabis about family life, so the nurses reflected thaty
had encouraged the family members through nursang &nd caring practice. Further,
wealth Al-Mal) was financial support, which means that the rausé®uld understand
the patients and their families’ condition regagdihis manner, and they advocated the
health care team members regarding treatment suppor

The nurses wrote their reflections in a book predithy the researcher
in order to record their ideas and experiencesnduhieir participation in the project.
They wrote everything about their caring practioeréflect their service for their
patients in their daily work. The analysis of thegflections revealed that they gained
better understanding about the meaning and thefismmce of Islamic based caring

practice. They found that it was challenging teadtice a new model of Islamic based
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caring to the ICU. They also helped coordinatenthg to integrate Islamic values into

the caring practice including the development efl$lamic based caring protocol.

3. Relationship.

In terms of relationships, the researcher and @pants saw the
relationships between nurses and patients/famalgethe central focus of promoting
Islamic based caring. Islam teaches Muslims tot tilea patients and families with
fairness and not to discriminate against them @y gge, or religion. A nurse gave her
comments regarding her relationship with the padiand families as follows:

.... set aside five minutes every day to reflectlmrelationship of a particular
patient or family. Patients are like family. Nursdsould be sincere in taking
care of them without exception. (Nurse &,August 2014)
The relationships between the nurses and thegmativere enhanced through empathy
and compassion using both verbal and nonverbal eoriation skills.

3.1 Enhanced empathy and compassion: nonverbal comatiomc

skills.

The nurses used nonverbal communication with thiemta who could
not talk by showing them pictures or by writing. iNerbal techniques could ensure a
strong foundation for an empathetic connection wiittm. The common nonverbal
communications consisted of: (1) body orientatibody position was toward the
patient), (2) eye contact (showing genuine attenpiaid to the patients), and (3) head
nods (showing that the nurse was listening to whatpatient was expressing). A
nurse’s experience of being affectively attunedyifg empathy, and showing
compassion took on a truly transformative power mhecould be communicated to

the patients.
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3.2 Enhanced empathy and compassion: verbal commuaicakills.

There were numerous verbal communication skillsluseenhancing
empathy and compassion for the clients. The nurstbg unit demonstrated empathy
using parroting responses and paraphrasing. Withotrag responses, the nurses
repeated, verbatim, what the patient had said esmtipathy. Sometimes, the patient
talked either with an exclamation or with a questig tone of voice. The nurse should
be actively listening to encourage the patientstath more. In addition, with
paraphrasing, the nurse used his or her own wongs¢communicate the same meaning
of what was said by the patient. This techniquguently used verbal strategies for
effectively communicating empathy accurately.

Moreover, with compassion, a nurse shares in tfiersug experienced
by the patients and expresses that shared expetiemoth strengthen and comfort the
patient. The enhancement of empathy and compas#isiongh verbal and nonverbal
communication, although basic, can be a powerfuhowfor demonstrating accurate
empathy and fostering great comfort. When practiwwél Islamic based caring, the
use of these skills could facilitate a powerfultgrtsformative healing process. One
nurse stated that:

After completing some actions in Islamic basedrggrl think that to take care
of patients in a critical condition is a noble tasgpecially showing compassion
in the relationship with them. To do the right thinased on Islamic teachings
is challenging. This requires compassion in thdydariactice. The nurse, as
human being, might not be perfect, but | believat ttslamic based caring
benefits in improving compassion. (Nurse B,August 2014)

4. Relatedness.

The actions of relatedness in this cycle were méento maintain

friendly, cheerful, and empathetic relationshipghwhe clients; to improve the sense
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of belonging in the holistic environment; and tthvance compassion for the patient and
family. In exhibiting relatedness, the nurses tt@&eep the family members informed
about the patients’ progress at their bedside.nlinges encouraged family members to
come to the patient’s room or bedside for aroundhirfutes every day to be provided
with some information of the patient’s progress andent condition, such as being
informed about the procedures that had been peeriand the results of diagnostic
tests. The nurses performedud’ (praying) together with the family members who
came to visit. The nurses also encouraged the yaoategivers to express their
affection to their loved one through words and tgutich as holding the patient’s hand
without hesitation, to let the patient know that family supported him/her. The nurse
also provided the family members with more timdé¢otogether with their loved one.
Two patients and a family gave the following pa&tiagreements regarding
relatedness:

| love the nurses who are friendly and welcomingt only coming to give

injections and medicines. | liked the nurses whabdnaense of humor the most.

She or he can make me laugh even when facing Itiesd. (Patient 2, 10

August 2014)

| had my birthday here (ICU) ... again the nurse g@sit. She put up birthday

cards around my bed, and every one (nurses, doeisiters) wished me happy

birthday on that day. (Patient 3,".8ugust 2014)

We were visiting my husband. Then, the nurse camyduced herself, and

told us what procedures were done for the treatntéim¢ asked us to pray

together while | touched my husband’s hands toesgthe connection between

my husband and me. | felt something different at tme, and could not say

anything and cried. The nurse then hugged me. | weag touched by the

relatedness between the nurse and our family. (Fdmhj 10" August 2014)

5. Role modeling.

The researcher and the participants practiced atableshed Islamic

based caring for patients, families, and othersetiaon compassion, presence,
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connectedness, and openness. The researcher apdenarolleagues also performed
some observations. Most of the nurses became maaseaabout caring practice for
their clients. Moreover, the nurses ascertaineid thetivation to practice Islamic based
caring in their daily work. From the observatiotmgre were five nurses who performed
well in terms of caring practice, exhibited goodmrounication, formed good
relationships, and also actively supported otheses) especially young nurses to
practice Islamic based caring in their daily work.

After implementing this model, having some friendso can be role

model was awesome. They have inspired us to dotbamgegood that

is very useful for the patients and their familiggurse J, 12 August)
A physician as a head of the unit also gave hisngenis as follows:
| can see the nurses’ effort in this initiativainderstand how they pay
attention to the patients and family and show anese of their caring
practice in terms of Islamic teaching. | am hapfye nursing staff can
improve their awareness and knowledge especialtyamtaining their
caring towards the patients and families. My exaigon of the core
team in this project is to always set a good examapid inspire others

to deliver good caring practice. (Doctor J"20ugust 2014)

Reflection Phase/Evaluation.

The reflection phase/evaluation was conducted thighparticipants in
order to appraise the impacts of the model's imgletation. The participants were
interviewed to gather information on their expeces of the model's implementation
in the setting. The expected health outcomes watiergs’ and families’ satisfaction,
nurses’ caring practice, and the harmony of thicatly ill patients.

1.1. Nurse caring practice.

After the completion of the two cycles, the nursteged that they had

gained more knowledge and skills. They were awlaaé ¢aring was important in the

nursing service. They stated that the benefitdefdaring practice consisted of self-
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improvement, good relationships with others, a gresense of caring for others, good
collaboration with other health care providers, amgpreciation of others as human
beings. Other improvements included quick responsdabte patient’s needs, better
communication skills, and the nurses’ self-confdenOne of the nurses commented
on her own improvement after the model implemeateads follows:

Patients in the ICU need more attention from fasilind nurses. For example,
the need to be accompanied and need nurse’s pegsesicle them. By applying
the caring model, | can know the patient’'s needsd, lacan start to practice it
from the beginning of the patient’'s admission uth®patient’s discharge from
the unit. When we place emphasis on sensitivity andreness and establish
communication, then we will understand the needb@patients and they will
be satisfied with the services. We can assist atieiis to accept their condition
sincerely, motivate them, and suggest that thetéekful toAllah, to grace us
every time before and after experiencing sickn@ésise A, 28 August 2014)
Another benefit was the harmonious relationshigveet the nurses and
patients, the nurses and other nurses, and thesarsl other health care providers.
One of the nurse participants pointed out:
Certainly, after applying the Islamic based caningdel, | learned a lot that
nurses should understand about the pathophysiabdigease, for controlling,
managing, and performing nursing care. | learndzbta good listener in active

communication with others. | learned to be kindprelationships with others.
| can see changes of awareness in our ICU. (Nurg8'YAugust 2014)

After the implementation of the tentative Islarb&sed caring model,
the participants were satisfied with the resultshaf program. They put their efforts
into working and were proud because they were ableprovide nursing care
holistically, and the patients were recovering welhe nurse participant expressed her
satisfaction in the following quote:

| was feeling good with my involvement in the implentation of the program.
For example, if the patient is feeling chest paomf myocardial infarction, the
nurse does not only give a drug to decrease painalbo performs a nursing

intervention to decrease the patient’s anxiety. @ynmunicating with the
patient about his or her pain management, andrtelbie patient to pray and
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surrender to God, | also provide a soothing envirent for the patient when
he/she is suffering from his/her iliness. | wilidain the conditions to the clients
now. | will also provide any information beforednorm a nursing intervention,
so that the patients know what the purpose of thegalure is. (Nurse G, 25
August 2014)

1.2. Participants’ feelings and their satisfaction.

In the second cycle, the patients and family daezg were also asked
about their feelings and their satisfaction witl implementation of the Islamic based
caring model. Their feelings and satisfaction arsctdibed as follows.

1.2.1 Family feelings and their satisfaction with the lexpentation of

the tentative model.

After the implementation of the tentative Islam&sbd caring model,
the family expressed their positive gratitude te tiurses who provided their sick
family member with very impressive caring. They avéeeling warm and confident
from the compassionate communication and informatsdated to the patient’s health
condition as well as the useful advice they reaktagreflected by the following quotes:

The friendly nurses explained what was going othelltime about my father’s
condition, and what treatment and procedures wbaldiven. This was very
useful and decreased the grief and worries, als@dncerns we had about our
father's condition. | really respect them. They tkepplaining in terms of my
father’'s health progression. (Family 12!"28ugust 2014, 01.00 p.m.)
The family members, furthermore, expressed theprexpation to the nurses who
provided them with good care and concern for th@red one. The families gave
positive comments regarding this manner.
The nurses always asked about our (family) feeliagd condition. | really
appreciated their concern about our family’s caaditin facing this critical
situation. (Family 9, 28 August 2014, 01.20 p.m.)
| met the nurse who took care of my father. Thesaugxplained patiently
despite my repeatedly asking the same things. &etid of the conversation,

she said not to hesitate to contact her if there aveything further | needed to
know about my father. (Family 11, 2&ugust 2014)
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Moreover, the families also mentioned about beingoeraged to use
religious activities to strengthen their inner powefacing the critical situation of their
sick family member. They mentioned that the nugse® guidance, offered prayer, and
reminded them of the rituals of Islam for Muslimtipats and families during
hospitalization. The families stated that:

| was reminded by a nurse that my husband was atlow drink holy water
(Zamzanwater), and she was happy to help feed it vidba tiineeded. (Family
5, 28" August 2014)

| appreciated the nurse who gave me “tasbih” (pragads) and suggested to
me that | d&Zikr at the bedside. It was very helpful because atitne | felt so
anxious about my husband. (Family 9!"28igust 2014)

At lunchtime, the nurse asked me to give lunch ydhosband and reminded us
of the time of prayerZhuhuy. If my husband and | needed help, | could just le
her know. (Family 12, Z8August 2014)

In terms of satisfaction, the families expresdegrtsatisfaction to the
nurses after the implementation of the tentatileamg based caring model in the ICU.
The nurse participants paid good attention to tgepts’ and families’ needs. They
also treated the patients as human beings. Somkefmishared positive statements of
satisfaction as follows:

The nurses in this room are very kind. We do hbpermy husband will recover
well. | really appreciate the effort of some nurseseminding, facilitating, and
even helping my husband to perform prayers fiveesira day. | never thought
of it before because my husband is in a criticalagion. It is great that the
nurses are keeping us closeAltah. They perform prayers with me for the
healing of my husband. They also listen and arbngito take our complaints
towards the nurses. Definitely, | feel glad ands$i@d with the nurses who have
been caring for my husband. (Family 11"2ugust 2014)

There was a memorable event when a nurse reminéet pray for my wife
who was in a state of agony. | was very touchedhdryconcern, providing a
feeling like being a mother. The nurses in the I@emonstrated good
relationships and good communication. | feel vextyséied with the services of
the nurses in the ICU, especially nurse “X”. (Fanii8, 29" August 2014)
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1.2.2 The patients’ feelings about implementation of tésetative

Islamic based caring model.

The patients had positive comments about the auvke were kind and
compassionate. They felt secure, happy, and coatierduring their stay in the ICU.
The following statements demonstrate the patidatdings toward the ICU nurses:

..... their (of the nurses) sense of humor. It ndy telps relieve the stress and
tension but also enhances the caring relationsitlp tive clients. (Patient 13,
30" August 2014)

The patients expressed their appreciation to thees who showed
caring behaviors and treated them as individudig. flurses tried to spend time with
them in order to get to know them and their ne@dsatient noted his feelings:

| feel that he gives me genuine attention and rewvknme pretty well. He is

kind, funny, and helpful. He always gives me veraglport: “please don't lose
hope”. Allah will help us and | am with you. (Pattel4, 30" August 2014)

Based on the findings from the observations, theps also appeared
to be happy when the nurses provided them theviemg¢ions based on Islam, such as
prayersdua and remembrance @éflah. The patients’ happiness was also articulated
as follows:

| feel happy when the nurse providetd to the clients. The nurse is doing
well. She is always with us and understands usief®at, 30" August 2014)

| always remember that nurse ‘Y’ always said 3 wgorthssalamualaikum
BismillahhiromahnirohimandAlhamdulillah (Patient 14, 30 August 2014)

Most patients expressed their satisfaction witlanst based caring
practice as the nurses truly showed their professigole. They described the
professionalized roles as providing holistic cavgering the spiritual dimension that
they had not experienced before. Their satisfactias reflected in the following

quotes.
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Thank you for all the nurses in the unit. The nsingaderstand the importance
of our religion because it influences our feeliagsl thus affects our decision
and compliance with a prescribed treatment. My kaamd | felt satisfied with
you. (Patient 10, 29August 2014)
During the visiting time, the nurses do not leagealone. They come to meet
the visitors and sometimes offafud to the patient together. This is a good
way to strengthen the relationship with the nur¥gs.are truly satisfied with
her involvement. (Patient 12, 29 August 2014)

Facilitating factors of strengthening caring praate for sustainability

of the Islamic based caring model.

Successful implementation of the model requireddgead feasible
strategies. In a meeting, the action research idantified important strategies: the
provision of support especially emotional suppatf the chief of the unit, and nursing
colleagues; the strengthening of the relationshigsveen team members; and the
development of a practical caring protocol basetstam.

Barriers.

The researcher and participants noticed barrieat @kisted after the
implementation of Cycle 2. The barriers were woaklptime constraints, and the need
for more role models. The researcher considerddttieabarriers might not be solved
within this timeframe. Therefore to overcome therieas, the researcher and nurse
participants implemented four steps: impressedthsing team acted as role models
for the team , kept good relationships with nursoadieagues, applied the lessons
learned from all experiences into the implementatdd Islamic based caring, and
required the top managers to solve any problems.

Lessons learned.

The researcher and the participants evaluatecesohs learned after

the implementation of Cycle 2. In strengtheningdheng practice for the sustainability
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of the model in the ICU, we realized that there evpositive and negative lessons
learned. However, we were satisfied with the lesgnprocesses in the study. The
researcher and the nurse participants could geti@mabd support from the nurse
managers, the head of the ICU, the head nursegtaed colleagues.

A strong relationship was identified between theescher and the
participants, and among the nurses. The researdretucted actions and shared
experiences related to caring practice. When thgesuwere taking action in applying
the model, they were confident that Islamic basathg supported the goals. Changes
to the practice of caring were noted in the settamgl the satisfaction of all parties was
reported. Although a significant amount of time wpent in the setting to connect with
key participants (nurses), patients, and famikéghe end of the Cycle 2, the nurses
were impressed with this project. The participaatgivities in learning and translating
of the theory into Islamic based caring are shawAppendix J.

The changes to the practice have been categontedtiaspects: 1)
knowledge and awareness, 2) Islamic based caragipe, 3) relationships and team
work collaboration, and 4) outcomes of the practitewever, there were still barriers
and suggestions for further development. The thram suggestions from the whole
process of the Cycle 2 are: 1) a role model canimge is required to facilitate the
Islamic based caring practice; 2) Islamic interi@mg such as prayer, readidd
Quran etc., should be integrated into the nursing géaa; and 3) the provision of an
intervention to harmonize the life of the patieatsl their families in critical situations

IS required.
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allocated due to patient’s condition (critical situation)

\ 4

Y

Facilitating factors:

- Good emotional support from chief of unit

- Good relationship among team work

- Having caring protocol based on Islam

Barriers:

- Over workload

- Time constraint

Overcome barriers:

- Impressed nursing team

- Impressed the positive intention & lesson learned from
experience

- Gave rewards

- Talked to higher manager to find ways to solve the
problem

Suggestion:

- Influence to practice Islamic based caring into daily
work

- Islamic intervention integrate in nursing care plan

- discover intervention to balance mind, body, spirit

Lesson learned:

- Strong relationship were identified

- Confident that Islamic caring supported the goals

- Changing practice of caring were noted
.

\ 4
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2.3 The final caring outcome: the harmony of criticallyl patients.

In the present study, the harmony of the criticallypatients was
expressed explicitly and implicitly through conresiess. The harmony of critically
ill patients in the recent study refers to the hapgs Sa’'ada/faral), inner peace
(Assalam alddkhi)i and surrender/acceptan@stislam). One of patients in the study
group said: “the nurses help me to awaken and abmith myself due to my condition,
and | stay connected with Allah. That is the mogtartant value for me.” The harmony
of critically ill patients is achieved through 4wnsions of connectedness being valued
in Islam: 1) maintenance of good connection withf; s8) maintenance of good
connection with family, nurses, others; 3) maintex@aof good connection with God;
and 4) maintenance of good connection with therenment.

2.3.1 Maintenance of good connection with self.

Harmony is a result of the maintenance of good eotion with the self.
This connection with the self deals with the phgbkend psychological dimensions of
human beings. The nurses are required to helpatienps maintain their physical and
psychological condition through truly understanditigemselves; as a result, the
patients are able to deal with their disease aadtisis in a realistic and appropriate
way. They accept the will of Go@hllah SWJ and passion in order to survive and
encounter the balance of body, mind and spiritnFttee observations of the process in
achieving the harmony of the patients, it couldsken that the nurses provided the
patients with Islamic based nursing care and erdthtiteir positive thoughts toward
illness. One patient stated:

| try to get the best treatment for getting welarh Ikhlas (sincere) with my

illness. Even wherllah calls me to die, | will also be sincere. (PatiBni"
August, 2014)
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Two nurses also shared their thoughts about thig:po

The harmony of critically ill patients in the ICla be described as a situation
where the patients are free from fear and anxidgy.a result, feelings of
comfort, calmness, and peace can be achieved. Thuses need to enhance
their understanding about their health situatiblurée Y, 3@¢' January 2015)
A patient who can achieve the state of harmony llysag@pears as having
calmness and acceptance. He or she takes thesifisestest frorAllah. (Nurse
U, 30" January 2015)

The nurses realized that even when a patient’sitondn the ICU was
not stable or they were even unconscious, somieegktpatients had no complaints in
terms of psychological problems during the progoessf their illness, meaning that
they were in a state of harmony. This could be $een the patients’ feelings that they
were free from fear and anxiety whatever their pfatscondition was. The following
guote from a nurse describes the harmony in thiergat psychological and spiritual
condition.

Most of the patients in the ICU were agitated, had fear and anxiety of their
condition and even feared death. By implementieg$lamic based caring, my
patients feel more calm and peaceful in facingr tbendition and so do their
family. The faith of a person is dignified duelis sincerity in the face of
psychological burden. Sincerity in acceptiigph’s will is proof that patients

are in harmony psychologically and spirituallyugise Y, 36" January 2015)

2.3.2 Maintenance of a good connection with others (nsiréamily,

and significant others).

Harmony is described as a result of the connedi&ween the nurses,
family members, and others. The connections betweenurses, family members, and
others are strengthened through the caring actiatsthe nurses give to the patients
and families with courteousness, kindness, love,samcerity. The nurses realized that

enhancing the good connections of the patients thémurses, their family members,

and others was necessary in order for all of thevamt people to get induced to
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participate in the care of the patients. It alsip&ée ensure the feelings of trust toward
the nurses and the confidence that they would beddar when needed. The nurses’
feelings on this are exemplified in the followingtements:

The nurses should maintain a good connection \wilr patients and families,
by practicing caring and a willingness to helpplagients sincerely. This caring
practice is useful to harmonize the relationshipsvieen the nurses, patients,
families, and others. The nurses give good servicethe patients and their
families as well as to the others in order to reeaiharitable kindness from
Allah. (Nurse G, 3% January 2015)

In providing nursing services for the patients,tbee of a relationship between
patients and nurses is trust. If the patient trtfegsnurses, the patient will feel
more comfortable and close to the nurses. Thentrirst and relationship
between us (nurse-patient) will create harmonytierpatients. (Nurse E, 80
January 2015)

The nurses should maintain the relationships betwaese and patients or
families in order to gain trust among us. (Nurs&@! January 2015)

From the families’ perspectives, they believed thatilies were central
to the healing of the patients. The families hadnaportant role in dealing with the
patient’s crisis as well as providing financial, @mnal, psychological, and social
support systems. One family member stated that:

Our family has the responsibility to take carelef heeds of our loved one, such
as financial, emotional, psychological, and sosigdport. In doing so, we hope
that our family member can recover and be disclthsg®n. (Family 12, 30
January 2015)

Muslims will seek help from a professional heatdre team to heal
themselves. The nurse is one of the professiorattheare providers in the system,
and provides a service for patients based on thmsinguprocess independently or

collaboratively. The service given by the nursdsaspsycho-social and spiritual, using

a holistic approach. Two nurses expressed the@eagent with this as follows:
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Muslims know that illness is linked to biologicalcapsychological causes and
they require medical treatment and other professiatiention in order to heal
their illness and create their harmony. (Nurse NJ&nuary 2015)

Nurses give nursing services for patients holifificand continuously. The
nursing cares includes whole aspects of human(Kferse O, % January 2015)

2.3.3 Maintenance of good connection with God.

This study found that harmony happens when theepistimaintain a
good connection with God. Harmony of life in Muslipatients is gained primarily
through the existence of a faith in God. As the Mupatients perceived the suffering
from illness to be a test frodllah, thus, the patients were sincelieh(as), accepting
in dealing with their crisis in the ICU, and wesgjuired to pray téllah.

The maintenance of a good connection vAtlah during the crisis situation
helped the patients and families pass their ctistaation. They realized that
Allah is the oneness of all, and it is required to poe&llah. The nurses should
help the patients to maintain this connection ideorto achieve balance and
harmony in their life. (Nurse TSJanuary 2015)

2.3.4 Maintenance of good connection with the environment

The setting of the environment in the ICU was thet same as in the
general wards. The nature of the ICU could makepidigents and families fearful,
stressed, and having thoughts about dying themmeXous patients might feel isolated,
having no connection with the outside, so day ghniooks no different. To achieve
the harmony of patients in the ICU, the nurses khmaintain the connection with the
environment to influence patient healing. The pesistatements from nurses were as
follows.

After the implementation of Islamic based carirgg taring environment is a
factor that facilitates harmony and supports angaatmosphere in order to

maintain the nurse-patient relationship (NurseBJ&nhuary 2015)

With a caring environment, | think it is usefulancelerating the healing process
of the patients. In participating in this projelchave directly experienced and
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witnessed the health outcome of caring relatiorsskdgaring environment, and
faith in God in giving better provision for the patts and families. (Nurse G,
5th January 2015)
3. The Islamic Based Caring Model for Critically Ill Patients

The Islamic based caring model for critically idltgents was developed
as outlined in the following sections.

Introduction.

Harmony for critically ill patients is achievedrttugh the participation
of the nurses, patients and families in the devalaqut of the Islamic based caring
model. The model was derived from the findings gk tstudy through the action
research process (Figure 4.3), based on the pstigmtblems and needs. The final
Islamic caring model was re-conceptualized from résults of two cycles of action
research process. The model can be used as guidatheecaring practice for Muslim
patients in the ICU. This model is composed of éhtemponents: 1) action research
team, instruments, and strategies; 2) caring-hgaliocess; and 3) outcomes.

Moreover, the Islamic based caring model for aiticill patients in the
ICU provided a context and structure for nurseqpdtirelationships in the caring-
healing process. This model aims to ensure theitgquaf holistic nursing care for
Muslim patients. The model can also be appliedf®iosimilar socio-cultural settings
related to critical care. The Islamic based carrael provides a framework that is
used to enhance and facilitate the balance of dy,bmind, and spirit, through the
establishment of nurse-patient relationships tgetithe caring healing process, and
eventually achieve harmony. The description ofl#t@mic based caring model is as

follows.
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Objectives.

This model had two main objectives: to understdr@domponents of
the Islamic based caring model, and to identify hbe/nurses provide Islamic based
care for critically ill patients.

Core values.

The Islamic based caring model for critically iiteents in the ICU has
four core values: healing presence, caring relatigm caring environment, and faith
in God. The core values of the Islamic based caringel are the main concepts that
need to be transformed into practice in order tilmémce the expected caring practice.
The four core values underline nursing practicegunide the nurses on how they should
interacted with each other and others, as wehastrategies they can employ to fulfill
the mission.

The healing presence involves the nurses’ preséote physically and
mentally, to support the healing process of theept in the ICU. Caring relationships
are the relationships between nurses, patientsfaandy members, and between the
nurses and other critical care team members. Tithegcanvironment is a comfortable
environment created by nurses in order to promanefartable feelings for the patients
and their families during their stay in the hospitastly, faith in God is the belief of
Muslim patients in Allah in facing their criticakhlth problems and risk of dying, and
dealing with the associated psychological and tsitiproblems. In conclusion, the
core values guide critical care nurses to perforoarng healing process in Islamic

based caring.
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Problems and needs.

Muslim patients in the ICU in the context of thisudy were
experiencing crisis resulting from critical heghttoblems including a risk of dying, and
were subsequently in psychological and spirituasir Critical health problems
commonly found in the ICU include pain, illnessfsuhg, heart failure, respiratory
failure, multi organ failure, and facing death (eofdlife). In these situations, the
severity and complexity of their illness often leado patients experiencing
psychological and spiritual crisis that includesrfestress, uncertainty, lack of
confidence, and isolation.

In dealing with the psychological and spirituakgsj Islamic faith was
integrated into the caring for the patients and tlaenilies. The families’ social support
was needed to deal with the crisis situation. Meeeoin dealing with patients’ critical
health problems and risk of dying, the nurses showel skillful in providing nursing
care with critical care technology. Thus, the nsreeed to be capable of providing
integrative care in the caring-healing processegpond to the clients’ problems and
needs.

Caring-healing process.

The caring-healing process was an important prdogsss model, as it
included all processes of nursing care and canagtige in order to help the patients
in dealing with their crises (Figure 4.8). The miaglas named the Islamic based caring
model for critically Ill patients in ICU (IBC-ICU)The nurses were required to perform
both the caring and healing roles in order to fité the patients to move along their

journey toward harmony that was congruent withdlients’ beliefs.
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The development of the IBC-ICU in Indonesia invalvairses, patients,
and families in the action research team. The swsse the key persons who were
responsible for two main jobs. First, the nursesutth develop their capability in: a)
improving knowledge and caring skills (compassiopatience, politeness,
respectfulness); b) creating a comfortable andhgagnvironment; c) creating Islamic
based caring practice; and d) promoting awarenessrimg and the holistic approach.
Second, the nurses were responsible for strengtfettie caring practice by
maintaining and strengthening: a) a comfortable@arthg environment; b) the caring
practice; and c) awareness of the holistic apprdéadneover, the patients and families
were required to be present for the sick family rnembe involved in the caring, and
seek help fronAllah.

The implementation of the model required instrureetd guide,
facilitate, and monitor the practice in the settiipese instruments consisted of an
Islamic caring protocol, training and workshopsd avaluation forms. The Islamic
caring protocol was developed by the nurse resdaech based on the work of Barolia
and Karmaliani (2008). Training and workshops wesaducted in order to meet the
requirements of the nurses in caring practice, kilmwledge, attitude, and skills of
caring. The evaluation forms were used as tookvtduate the caring in the form of
interview guides, observations, and field notes.

The action research team developed strategiesératused to facilitate
the model development and implementation. Regulaetings were organized
throughout the action research process to diseusbrainstorm the plan and strategies
for enhancing the model’'s implementation. The sgegs employed consisted of: 1)

workshop/training on Islamic based caring; 2) imdlisal improvement; 3)
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establishment of caring relationships; 4) utilieatiof a caring protocol; 5) nursing
rounds/conferences; 6) provision of rewards & rexian to the nurses; 7) utilization
of formalized and structured procedures to prowdeng; 8) obtaining support from
nursing managers; and 9) introducing and repotstagnic based caring to the nursing
managers.

The caring-healing process incorporates sevegsgmthat might occur
simultaneously: assessment, planning, actions aedreation, and evaluation of the
outcomes. The process was relational, wherein thedycho-social-spiritual was
recognized as mutual participation in the nurséepatrelationships. The 5 Rs
according to Barolia and Karmaliani (2008) wereduse guide the integration of the
Islamic based caring into the caring healing prec@fie components of the caring-
healing process are described as follows.

Assessment.

The critical care nurses assessed the patientsrder do gather
information and appraise the pattern of response,ta identify health patterns and
prioritize concerns. Family members were encouraggedshare information and
concerns about the patients. Within the proceassgssment, the nurses acknowledged
the influence of his or her own patterns on thelihgarelationship. Through
interpersonal interaction, observation, and measen¢, the nurses gleaned
information about the client’s needs. Caring-haplassessment was an ongoing
process, and provided continuous data for idemifyihe pattern of changes that
occurred over time. Assessment data were documemtte patient’'s record. New
information gained from nurse-patient interacti@lidated previously collected data

and conclusions and served to guide the caringrtgepftocess.
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Planning.

The critical care nurses were required to develop@propriate caring
healing plan that focused on the patients’ crisgdgsical, psychological, and spiritual
health problems. The critical care nurses aimexbsist the Muslim patients to identify
ways to re-pattern their health conditions towasddl-being. The plan outlined the
nursing interventions chosen to facilitate the aetiment of the identified outcomes.
The intervention treatments based on the assesginast that nurses initiated resulted
from medical diagnoses, nursing diagnoses, angehermance of the daily essential
functions for the patients. The critical care nargevided not only intensive care with
and without technology but also integrated Islato the care, and strengthened social
support for the Muslim patients who were admittetd ithe ICU. The integration of
Islam into the nursing care plan included prayenfort the soul)Zikir (meditation),
and healing presence (nurses and family members).

Actions and observations.

During the actions and observation process, lhemtrrses and clients
participated in undertaking the plan of care. Thesas employed response, reflection,
relationship, relatedness, and role modeling (5 iRsggccordance with the work of
Barolia and Karmaliani (2008) in order to faciléahe healing. The five Rs were used
to guide the action of the nurses related to Istdmsed caring to achieve harmony for
the critically ill patients. In brief, ‘responsegfers to the patient and family’s holistic
care needs by integrating Islamic values into taee.cVarious methods of self and
group ‘reflection” were employed to increase knadge and the reflection was
performed to improve the practice skills in carinBelationship’ refers to the

engagement of the nurse patient relationships tesedaintain boundaries of caring
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practice for the patients and their families as dbetral focus of promoting Islamic
based intervention. ‘Relatedness’ means that thesesufacilitated feelings of
connection with others or feelings of having a semisbelongingness such as through
the nurses being friendly, cheerful, and understanthe patient and the family. The
last ‘'r' was ‘role modeling’, which involved the raes practicing Islamic based caring
for the patient and family in order to achieve goal.

Within the holistic framework, an action on anypest of bio-
psychosocial-spiritual being created a correspandesponse in the other aspects. In
employing the healing presence, caring relationstaping environment, and faith in
God as the core values of the Islamic based camiagtice, the critical care nurses
yielded the bio-psychosocial-spiritual responsesha nurse-patient relationships.
Observations in this model were conducted to obtd@rmation to be used for revising
the plan. All the actions and observation resule&sevdocumented in the patients’
records.

Evaluation.

The critical care nurses evaluated the patiergonses to holistic care
regularly and systematically, continuing the hdadistature of the healing process.
Caring-healing evaluation was a mutual process é&tvwthe nurses and the patients,
and was used to identify the factors facilitatifg tdesired outcomes. Evaluation
provided an opportunity to review the bio-psychaeiabspiritual data that had been
collected to compare an identified crisis with thecome criteria in order to evaluate
the caring healing actions results. All of the @ats, nurses, and families were
evaluated as focus participants in the caring hgafirocess. Evaluation was also

continuous and contributed to the revision of theecplan with the observable or
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measurable, and developed new outcomes. The dagaling evaluation was extended

beyond the nurse-patient relationship and self-amess reflections by the nurses.

Outcomes.

The expected health outcome of the Islamic basednga
implementation was the harmony of the critically ghtients. The harmony of the
critically ill patients in this study could be defid as the patients’ sense of satisfaction
and comfort, and pleasant feelings (happy, calrac@g toAllah’s will in their crisis

situations.

Summary.

The Islamic based caring model (Figure 4.8) focumeshe spiritual
practice of Muslim patients to gain a deeper urtdading of how the body and mind
are in line with the spirit. For Muslims, Allah ike oneness of God, and there is no
power other than God's help. Therefore, Muslimgrda§ who were admitted into the
ICU believed that spiritual care was crucial fagrthin order to create balance between
their body, mind, and spirit beside the physicakgaerformed by professional health
care providers. Furthermore, Muslims were primagihcouraged to practice Islamic
beliefs in their connection with God in dealing lwiany crisis.Allah tests Muslim
patients in many ways and therefore they need tdzalfast in His worship constantly.
These are the reasons that the Muslim patientsheétah in the decisions of their life
to achieve the harmony.

The spiritual practice in the ICU was performedchthieve harmony in

critically ill patients to become aware of the bahd mind condition that was affected
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by the disease and its consequences. The spipitaelice helped the patients release
stress, anxiety, fear, and so on to be more hurabtierstandable, and patient. Spiritual
practice could boost energy to be the spirit &, l&nd motivated individuals in the
healing process. Therefore, emphasizing the nunmsde’in spiritual practice was

crucial to achieving harmony in the patient’s life.
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4. Discussion

The findings of this study were discussed undertepics: 1) the
development of the Islamic based caring modeh&)xore values of the Islamic based
caring model, 3) the caring-healing process, 4hdmenony of critically ill patients, 5)
contributions to nursing knowledge development, @nigssons learned.

The development of the Islamic based caring model.

The nurses in the study began the process of ndedelopment with a
nagging question that evolved from a practice sitnan the ICU in their daily work.
This model was developed based on the actualisituat caring practice and the desire
of the participants for changes. The model companeere described and the health
outcomes as a result of the model intervention ved¢se identified. This model was
developed to enhance nurses’ understanding of theging practice situations and
their use of available health resources to imprithes nursing practice in order to
produce the expected health outcome.

The development of this model was guided by tkarig caring theory
developed by Barolia and Karmaliani (2008). The alasl considered to be valuable
for assisting Muslim patients and their familiesiitical situations by using a holistic
approach. In this model, the nurses provide cgpnagtice in order to meet the needs
of the patients and families; covering the physipalychological, social, and spiritual
needs. The results of this present study with cegameeting the needs of the patients
and families were similar to those from the stutileMutair, Plummer, Clerehan, and
O'Brien (2014). Al-Mutair et al (2014) found th#tet needs for critically ill patients
include assurance and information as well as alltspiritual, and social support. It is

implied that Islamic based caring is concerned Withpatients’ and families’ needs in
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order to promote feelings of happiness during ttieie of crisis. Thus, in order to meet
the clients’ needs, the ICU nurses should pract@m&inuous interaction and caring
relationships with the patients and their familieslealing with their crisis situations
(Buckley & Andrews, 2011).

Caring is considered an Islamic attribute in thansc teachings, so
Islam underlines caring not only for humans bubdts other creatures of the world
(Rassol, 2000). The concept of caring for patiemiginates from the perception of
caring as serving God (Allah). In Islamic religiararing has a religious consequence
that is followed by love of God and His Propheta@shaw, 1994 as cited in Talegani,
Alimohammadi, Mohammadi & Akbarian, 2013). In thencern of Islamic based
caring, the recent study of Halligan (2006) foumak the meaning of nurses’ experience
in caring for Muslim patients in Saudi Arabia higjnited three themes: family and
kinship ties, cultural and religious influences,dathe nurse—patient relationship
(Halligan, 2006). The results indicated that theifees’ role, religion and culture were
important in providing care. As were the beliefd @nactices of Islam.

Core values of the Islamic based caring model.

The core values of the Islamic based caring meoaee derived from
these findings as important influential conceptat thuided or dictated the Islamic
caring practice in this study. Four core valuesendentified: healing presence, caring
relationships, caring environment, and faith in God

Healing presence.

The practice of healing presence in the presedyshcluded touching,
hand shaking, deep listening, attentive commumigatoving, and providing spiritual

care. In promoting the healing presence, the nuimsethis study were polite,



164
affectionate, generous, and considerate of otfiéis nurses also assisted by providing
emotional and spiritual support to the patients thwedt families by truly being present
with them. A healing presence contributes to thigeptis health and well-being by
using compassion and empathy throughout the nupsesence (Koerner, 2007), and
it is a practice that seems to be easily achielemligh spiritual care.

Strategies used in the present study to facilddtealing presence in a
limited time included providing genuine attentiondasincere communication when
interacting with the patients and families. Duregry visit to the patients at their beds,
the nurses paid attention to the patients rathar tbcusing only on the treatments and
medical technology. Active listening, eye contamd warm touches were used to
convey their attention, concern, and love to theepgs. In the Islamic context, touching
tends to be performed only among the same sex ghohviamilies. Similarly with the
present study, the nurses could not touch thergata families who were members of
the opposite sex. When the patients or familiegweren bad news, nurses of the same
sex could touch their hands and hug them to gigenth feeling of comfort. Touching
is an integral part of the nurse-patient relatigmsregardless of the cultural context
(Halligan, 2006). Thus, the patients could feet thay were being cared for even with
little physical presence. The healing presenceditboalmness to the patients during
their stay in the ICU. By engaging in this projaad following the caring protocol, the
nurses could perform the healing presence in taly activities.

Caring relationships.

In this model, a caring relationship was considesedore value to
promote healing effectively. A caring relationskhigessential in facilitating health care

team coordination and collaboration, and as a cpresece, it leads to the client’s health
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and well-being (College of Nurses of Ontario, 201Byilding such relationships
requires the nurses to meet the needs of the pataen their families. In fact, nurses
need to use effective strategies to establish gaalationships. The strategies used in
this context consisted of the nurses paying atiarto the patients and their families,
promoting a healing presence, listening enthusialbfi to the patients and their
families, and showing empathy and compassion betbally and nonverbally. The
strategies were easy to follow as the nurses fratutulfilled the patients’ needs in
terms of daily nursing practice. The nurses whaigpated in this study claimed that
the practice of cultivating a caring relationshighe already busy nursing routine was
challenging and involved the art of relationship.

Moreover, the positive impact of the caring relasibips between nurses
and patients in this study was similar to the fingdi of a previous study in which the
nurses developed and strengthened abilities teatadlver the good caring relationships
they had developed with the patients (Bergdahl,zBem Ternestedt, & Andershed,
2011). From the patients’ and families’ views, @mgrelationship can increase their
trust and respect of the nurses as the nurseg Hssis with their hearts (Setiawan,
2010). In contrast, a caring relationship may bunbappy experiences for the nurses,
due to the lack of commitment to providing careithack of appropriate knowledge
and skills, and a lack of commitment to respecerh{Kitson, 2003). Kitson (2003)
further explained that a lack commitment to prowidee means that nurses were neither
prepared nor able to provide a level of serviceé iheequired. Any lack of appropriate
knowledge and skills might be due not just to & laicnursing staff ability, but also to
the patients’ conditions that require a higher le¥expertise and assistance. A lack of

commitment to respect others was due to the camtgfionships creating extra
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pressure; if the nurses were unwilling to provide tare and manipulate the situation,
then the caring relationship was in trouble. Evesugh the caring relationships might
have positive and negative impacts, the nurseddteuaware and be able to maintain
the caring relationship in an objective and pratess manner.

Caring environment.

Making a caring environment requires design elesamd physical
attributes that facilitate the healing process. mueses in this study created a caring
environment by maintaining a clean and quiet platsstivironment with appropriate
lighting as well as good interpersonal relationshiphey maintained adequate night
lighting for observation of the pateints’ conditoohy the health care team members.
The nurses ensured that a softened lighting osthauld be used in order to provide a
more relaxed feeling for the patients and familikdditionally, they also organized
appropriate cleanliness of the environment whick kept neat and free from odors,
and the floors and windows were kept spotlesslgrclén a caring environment, the
nurses understood the issue of interpersonal saktiips to convey care and respect.
This started from gathering and giving informatiah the time of admission, to
responding to the patient’'s needs, and acknowledtiie patients and their families
when in need.

Furthermore, part of the attempt to make a canmgrenment was also
to create a physical environment designed to sugpaitual beliefs. It was expected
that a spiritual care environment would have atp@scontribution to the health and
recovery of the patients comprised of diverse caltigroups of people. Thus,
implementing the model in the ICU should includeasaness of not disturbing others

non-Muslim patients in the unit.
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Previous studies supported the importance of aganvironment in
this study. For example, the control of hospitadrsccan decrease anxiety and decrease
heart and respiration rates (Rubert, Long, & Hutstin, 2007). Appropriate lighting in
the ICU promotes the relaxation of the patientscfitr, 2001). Moreover, good
interpersonal relationships (Felgen, 2004) andirsg environment (Kopec & Han,
2008) are part of a caring environment.

Faith in God.

In this study, the nurses acknowledged that Isldaitb in God related
to a sense of peace, inner power, personal weligheind hope in a crisis situation.
Islamic faith plays a significant role in the cayiand healing of Muslim patients.
According to Islam, the concept of caring for patseoriginates from the perception of
caring as serving God. The nurses were encouragedhttice faith by taking care of
the critically ill patients and their families abg performing the 5 dimensions of the
Barolia and Karmaliani's theory, which includes pirgl, ideological, ethical, spiritual,
and intellectual dimensions. According to the tigetine nurses succeeded in keeping
a balance among all dimensions through their cgpnagtice. Consequently, harmony
in the life of the critically ill patients was a@wed. Then, from the patients’ side, they
were encouraged to practice their faith by perfagwprayers five times a da$italaj,
meditation Zikir), and recitation of th&l Quranto maintain a balance of body, mind,
and spirit through their faith in God. Moreovere thatients and their families in this
study were also encouraged to be patient and sinveighn the illness and risk of death
by praying and asking for help frodlah. They also asked to accept the illness as

atonement for their sins and death as a partafim¢y to meedllah.
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Furthermore, it was not completely successful gohafaith in God in
this study because of the nature of the ICU, whiak in a setting of universal beliefs.
Universal beliefs in this study means the policy #me system applied in the hospital
are not based on any specific religion or cultliteus, the hospital provided the clergy
to help the patients and their families in suppartheir faith in God. In this case, the
participating nurse suggested integrating the tsifineeds into the nursing care and
into the system.

In the Islamic religious framework, care has agielis consequence,
which is to love God and the Prophet Muhammad thisds what humans are supposed
to do (Taleghani, et al., 2013). Muslims believéhia “Oneness dillah” (Saeed, 2006)
and through illness, they achieve purificationiobsas well as increasing their faith in
God (Sajid, 2009 halatis a way to communicate with Allah for Muslims andloing
so the patients get spiritual energy that has thenpial to heal them (Henry, 2013).
Therefore, faith in God in this model was an impottvalue, as the sense of spirituality
was sincerity towards God’s will in dealing withcasis situation. When the patients
and families could followed this value, they insed the spirituality and balance of

the body, mind, and spirit in their faith.

Caring-healing process.

In the Islamic caring model, the caring-healinggess is the main
process in dealing with a patient’s crisis in tlJI The process was derived from
action research cycles and the 5 Rs according toliBand Karmaliani (2008). The
nurses practice nursing through the caring-hegliogess for the patients and families

in critical situations based on Islamic teachifgse actions of the 5 Rs were integrated
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into the caring-healing process in a non-sequenmo@gner. The integration was guided
by a caring protocol developed by the participatiogses in this study. Thus, it was
feasible and practical in the study context. Tinelifigs from this study revealed that
the nurses responded to the patient/family holisteeds covering the physical,
psychological, social, and spiritual domains. Thedel also emphasized the
interrelationships among the five domains of Isklomough the process of response,
reflection, relationship, relatedness, and role efiad (5Rs) according to the Barolia
and Karmaliani theory.

The action research approach was used in the ebealing process. It
required five components in each cycle includingeasment, planning, actions,
observation, and evaluation. The nurses conductg@rp assessments to seek all
information regarding the physical, psychologicaicial, and spiritual aspects. The
assessments were conducted both objectively andciiviely in order to obtain a set
of data. The assessment was a systematic proceswlletting and analyzing
information on the patient’s needs to identify tiggps between current and desired
situations. The results were used to develop pkams strategies in each cycle.
Assessments were also conducted by the nursesdadrthe patient’s condition each
time.

In order to implement the plan successfully, spedtrategies were
required to motivate and encourage the nurses rforpe the caring actions and to
achieve the health outcomes at the end; for exaroate and maintain a comfortable
and caring environment, create and maintain Isldmased caring practice, and promote
awareness of caring and the holistic approach.rgutie planning step, the researcher

and participants needed to consider both objeativeditions (i.e. availability of
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resources, time and space, and physical and maggneortunities) and subjective
conditions (i.e. expectations, relationships, ameé tways people think now).
Throughout the actions and observations of thengéealing process, the nurses and
the patients carried out the plan of care. Theohcompassion in a caring relationship
touched the patients physically, psychologicallygially, and spiritually to achieve
harmony. In the action and observation phase, esearcher collected a variety of
evidence on what happened regarding mutual obsengaand the realization of the
opportunities and constraints the researcher artitipants had planned. Concerning
the actions, the researcher conducted observatiomsier to follow and evaluate the
nurses in performing caring practice.

The evaluation of the caring-healing process inetlichurse caring
behavior, patients and family satisfaction and rthigelings, and the caring
environment. The participating nurses were evatlate their satisfaction with the
model and their feelings towards the caring practithe patients and families were
also evaluated regarding the nurse caring praatidgheir satisfaction with the nurses’
behavior in the caring practice. The evaluationhef process was conducted in each
cycle of action research based on the planningatidns, which were customized. The
nurses evaluated each patient’s response to katigte regularly and systematically.
The ultimate outcomes of the caring-healing prodessslamic based care were
explored qualitatively because harmony is rathestrabt and has personal meaning.
The evaluation phase revealed the nurses’ effortaiing practices were enabled in
the setting.

Overall, in the action research cycles in this gtuithe researcher

experienced some barriers related to time consstaand not all nurses engaged in this
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study. The researcher always reminded the nursgeipfcommitment to this study to
consider their caring practice. In addition, th@mut system from the top nursing
managers as policy makers was only mental suppdhe development of the model
in the setting, as they were not directly engagethe study process. As a result, the
change created by this model was at a micro levéldad not involve any structural
change of the care system.

The response, reflection, relationships, relatesinesd role modeling
(the 5Rs) in the caring healing process were lintketle actions and observations of
the action research process. In the responsegsancher and the nurses responded to
the needs of the patients and families. The finglingm this study regarding the nurses’
responses showed that the patients and familiesdesfied and comfortable, and they
confirmed the trust and respect they had for tivsess For the reflection, the nurses
applied self-reflection through discussions andingi Through their reflections, the
nurses reported that they had not only enhancedphetice but also participated in
the model development. They also stated that theyglined knowledge regarding the
caring healing process in Islamic perspectivesrdier to have a successful relationship
with the patients, the nurses maintained theimétia on patients and families by
always listening to them, being present, and ahowthe families to give traditional
treatment based on Islam, such as honey and haérwithe patients and families felt
a close, kind, and comfortable relationship with tlurses.

Moreover, relatedness was initially important ie taring practice in
Islamic based caring. Relatedness refers to feetingections with each other in social
relationships. The feeling of connection among Muslbasically results from their

strong family ties (Ramadhan, 2016). Concerning reatedness in this study, the
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nurses provided inner peace by expressing faitlatdsvthe patients and family and
exhibiting friendliness, cheerfulness, and empddinythe patients and families. They
strengthened the social connections by encourdgergls and family members to pray
(dua)during their visiting hours. As a result of théatedness, the patients and families
felt closer to the nurses. Finally, role modelinglslam refers to the way a Muslim
gives good examples to other Muslims on what isdgamed honorable. The nurses in
this study practiced caring regularly and showeddwing practice to the other nurses
to inspire them to do the same, particularly fovioes and young nurses in the setting.
As a result, the young and novice nurses were eaged and became more confident
in practicing caring.

In the caring healing process, the spiritual din@msvas necessary as
it indicated the characteristic of a Muslim whasensitive to the spiritual obligations
in everyday life. Indeed, the spiritual dimensigrnthe first priority in Islamic based
caring, followed by the psychological, social, gidysical dimensions. The healing
process is centered on an attachment to Gédrily, God is the sole sustainer:
possessed of night; the unshakéal’ Quran51:58). The nurses and the clients required
good understanding of Islamic concepts and the wayaspply them in the caring-
healing process. In this study, the caring-heajimgcess provides a context and
structure for the nurses in critical care to previdlamic based caring for Muslim
patients holistically in a crisis situation. It ates a framework in which to refine and
enhance as well as to describe and document Islaasied caring. The caring healing
process integrates the practice of the healingepiaes caring relationships, caring
environment, and faith in God in providing cardlascore values of the Islamic based

caring model.
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The nurses served and built mutual respect and dadhared
commitment to the healing. The healing of the caity ill patients in the present study
occurred as a result of the power of caring fromrlarses and the power of faith in
God of the patients. The nurses in this study fedusn caring as a way in which the
nurses interrelated with the patients, families aitetr health care members by paying
attention and showing genuine interest in the imeards of the patients and families.
Caring helps in building positive relationshipsvhich people have mutual experiences
and are able to flourish and adapt proactively.ifipgacts of caring have been explored
in many studies, including successful caring fasge at the end of life (Iranmanesh,
Abbaszadeh, Dargahi, & Cheraghi, 2009) and qualitgaring in clinical practice,
education, and leadership (Duffy, 2009). It is ewidthat caring on its own is a
powerful component of healing (Dossey, et al., 30B6®wever, in the present study,
the caring power of the nurses could be enhancedday The nurses believed in the
existence of God who takes care of the patienteancuring of illnesses through the
nurses’ hands. The nurses always reminded, guialed, practiced Islamic rituals
together with the patients and families. Thereftre,nurses in this study showed their
pride and satisfaction in taking care of the pasemd their families in a crisis situation.

In conclusion, the caring-healing process is a umigrocess as the
individual regards to human dignity and develadationships between the members
of the healthcare team and the patients with ameé on the power of caring and God

in the process of healing to achieve harmony.
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Outcomes.

The outcomes of this study were the satisfactiorthef participants
(nurses, patients, and families); the pleasaninfgelof the participants; and harmony
of critically ill patients.

Participants’ satisfaction.

After implementation of the two-cycle action resdgrall parties felt
satisfied with the implementation of the Islamicséd caring model and the
achievement of harmony in the critically ill patisn

Patients’/families’ satisfaction.

This study revealed that both the nurses and thens and families
were satisfied in each cycle of the implementatbthe Islamic based caring model
and the caring behavior of the nurses in the gradf caring. The important aspects of
caring in this study, as perceived by the familiesluded the presence of the nurses,
offering health education and information sessioffeying sessions of prayer together,
and providing good caring practice based on IslBEne findings were congruent with
many existing studies indicating that caring ineeshthe satisfaction of the patients
and their families (Azizi-Fini, Mousavi, Mazroui-Baani, & Adib-Hajbaghery, 2012;
Setiawan, 2010). There was evidence that Islameedbacaring increased client
satisfaction while they were dealing with theirses.

The accompaniment of a nurse with the patient amdily during
visiting hours was considered a kind of caring eneg and resulted in the satisfaction
of the patient and/or family in this study. Accarglito Du Plessis (2016), a caring
presence is an encompassing element in spiritwalas it begins with “being with”

and the presence is the core variable of all theratharacteristics of spiritual nursing
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care. Therefore, the evidence supported the firsdifighis study that the nurses in their
practice of Islamic based caring were enthusiagticeing with the patients and their
families and exhinited their values such as compasempathy, respect, and concern.

Health education and information sessions wergedfey the nurses in
this study. In this way, the nurses provide knowkdo the patients and families
regarding the patient’s disease and its treatmdis.information was important for
the patient’s self-understanding and health decisiaking, which led to satisfaction.
According to Chien, Chiu, Lam, and Ip (2006), nsrsge well placed to provide
information about a specific iliness to a familynmadiately following the admission of
a patient into the ICU. Nursing interventions ahdit interactions with the patient’s
family members over the first few days of hosp#alion could enhance the family’s
understanding of their loved one’s condition andgposis. In addition, the nurses
provide informational and emotional support to htipse families cope with any
changes. The findings from this study also confaintbat health education and
information sessions in the action research propgessided improvements in the
knowledge of the family, the nurse and patient/fgmielationship, and the
patient/family’s trust and respect towards the eurs

Through the implementation of the Islamic basedngamodel, the
patients and families were satisfied with the pragssions that were offered by and
performed with the nurses. They believed that & wseful for the health of the patients
and helped them obtain peace, which was concepéuabdis the harmony of the patient
and family. A study by Henry (2013) revealed ttsdiinic prayers can produce spiritual
energy that may yield many psychological bene$itssh as the amelioration of stress

and improvement in subjective well-being, interpeid sensitivity, and mastery.
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Islamic prayers can be integrated into mainstreharapeutic interventions with
Muslim patients. This integration can transform andgorate the harmony of life.

An additional example of an Islamic interventionatththe nurses
provided in the ICU wagecitation and reading of tiid Quran (Holy Book of Islam).
The nurses invited the family members to conduetdéssion. For Muslims, thd
Quranis the source of Islam; everything is explainethm Holy Book, and it is one of
the Islamic beliefs. In th&l Quran there is healing for mankind’'s hearts as well as
light and illumination for the blind. Allah saysWWe send down of thAl Quranthat
which is a healing and a mercy to those who believ€Al Qurarn al-Isra’ 17:82).

The families moreover were satisfied with the nigrg@ring practice
according to Islam. For example, the nurses inuthieé incorporated caring practices
into their daily work starting withBismillahhirrohmanirohim (in the name ofAllah)
and finishing with Alhamdulillai’ (All the praises and thanks beAdlah). These two
words in Islam have power, because these wordgithpt Muslims rely only oAllah
to help themBismillahhirrohmanirohingives power, honor, satisfaction, and pleasure.
In every effort, Muslims are asked to do, say, gretht endless good (Al-Hakkani,
2010). When a Muslim saysAlhamdulillah’, it implies exclusivity and entirety,
meaning that praise is entirely and only Adlah (Amatullah, 2008). Therefore, by
saying these words when the nurses implement rumiactice, it indicates that the
nurse and patient are praying togetheAltah to seek help in their daily lives.

Nurses’ satisfaction.

The findings revealed that the nurses in the stobained several
benefits from and were satisfied with the model lanpentation. They gained good

relationships with others and respect from othiexduding colleagues, patients, and
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patients’ families. In addition, their caring belanalso improved their communication
skills and increased their sensitivity to the neeflthe patients and families. These
findings imply that implementation of Islamic basedring brought about their
satisfying sense of feeling good and proud to lik thie patients and families in critical
situations. Numerous studies have shown that theimentation of caring into the
nursing practice improves the nurses’ satisfacfiauffy, 2005; Kynoch, et al., 2011;
Setiawan, 2010).

However, Beeby (2000b) found that nurses can atsdrustrated in
delivering care due to the rigors, constraints, difficulties within the team. For
nurses, the rigors of caring can include certainbates of the patients and families
that were difficult to manage, such as the ingbttit communicate, patient and family
agitation, restlessness or violence. Time conggaatso inhibited the nurses in the
practical aspects of caring. A lack of time for theses in the ICU is the worst problem
as their working days are filled with activitiesdaprocedures to perform regarding
patient treatments. Difficulties within the teanusad problems for the nurses in caring
at times. Since numerous nurses lacked experigntteeare still young diploma nurses,
it was difficult to provide caring because they s/éeing trained as part of their job
orientation in taking care of the patients. Howevkeir strength was their openness
and willingness to change.

This study also demonstrated that a caring relskigm promotes
professional accountability and professional grosiportunities. The nurses in the
setting maintained nurse-patient relationships;tarad caring based on Islamic values
in their daily work, and enhanced patient compasside findings from this study

were consistent with a study by Mayasari (2013) Wwiaked for the definition and
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expression of caring using the 5 dimensions ands ®Rthe Islamic caring theory
(Barolia and Karmaliani, 2008). Mayasari (2013)eatesd that the use of the model
encouraged the nurses to demonstrate a caringsskpnen the clinical workplace. The
outcome of increased nurse satisfaction was alssistent with that of a previous study
by Glasson et al (2006) which evaluated nursinge cprovided during the
implementation of the nursing care model. It iseasbn learned that Islamic based

caring can increase the quality of nursing caréd@iih nurses and patients/families.

Harmony of critically ill patients.

The harmony of critically ill patients in the presstudy is described as
a balance of happinesgSa'ada/farah), inner peace Assalam alddkhili), and
surrender/acceptandg@istislam).The patient participants in this study embodied the
concept of harmony as happinéSa’ada/farah)They felt happy in whatever condition
they currently found themselves. They always beligatAllah will cure the physical
sickness and offer them happiness in their lifechslogically, socially, and spiritually
as well as for their families. In Islamic perspee$, happiness refers to the state of
balance of life. It is based on non-material conser

The holy Al-Quran provides knowledge of how to attain perfect
happiness for both body and soul, both in this @arid in the eternal Hereaftédlah
has said: “Whoever does good whether male or feamadehe is a believer, We will
most certainly make him live a happy life, and WM# most certainly give them their
reward for the best of what they didAl{Qur'an, 16:97). In addition, the patients in
this study believe in Allah through their faith, ieh gives them a feeling of strong

support in critical moments and gives them contirsuloope in life.
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In the present study, the patients’ state of irpeace was a result of
their faith in God (Allah) by remembering of GatiKir), offering prayer $hala), and
reading/listening of HolAl-Quran. The patients were seeking help frédhah beside
the medical treatment that they should receive.réheembrance of God is that hearts
find the inner peace (Philips, 2007). Allah sayserfBrm the prayer for My
remembrance...” (Al-Quran 20:14). Allah also saysAirQuran 6:162 “Indeed, my
prayer, my sacrifice, my living and dying are food; Lord of all the worlds.” The
remembrance of Allah in praying, living, and eveind brings the Muslims ultimately
to accept God in their hearts and then find theier peace.

Surrender/acceptan¢aistislam)was a kind of state of the harmony of
life for the critically ill patients in this studythey accepted that they should surrender
(Aistislan) and be pleased with whatever Allah had destinednfem, thankful for all
the good things in their life and with the patienoghink positively. Allah says “And
whosoever follows My guidance, on them shall bédear nor shall they grieve.’A(-
Qur’an, 2:38. “Truly, in remembering Allah do hearts find régiAl-Qur’an, 13:29.
This made the patients feel that they was beingmes by Allah every time and
everywhere.

In achieving harmony for critically ill patient$d patients in the present
study experienced four way of the maintenance otdigmonnections: 1) with the self,
2) with others (nurses, family, and others), 3hwiod, and 4) with the environment.
The interrelationship of good connections of thogmponents created a harmonious
life. Similarly, these four ways implied that hamyowas a result of the balance of the
physical, psychology, social, and spiritual. Thantenance of good connection with

the self implied the physical and psychologicalabak of the patients in critical
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situations. The maintenance of good connection matises, family, and others implied
social balance. Moreover, the maintenance of gaohection with God implied the
spiritual balance of the patients in dealing witheit crises. Meanwhile, the
maintenance of good connection with the environmiemglied that the patients
accepted the environment around them sand itseinfi@ on the harmony of life. A
Muslim lives in a way that reflects unity of bodyjnd, and spirit withAllah. It also
implies that there is no separation of any comptsom God (Lovering, 2008). The
unity of harmony in this study focuses on the refethip withAllah.

The harmony of life was achieved primarily throuGod centered
healing. The caring of the nurses facilitated thalimg. Thus, the nurses’ role in this
study was to serve as a motivator for the patiants families to effectively connect
with God through the action of reshipment and pcacaccording to God’s guidance.
The nurses in the implementation of this model aswied out the healing role that
contributed to the harmony of the patients and li@amiThus, the patients and families
who were in a state of harmony had energy and ressavailable that would otherwise
be squandered in fighting (Hatley & Ratliffe, 2006)

In the present study, the patients required faitGod for dealing with
their crises. Faith in God means the possibilityaopersonal relationship through
contact and communion with God (Levin, 2009). Muspatients have faith iAllah
as it gives them an inner peace, energy, and hopkei will of Allah. The nurses
provided spirituality in the Islamic faith, such @syer which could produce spiritual
energy that might yield many psychological benefibs example, reduced stress and
improvement in subjective well-being (Henry, 201Bhe Islamic faith is noted for

offering holistic direction for a way of life thgromotes health and harmony (Ohm,
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2003). Harmony is significantly related to balaneeace, cooperation, agreement, and
meditation (Garcia, Al Nima, & Kjell, 2014).

The findings from this study revealed that goodnamrions with nurses,
family and others were important for the criticallypatients to achieve harmony. The
nurse-patient relationships in this study were coegt with several studies which have
indicated the therapeutic power in healing of stalationships (Rafii, et al., 2008;
Scott, et al., 2008). The nurses in this study wergponsible for maintaining
connections with other nurses, patients, family tners, and others through the healing
presence. The presence of a nurse was cruciattease psychosocial support for the
patients. The nurses’ presence existed as bothalaend potential and with a
willingness to respond in an appropriate way (Ghpld&onab, Miner, & Proctor,
2013). Thus, the healing presence of the nursdd sewve as a bridge between patients
and God in terms of maintaining spirituality in @tical situation in order to achieve
harmony.

In addition, the families’ presence in the ICU digrtreatment, such as
treating life conditions, pain management, andveppstate, was important. By being
present, the family could see the patient and sdekmation about the patient in order
to ensure that their loved one was cared for. Wmortance of the support that comes
from having family members present in the ICU hasrbreported in many previous
studies (Garrouste-Orgeas, et al., 2010; Olserviky& Hansen, 2009). These studies
have revealed that family presence in the ICU cbalg in providing emotional, social,
and psychological support for the patients durimgisis situation.

Furthermore, everything in the ICU environment stidae fashioned to

support the healing of patients and help the nuisetheir work joyfully in order to
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produce a balance and achieve harmony among tisesiand patients/families. The
Standards of Holistic Nursing Practice (1998) stafeat the environment includes
everything that surrounds the individual, both thdernal and internal, including
physical, mental, emotional, and spiritual aspdbts Abi Ad-Dunya narrated from lbn
‘Umar that the Prophet said: "The most beloved fetipAllah are the ones who bring
the most benefit to people, and the most belovedsiéo Allah are making a Muslim
happy, or relieving him of hardship, or paying i debt, or warding off hunger from
him” (Isgandarova, 2011).

In summary, harmony is a condition when a patieets better in all
dimensions of life as a human being. Islamic faitppports the Muslim patients to be
strong in dealing with crisis situations as a restithe power of faith iAllah, and it
creates a sense of happineSs’'éddfarah), inner peace Assalam alddkhi)i and
surrender Aistislan) in their life. Then, central to Islamic based iogris the
connections between the self, nurses, family mespbethers, God, and the

environment, so that the patients achieve the efatarmony of life.

Contribution to nursing knowledge development.

The Islamic based caring model was drawn up andemmgnted for
critically ill patients at a Hospital in Semaramggdonesia. The model was constructed
based on the Islamic caring theory of Barolia amdnialiani including 5 dimensions
of Islam and the 5 Rs which were implemented in fD8. This model provided
components of Islamic concepts for nurses and #otions when demonstrating caring
practice for critically ill patients. The nursegfioemed their nursing practices based on

Islam under this theory and achieved harmony betwee patients, family members,
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and nurses. The model contributed to the developofamursing knowledge, in terms
of empirical, ethical, aesthetical, and personavkiedge (Carper, 1978).

As for the empirical knowledge, the Islamic basadng model is a new
caring model, which provides ways for critical cargses to respond to the patients’
and families’ needs. The nurses made commitmentwractice caring and showed
continual interest in improving their nursing piaes and professionalism. In the
Islamic based caring model, the nurses endeavorédrtg the Islamic concepts into
the caring practice in dealing with patients irriais situation. This model required the
nurses to interact with patients and family membegsilarly and closely, and enabled
the nurses to create a strong caring relationskitptivem. Nurse-patient relationships
developed during the study and through the impleatiem of this model in the unit.

The caring relationships in this study were mairadi As every patient
had their own characteristics and needs, deepantiens with patients enabled the
nurses to apply the 5 Rs of Islamic based carirapiaesthetic manner, which further
improved the nurses’ aesthetic knowledge. The gamtationships between nurses,
patients, family members, and other health careigess constituted the art of effective
communication in the limitations of time and criisituations. The nurses in this study
maintained their boundaries in their caring relaiups by respecting their clients and
colleagues, providing good communication, and shgioyalty to their commitment
to providing better nursing care for the patientsd damily members without
exceptions. Hence, the patients and families Felt the connections with the nurses
and other health care providers resulted in harmiongddition, the nurses felt happy

to express the beauty of caring moments througlcénmg relationships. By being
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fully engaged in the nursing situation, the nuisgie unit actually comprehended the
nature of caring as it related to the nursing ficact

Nurses’ role in health service provision is asrtembers of the health
system who are responsible for giving care to #iteepts based on ethical issues. This
model supports the ethical issues. It supportbémeficence principle for the patients
and their family members. This model also aligngwiurses’ moral responsibility in
caring practice in order to provide healing for fhegtients and families. Therefore,
based on this theory, the nurses need ethical laumel to conduct their appropriate
function to manage the situations and to give safe to their clients.

By applying the Islamic based caring model, thesasrtransformed
their personal knowledge in terms of their carirghdvior and knowledge, and
implemented these into their everyday practiceeengthening the caring practice
together with building and strengthening the leakigr of the nurses, in the end,
produced satisfactory results in the study. Neededs, some barriers still existed, for
example, the young nurses or novice nurses neetttease their caring knowledge
through training. Overall, however, the Islamicdzhsaring model assisted the nurses
in the unit by increasing their knowledge, carimgqtice, self-awareness, holistic

approach, and development of caring relationships.

Lessons learned.
By conducting action research for the first tintee tesearcher gained
valuable lessons and meaningful experiences. Té@seged in all processes in each

cycle, starting from the understanding of the situnain the unit and then continuing
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through entering a research setting, startingttiyscollecting and analyzing the huge
amount of data, and finalizing the findings.

Lessons learned from conducting the action resdarc

The researcher conducted the study in the ICU, whicthe nature of
the setting, was a hectic environment with techgioll requirements. Understanding
and exploring the problematic situations in the @bk not easy. The researcher had
to be proficient to see and find the linkages adbpematic situations in the unit,
including an uncomfortable environment, lack ofilmgrpractice, and the lack of a
holistic approach. Conducting the research topicasing based on Islam to achieve
harmony in critically ill patients was challengibgcause of the abstract concept of
caring-healing and the complexity of the problemghvimited nursing resources.
Thus, action research was a conceivable methoéam land explore the topic of
interest. In addition, the researcher had no peixperience of conducting action
research and was an outsider in the study setki®mce, there were doubts and
underestimations of the caring actions from therbegg of the project. However, with
support from academic supervisors, nursing manaaettse hospital, the chief of the
unit, and the head nurse of the unit, together paiitive participation from all parties,
the researcher is convinced that this study wasesstul.

At the beginning of the research project, the nesea assumed that the
nurses in the unit had both positive and negatie@®s of their current caring situation.
This Islamic based caring model answered the rekeds assumption that the nurses
had positive views in caring practice and were ablehange both their minds and the
practices. Plans and strategies were set up in ®@até and remained to involve the

participants in the unit to ensure productive teankwArranging meetings with all the
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parties in the unit was difficult due to time caasits. However, with coordination and
understanding, the overall process of the studypwagerly achieved. Previously, the
nursing practices in the ICU provided by nursetheunit were based on routine work,
and focused on the medical and technological aspattier than on the understanding
of patients as human beings. The nurses utilizetstamic based caring model to guide
Islamic spiritual care for integration into nursipgactice, nurse-patient relationships,
and the caring-healing process in order to achirvemony for critically ill patients.

Some barriers in this study existed throughout dlcdon research
process. Some of the nurses seemed to lack a comantitand motivation for
participation in this study due to a perceived lyaaorkload, personal interests, and a
lack of work experience in the ICU. Due to the tioanstraints, some of the nurses
resisted change.

Lessons learned from the researcher’s self-develepin

The initial intention of the researcher to condation research was to
produce significant and suitable outcomes fromI@d and integrate local wisdom
into the model development. In order to achievegibals, the researcher placed great
effort into the action in each cycle. Changes angrovements were promoted in the
unit and throughout the whole process. The reseawntd participants were trained to
be problem solvers. In this way, action research beneficial in introducing changes
in the nursing practice, including action, coordioa, and reflection, to be a caring-
healing person for critically ill patients.

While conducting the whole process of this stublg,riesearcher learned
how to use various research tools in the apprapwaty, such as interviews, FGD, field

notes, and discussions. A huge amounts of datagethered from the whole process,
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which helped the researcher understand more abeugualitative analysis of data
through codification and categorization techniqud®e researcher gained experience
from collecting the high volume of data, analyzittge data, and discussing the
emerging findings from the qualitative data.

During the entire process of this study, the aed®er experienced
numerous challenges. For example, it was a challemgevelop plans, strategies, and
actions in order to make adjustments and applyrtbdel. The development of plans
and strategies involved the nurses, family memtaand, the head nurse/chief of the
unit. Therefore, different approaches were necgssathe development process in
order to ensure that the actions would be approVédse experiences gave the
researcher considerable self-development in ahedsricluded system thinking, self-
reflection, and relationships between participamd others. The advisor was helpful
from the development process through to the etiteagtage of writing the results and
discussion. Therefore, the researcher was ableei@ome the difficulties. Eventually,
the journey of developing the Islamic based carmadel in the ICU provided the
researcher with many important professional retestigps and inspired her to engage

in continuous critical self-inquiry as a qualifiadrse.
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CHAPTER 5

CONCLUSION AND RECOMMENDATIONS

This chapter presents the conclusion, nursing apbns for the
profession, research recommendations, and theatiniis of the study.
Conclusion

This study was an action research, which aimecet@ldp an Islamic
based caring model for critically ill patients. Tgeal of the study was to achieve the
harmony of the critically ill patients. Two objeatis were obtained: 1) the composition
of an Islamic based caring model and 2) the waysesudelivered the Islamic based
caring model to foster the harmony of critically patients. This study involved 24
nurses, 14 patients, 14 families, and a physidiae.research setting was an ICU in a
public hospital in Semarang, Indonesia. The dateevgathered from focus group
discussions, interviews, field notes, observatioasd the evaluation of other
documents. Data analysis used qualitative contelysis according to Elo and Kyngas
(2008), which includes open coding, creating categpand abstraction.

This present study includes two cycles in the actesearch, and each
cycles consists of reconnaissance, planning, atamservations, and evaluations. In
the reconnaissance phase, the researcher identfiji¢lde caring situation in the ICU;
2) nursing critical care practice in the ICU; arjJds3amic based caring perspective in
the ICU. The cyclic process development of thenkstabased caring model consisted
of two cycles. Cycle 1 covered capability buildimgcreasing awareness, knowledge,
and improving practice. Cycle 2 focused on streggijiiig the caring practice for the

sustainability of the Islamic based caring model.
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The first cycle had two aims: 1) to build the capgbof the nurses
through increasing awareness and knowledge; and @)prove the caring practice
based on Islam. Planning and strategies were drawrby the researcher and
participants which consisted of creating a caringrenment, creating Islamic based
caring practice according to Barolia and Karmalgthieory, and promoting awareness
of caring and the holistic approach. Furthermdre,actions phase integrated the five
Rs (Response, Reflections, Relationship, Relategia@sl Rolemodeling) according to
Barolia and Karmaliani’'s (2008) theory. In the exatlon phase, the outcomes were
explored. The barriers identified in this cycle eére heavy workload, a lack of nurses’
motivation for the practice, a lack of knowledgedaskills of caring, and a lack of
encouragement from other health care providersiefbee, the researcher continued to
the second cycle.

The second cycle aimed to strengthen caring pecfr the
sustainability of the Islamic based caring modehe Tresearcher and the nurse
participants developed a plan and strategies. Tdreqonsisted of; 1) maintaining and
strengthening caring practice and 2) maintaining tnengthening awareness and the
holistic approach. The caring action followed 5&sording to the theory of Barolia
and Karmaliani (2008). The evaluation in the endtto$ cycle explored ways of
increasing the nurses’ caring practice and theasuewvareness and holistic approach.
Overall, in the end of each cycle, suggestions \gatbered from the participants and
lessons learned by the nurse participants ancedearcher were identified.

The implementation of the Islamic based caring rhbde significant
impacts on the nursing outcomes. This study redethigt the nurses and families were

satisfied with the Islamic based caring that wasdied in the unit. Additionally, there
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were positive changes in the caring environment bettier relationships between
nurses and patients, as well as between nursestlagichealth care team members. The
ultimate goal of this study was to achieve harmfamycritically ill patients in dealing
with their crisis.

The Islamic based caring model was eventually eceathe model was
composed of four core values: healing presenceingarelationship, caring
environment, and faith in Goéllah. To achieve harmony as the ultimate outcome, the
Islamic based caring model required nurses, patianid families to be involved in the
caring-healing process. Several instruments weeéd ts support the caring practice,
I.e. Islamic caring protocol, training, a worksHop nurses, and evaluation forms.

The caring healing process is the nursing intereanapplied when
dealing with patients’ crises in the ICU. The cgrihealing process includes
assessment, planning, actions, observations, asdation. Meanwhile, the five Rs
according to Barolia and Karmaliani were used a&srtlarsing actions in this model.
The outcome for patients/family and nurses werarbleidentified and included
satisfaction, pleasant feelings, good relationshgosd more. As the harmony of
critically ill patients was the ultimate goal inighstudy, it was defined as a sense of
happiness (Sa’ada/farah), inner peatssélamalddkhili, and surrenderA(stislamn).
The harmony was gained through four ways of maiimgigood connections with the

self; nurses, family members, and others; God;thaenvironment.

Nursing Implications for the Profession
There were three nursing implications for the psefen in the recent

study: 1) for quality of care, 2) for nursing edtica, and 3) for nursing practice.
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1. For quality of care, this study provided a goodmagke of the use of
standardized nursing care to practice caring ftepts and families
in the ICU. This model guided the nurses to provglamic based
caring for Muslim patients hospitalized in the ICOhe model
contributed greatly to improving nursing care amastincreasing the
quality of nursing care in the critical care sadtin

2. For nursing education, this study provided new Keolwe on the
systematic integration of Islam into caring for Mospatients. The
model highlighted the caring-healing role of thesas who spent a
lot of effort on utilizing both the power of thegaring and on faith
in God into healing for the critically ill patientend their families.
The model also provided a comprehensive approadhtégrate
Islam into their caring practice. Thus, this modah be used as a
basic theoretical framework for further researdatesl to Islamic
based caring. It is important to use this modeiursing education
and to develop it in order to increase the bodkmdwledge in
nursing science.

3. For the nursing practice, the nurses continuedctreng practice,
which required good relationships and communicakietween all
parties in the ICU. The nurses are equipped wigcigflist-level
knowledge and skills on caring, and they standnindaal position
to provide the best nursing care for patients amdilfes. However,
the nature of the unit is dealing with criticalusitions, and the

shortage of ICU nurses may cause difficulty in nmegetlinical and
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practical needs. Although, the Islamic based canmaglel needs
further research for the complete success of ifd@mentation in a
situation with high demands on the quality of camsy perspectives
on nurses’ caring healing practice in the ICU hbeen provided

through the application of this model.

Research Recommendation

The recent study has found some techniques of Musém values on
the self-awareness in caring for patients and famiin critical situations. Further
testing of the Islamic based caring model is neettedrder to examine the
recommendations of the model in caring practicettén study using the quantitative
approach is recommended so as to compare and gevelldid caring model for caring
practice in the Islamic culture. Stronger evideisceeeded on the effectiveness of the

model on specific groups and the opportunity toyagpn other settings.

Limitations of the study

This study was conducted in a public hospital @itg in central Java,
so the application of this model may be limitedte study setting. The nature of the
key participants in this study was mainly Diplortiddvel nurses with less than 5 years
of work experience. This was indicated the nurseiewoung novice to dedicate to this
study.

Muslims often seem to be a homogenous communityaltreeir similar
cultures, lifestyles, and beliefs, as they beliéwethe attachment of God in all

dimensions of human being. Since the situation sysific in the ICU, this model
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needs necessary modifications if it is to be appiieo other contexts. The nursing
strategies and planning for Muslim patients shd@@djunct for particular needs such
as end of life needs. The study also failed toudelparticipants at a policy making
level such as a manager of nursing or managerrobhuesources and development in
this study. Therefore, necessary support for theehdevelopment and implementation
has not been provided in terms of, for exampleetathocation for the action research
work, financial support for the action researchiv@gts such as training and
workshops, or recognition given to the participdotstheir efforts in contributing to
the improvement of the caring practice. Hence, etquk changes in the ICU after
completion of the study that require support atgbkcy level may not be achieved at
a satisfactory level. This includes, for exampbe, ieed for the caring role of the nurses
and the integration of Islam into their caring pi@e to be identified clearly in the job
description of nurses. These changes require atythatr the policy maker level;

otherwise, the model implementation may not be essfuil.
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Appendix A-1

Demographic Data Form for Nurse Participants

Please complete the following questions using clségik () to help us know a little

about you
1. [ lam: Male ( ) Female:(__ )
2. |lam__ years«
3. | am a: Muslim ( )
4. | | have been working as a critical care nurse for ~ years

| have earnec

(____ ) Diploma3

5. | (__ ) Bachelor degree
(___ ) Master degree
(____ ) Doctoral degree

| have learned about caring from:

(__ ) studying in nursing program
(___ ) training/short course

> (___ ) discovering with colleague
(__ ) reading articles

( ) attending seminar/conference
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Appendix A-2

Demographic Data Form for Family Participants

Please complete the following questions using clségik () to help us know a little

about you.
1. | lam: Male ( ) Female:(__ )
2. |lam___ vyearsold
3. |lama:Muslim(__

| am the patient’s:

() wife (__ ) father

4. |(____ ) husban (____ ) mothe
(_____ ) daughter (___)sister
(____)son (___ ) brother

5. | Do you live with the patien (____ )yes (___

If no, on average how often do you see the paiiethte hospital?
(___) more than weekly
(____ ) weekly

( ) monthly
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Appendix A-3

Demographic Data Form for Patient Participants

Please complete the following questions using clségi () to help us know a little

about you.
1.| Iam: Male ( ) Female:(___ )
2./lam__ yearsold
3.| am a: Muslim ( )

| completed the highest education level of :
(_) senior high school

4.| (___) diploma

(__ ) bachelor

(___) other, please specify

| work as:

( ) public service government

. (_ ) private sector
(__ ) entrepreneurship
(___ ) retired
(___) I'do not work
How many times have you been admitted to the ICU?
6. (__)1ltime
(___)2times
(_ ) more, please specify
; If you have ever been hospitalized in the ICU, yid have the same medigal

diagnose? ( ) yes ( ) no
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Appendix B
Interview Guide for Focus Group Discussion (FGD) ad

In-depth Interviews with Nurses

| would like you to describe your experience relgtto Islamic based

caring for critically ill patients in the ICU yowelong to.

Questions:

1.

10.

How do you describe the situation of caring foticaily ill patients in the ICU
where you are working?

What are the problems inhibiting caring for critigall patients in ICU?

What are the factors facilitating caring for crdily ill patients in ICU?

How does Islam influence your caring practice fiatically ill patients in ICU?
What does Islamic based caring mean to you?

How do you integrate Islam into your caring praetior critically ill patients in
ICU? / How do you practice Islamic based caringcfitically ill patients in ICU?
Please give some examples from your own experience.

What are the expected health outcomes of Islansedaaring for critically ill
patients in ICU?

What are the components in harmony of life foricaity ill patients? Can you
give the examples in your experience?

How does Islamic based caring promote harmonyrftcally ill patients in ICU?

How do you describe harmony of critically ill patte in ICU?
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Appendix C
Interview Guide for Focus Group Discussion (FGD) ad

In-depth Interview with Families

| would like you to describe your experienceslitaining Islamic based

caring provided by the nurses in the ICU.

Questions:

1. How do you describe the situation of caring foticaily ill patients in the ICU?
2.  What caring actions do you obtain from the nurses lzow do you like them?
How do you feel about their caring actions? Plgasgide some examples.

3. From your view, what are the problems relatingaaonyg for critically ill patients
in ICU?

4. What does Islamic based caring mean to you?

5. How does Islam and caring promote the patientshioary?

6. How do you describe the harmony of critically ilitgents in ICU as a result of
the caring provided by the nurses?

7. What should the nurses do to improve their Islamaised caring practice in order

to fulfill the clients’ needs?
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Appendix D

Interview Guide for Family’s Satisfaction with Islamic Based Caring in the ICU

This interview guide will be used for assessirgfiéimily’s satisfaction
of critical care nurse in Islamic based caring. réh&re 3 questions that will be asked
to you.

Questions:

1. Do you feel satisfied with the caring provided b thurse in the ICU? Why?
Please provide some examples.

2. Do you feel satisfied with the nurse caring relasioip in the ICU? Why? Please
provide some examples.

3.  What level of Islamic care is the nurse providingur family? Is the level

low/moderate/high? Please provide some examples.
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Appendix E

Interview Guide for Nurses’ Satisfaction with Islamc Based Caring in the ICU

This interview guide was used for assessing theesursatisfaction in the
implementation of Islamic Based Caring model. Tharee3 questions that will be asked
to you.

Questions:

1. Do you feel satisfied with the implementation damic Based caring model in the
ICU? Why? Please provide some examples.

2. Do you feel satisfied with the nurse-patient camelationship in the ICU? Why?
Please provide some examples.

3. What level of Islamic care are you providing yoatipnts and their families? Is the
level low/moderate/high? Please provide some exasfipl

4. What do you plan for maintain and sustain the |gtaBased Caring model for next

time?
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Appendix F

Observation Guide Nurse Caring Behavior

This observation guide used for assessing theencasing behavior
(verbal and non verbal) in caring practice during implementation of Islamic Based
Caring model. Please givesign on the box of listed below are things youhmigdp or

not.

Observatio Yes No

Verbal caring behavior

1. Introduce her or himself by calling the name to gagient oi

family members

Call the patient’s or family’ name when interactiorthe patient

Talk with patient politely using low intonation.

Give an explanation before and after doing nurgitgrvention.

Convey the overview of patient’s health conditiorthie patients

and the family.

Give a general information to the patient or thaifg about the

patient’s state.

7. Steady the patient or the family who have anxiaig ¢ the
patient’s condition.

Nonverbal caring behavior

1. Discuss a problem or an issue of the patient treat make the
family anxious.

2. Accompany patient’s families when they are visitihg patient.

3. Show a carintouch frequently when interacting with the pati

or family.

Keep eye contact when interacting with the patberihe family.

Give a nursing intervention to increase comfortgitgily and

physiologically.

Sincere pay attention to the patients and the famil

Listen carefully to the patient and the family.

8. Commit to care the patient as individual unique.

as|win

o

ok

o

~
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Appendix G

Informed Consent Form

Dear Participants,

| am Suhartini Ismail. | am a Doctoral studentra Faculty of Nursing,
Prince of Songkla University, Thailand. | am contilug a research study entitled
Development of Islamic based caring Model for Critally Ill Patients in the
Intensive Care Unit in Indonesia: An Action researt. The aim of the study is to
develop an Islamic based caring model for criticallpatients.

You are being asked to participate in this stddhe information that is
gathered from you will be kept confidential, no reawmill be published, and will only
be used in a dissertation report. You are goirtgke part in four phases of the research
process. In the first phase, you will be intervidvedout personal information and your
opinion of caring from an Islamic base. The intewitime will take around 30 minutes.
In the second phase, you will be an integral paglanning and collaborating in the
action process. In the third phase you will asledrtplement the planning from the
second phase, and will be observed on what andi@wmodel is implemented. In the
last phase, you will be asked to conduct an evialndb reflect on what we need to
improve and revise in the model development. During phases, | will obtain
information from you by recording with a camcordegorder, or by using a camera to
take any pictures, as well as filling in questiones: The information from the data
gathered will be kept securely and there will be mablication without your
consideration or permission. Moreover, during thierview or group meeting, you
have the right to drop out or withdraw if you feicomfortable with, or feel unhappy
to participate in this study. | guarantee theré bélno effect on the service or treatment
that you have.

If you have any questions about this study, | aliing to provide more
information. You can ask me to come and see yotiragy and freely call me on my
phone number (+6281288439996).

Thank you for your kind cooperation.

Suhartini Ismail
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For those who are willing to participate in thedstynurse/patient/family)*,

| have understood the explanation, and acknowléuael will provide
detailed information. Therefore, | decide to talatpn this study. | agree to be
interviewed, observed, fill in questionnaires, onduct any implementation as you
have explained in the each phase. | do hope migjpation will result in noble findings

for your study.

Participants

Date .... /month ..... lyear .....

Note:

*please circle according to your position as paip@nt
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Appendix H

Proposal Workshop on Islamic Based Caring for Critcally Ill Patients

Background

Caring is important in nursing practice. Researstence supports that
caring could improve quality of care (Setiawan, @Qincrease nurse-patient/family
relationship (Kongsuwan, 2011; Kynoch, Paxton, &a@d, 2011; O’Connell &
Landers, 2008); and even improve a patient’s heatbaring requires the presence of
nurse to be with the patients and to listen to tH&aizi-Fini, Mousavi, Mazroui-
Sabdani, & Adib-Hajbaghery, 2012). In ICU howeveararing practice needs
improvement in order to change the practice andyaggring in the critical situation
for a patient and his/her family. The researchan&b3 problematic situations of caring
in the ICU: 1) uncomfortable environment; 2) ladkcaring practice; and 3) lack of
awareness on holistic approach. Therefore, follqw isi needed to change the
environment, practice, and awareness in caringhigproject, Islamic based caring
was the pinpoint to develop a nursing model. Bagrdthe data gathered, some
problems related to caring existed in the settswh as lack of knowledge and
awareness to practice caring. Therefore, in orderefresh and increase a nurse’s
knowledge about caring and Islamic based carirgyrélsearcher held a workshop on
Islamic based caring for critically ill patients.

Objectives
After completing this workshop, the participantdlwi
1. Gain knowledge about caring and Islamic based garin
2. Understand action research process
3. Develop caring protocol
4. Understand how to change practice

Date & Time: April 12, 2014 from 08.00 a.m. — 15.00 p.m
Venue Aula of Kariadi Hospital
Participants: Nurses in Kariadi Hospital

Speakers
1. Dr. Mark Donald Renosa (Faculty of Nursing, St. IRaniversity, Philippines)
2. Suhartini Ismail, SKp, MNS (PhD Candidate, FONUUPS

Topics:
- Quality of nursing care through nurse caring retathip
- An overview of participatory action research
- Islamic based caring for critically ill patient



220

Tentative schedules

Time Activities Speakers Methods

08.00 — 08.30| Registration Committee

08.30 — 09.00| Opening Committee

09.00 — 11.00] 1. Quality of nursing Mark Donald Renosa Lecture &
care through nurse discussion

caring relationship
2. Action Research
11.00 — 12.45| 3.Islamic based caringSuhartini Ismail Lecture &
discussion

12.45-13.15| Break (lunch & prayer) Committee
13.15 - 15.30] Workshop: Caring Mark Donald Renosa Group work &
protocol Suhartini Ismail discussion

Evaluation

Process

Before taking action, to provide, refresh, and iover nurses’
knowledge on caring for critically ill patients,etiresearcher collaborated with the
director of the nursing service to run a one-dayngaworkshop sharing knowledge
and experience, for all nurses in the unit. Howgseme nurses could not participate
in the workshop as some of nurses needed be on thgy invited speaker in the
workshop was Dr. Mark Donald Renosa from St. Pauvérsity, Philippines. He is an
expert in nursing caring and had been working d€ahnurse for almost 10 years. He
gave a lecturer on the “quality of nursing caretigh the nurse caring relationship”,
and “an overview of participatory action researdn”addition, the researcher shared
about caring based on an Islamic perspective. Woikshop was presented to 80
nurses, including those on the medical ward, satgiard, pediatric ward, critical care
unit, emergency department, operating room, anch@tysis unit, and lecturers from
the School of Nursing Diponegoro University. In therkshop session, the participants
were asked to draw up a caring protocol based ensiamic perspective and caring
theory. The caring protocol will apply to theirustion in the ICU.

Outcomes

Outcomesave been made based on the evaluation form tlsatneated
by the researcher. The evaluation form was compoteden questions that related to
the participants’ satisfaction of the workshop arht they learned from the activities.
Most of them stated that they were satisfied ambgaaned knowledge about the caring
theory, Islamic based caring, and the impact ahgan nursing care. Moreover, they
recognized action research as new knowledge imrelsenethodology.
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Appendix |

Application of Islamic Caring Theory in Nursing Care with a Patient in ICU

Islamic Caring Theory Nursing activities

Physical Dimension - Pain management

- Piety/cleanliness

- Prevent/control infection
Ideological dimension |- Concern of duties toward Allah

- Concern of duties toward self

- Concern of duties toward mankind

Ethical dimensions - Non maleficence
- Justice
- Honesty
Spiritual dimension - Give an inner satisfaction/inner peace

- Do human bounding/connectedness

- Show compassion to the patients and family

- Show empathy

- Encourage patient and family to have patience

Intellectual dimension |- Apply knowledge related to pathophysiology of
diseases

- Apply knowledge related to Islamic caring

Case:

Mr. J, 65 years old, was admitted to ICU at 08F3@ reported that he had chest pain
last night, which woke him from his sleep. The pstizrted at around 02.00 a.m. He
thinks it lasted about 20-25 minutes. He repotted he felt sweaty during the pain.
He did not want to bother anyone so he restedla@ain eased. He reported that it
was very painful and therefore wanted to get itkled. He has been a smoker for the
past 40 years. On average, he has around 10 ¢ageetlay. He has no past medical
history of chest pain, ischemic heart disease artHailure.

On admission at 09.00 a.m. his heart rate was &t lpeer minute (bpm) and his
blood pressure was 127/80 mmHg. A nurse conductexitial assessment. He is
currently not in any pain, although he feels qtired. ECG recorded ST depression.
Normal sinus rhythm.

Nursing Diagnosis: Acute pain due to the imbalance of supply and dehadin
oxygen in blood circulation

Subijective data:

- He reported that he had chest pain last night, wvigke him from his sleep

- He reported that it was very painful and therefeamted to get it checked

- He said the pain started at around 02.00 a.m. idkglit lasted about 20-25
minutes
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Objective data:

- RR 85 bpm

- BP 130/80 mmHg

- Pain scale 4

- He looked tired

- ECG recorded ST depression, normal sinus rhythm.

Nursing Intervention and Implementation:
Physical dimension:
1. Pain management:

- Assess if the chest pain may be cardiac. Consid&r of the pain, any
cardiovascular risk factors (smoking), history sifiemic heart disease and any
previous treatment, previous investigations forstipain.

- Observe nonverbal expression to see if patientéemnfortable

- Use good communication to assess patient’s paiarexpe.

- Provide a comfortable environment for patient

- Teach patient to do pain management non-pharmacalotisten to Islamic
music, ZikKir.

- Collaborate for giving pain medication

2. Cleanliness and Preventing infection:

- Wash hands before and after performing the treatorethe patient

- Tell the family to limit the number of visitors

- Clean equipment after use on the patient

- Use gloves, mask and protective clothing to preugrttion

- Instruct the patient’s visitors to wash hands camitio and out of ICU.

- Disinfect the aseptic area before performing astias invasive collaboration

- Monitor signs of infection

- Monitor vital sign

- Monitor numbers of leukocytes

Ethical dimension

- Give explanation to the patient about all the trestts that the patient gets, the
benefits, side effects, etc.

- Give time to the patient to listen to any complaint

- Tell the truth about his pain and ask about aogmépain

Spiritual dimension

- Respect what the patients believe

- Ask the patient about his spiritual needs

- Encourage the patient to perform his usual ritumlsh as prayedua

- Give inner satisfaction/inner peace by providinggdatient’s spiritual needs
- Do human connectedness based on Islam

- Show compassion to the patients and family asféikaly

- Show empathy to patient and family

- Encourage patient and family to be patient in fgaoffering
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Intellectual dimension

- Give information to the patient/family about theipat’'s disease
- Teach patient/family to manage pa#ikir, praying)

- Teach patient/family to manage a healthy lifestyle

- Encourage patient to apply his belief (Islam) ungfiat situation

- Guide patient to do spiritual activities such aasyprg.

Ideological dimension:
The ideological dimension is integrated in all thesing activities in each dimension.

Evaluation: (SOAP)

Subjective:

- Patient did not have complain about pain

Objectives;

- Pain score was les3 4

- Facial expression was calm and peaceful

- No sign of infection

- Blood pressure 127/80 mmHg, RR 28 bpm, Pulse 80, Bps® C
- No sign of redness on skin and clean

- Patient understood about his disease and haviegléhlg lifestyle

Analysis

Data show that pain can be managed. Based on th@fdan ECG patient with acute
myocardial infarction that causes pain in the ardegion because the supply and
the demand for oxygen in the cardiac system inekabhe increase of the demand
for oxygen is because there is a thrombus thatwdistthe blood circulation in the
cardiac system.

Planning

- Control pain frequently by measuring pain scale

- Monitor vital signs and change of ECG recorded

- Give patient time to rest by limiting the visitors

- Provide calm environment

- Give patient spiritual care to make him feel atqeea

- Collaborate with the physician about cardiovascdfags
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Learning and Trandating of Theory into Iamic Based Caring
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Cycle Plans Strategies Actions Evaluations
Response Reflection Relationship Relatednes RokeNng
Cycle 1 1) Creating Workshop Respondedt | Practicec - Paid attention |- Inner peace -Practiced Islamic| Nurse Caring
comfortable & training on the patients’ & | reflection: on patients & through based caring behaviors.
Capacity caring Islamic based families’ needs| Writing/ families expressing faith| such as - Nurse called the
building: environment caring quickly discussing; to the patients | compassion, patient’s or
Increasing - Control over positive - Intensively & families presence, family’s name
awareness, the noise Individual Responded to | reflection; or listened to the connectedness, when interaction
knowledge, & | - Control over improvement: relieve pain & | dialogue/ patients & - Facilitated & openness) to with the patient
improving the lights in understanding suffering of narrative on families human bonding/ patient, family & | - Nurse talked to
practice the unit self & situation;| the patients caring and connectedness | others patient politely
- Provide clean self-education through issue in some | - Allowed - Nurse showed
Aimed: environment Islamic cases families to - Showed Between nurses: attention to the
1.To build and personal | - Created caring intervention provide compassion to |- Encouraged patient & family
capacity of hygiene relationship traditional the patients & staff to use - Nurse used caring
nurses with a good - Supported treatment based, families caring protocol/ touch where
through 2) Creating connection & patients & on Islam guidelines appropriate
increasing Islamic based communication | families in (honey, holy - Showed - Some nurse had
awareness, caring to the patients decision water, & water empathy/ Contributed to uncaring
knowledge practice & families making that give from provide create caring behaviour e.g.
Physical Muslim understanding | environments failed understand
2.To improve | dimension, Used caring - Connected the scholars) patient needs
practice of | managed: protocol to patient to the - Encouraged Showed others
caring - Airway, guide practice Muslim cleric - Promoted patients and how to achieve | Nurse-patient
based on breathing, of Islamic in the hospital healing presence families to be goals relationship; Nurse
Islam circulation caring patient gained capabilities:
- Pain Inspired young | - Gained good
3.Toimprove | - Sleep Engaged in - The nurse was | nurses to relationship with
caring - Nutrition & nursing round/ friendly, practice caring others
environ- electrolytes conference cheerful, & had - Respected to
ment - Personal empathy for others
hygiene patient & (colleagues,
- Elimination family. patient, family)
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Cycle Plan: Strategie Actions Evaluation
Respons Reflectior Relationshij Relatednes Role Modelling
- Mobilization - Provided Patients/families:

& comfort holistic - Felt happy &
Spiritual environment satisfied with
dimension nurse’s behaviours
- Provided time - Participated in

for prayers (5 intervention of

times & Islamic spiritual

additional care (prayerZikir,
prayer) & readAl Quran
- Encouraged - Satisfied with
patient to do nurse’s response
meditation (kindness,

‘Zikir’ sincerity, & help)

- Allocated - Felt comfortable
space &

arranged a Environment:

plan to pray - allocated space for|

with patient family to be with
- Allowed to the patient

recite & listen - allocated time to

to theAl the family to apply

Quran Islamic ritual in
- Expressed critical situation

faith through - Unimportant lights

being patient were switched off,
Intellectual particularly at
dimension night time
- Gave (observation).
information to - Cleanliness of
patients/ patient &

families about environment.

the patient’s

disease, Facilitating factors:

condition, & - Nurse was

treatment motivated to
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Cycle Plan: Strategie Actions Evaluation
Respons Reflectior Relationshi Relatednes Role Modelling
- Enabled change behaviour
patient/ & environment
family to - Nurse to nurse
manage pain, relationship
fear, anxiety - Nurse-
based on patient/family
Islamic belief relationship
- Assisted - Emotional support
patient & from nursing team
family to leaders
understand Barriers:
current - Too much work
situation, - Lack nurse’s
health, & motivation of the
illness practice
according to - Time consuming
Islamic belief. - Lack of knowledge
and skills of caring
Ethical - Lack of
dimension encouragement
- Respected from other health
decision care providers
making of Suggestions:
patient & - Improve leadership
family & have a good
- Cooperated team work
with a - Manage time more
physician to efficiently
tell diagnosis - Engage in caring

and treatment
plan to family
if needed

- Treated patient
with respect &
fairness

- Evaluate an

based on Islam

Islamic
intervention
through patient’s
response.
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Cycle Plan: Strategie Actions Evaluation
Respons Reflectior Relationshi Relatednes Role Modelling

Ideological - Improve

dimension knowledge, skills,

- Caring for self & behaviour based

- Caring for on Islamic values
others
(colleague, Lesson learned:
patient, family) Nurse:

- Caring for God - Learned something

3) Promoting
awareness on
caring and
holistic
approach

- Raised nurse’s
awareness of
caring

- Created and
discovered
social support
and social
interaction for
patient and
family.

new (nursing
knowledge, caring
theory, Islamic
though)

- Understood to do

caring practice

based on Islam

Excited to provide

Islamic spiritual

care for patient in

the critical
situation

Family:

- Gained knowledge
about caring for
patients

- Understood caring
based on Islam
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Cycle Plan: Strategie Actions Evaluation
Respons Reflectior Relationshij Relatednes Role Modelling
Cycle 2: Maintaining and| - Gave reward & | - Promoted Practice -Maintained - Maintained: -Practiced & Nurse caring
strengthening recognition to spiritual care reflection: relationship: friendly, established behaviours:
Strengthening| comfortable and| the nurses who | for patient & writing/ nurse to nurse, cheerful, & Islamic based - Satisfied on their
caring caring had a good family in discussing; nurse to empathy to the | caring for job
practice for environment caring critical situation | dialogue/ patient/family, & | patient & patient/ family | - Gained Islamic
sustainability | - Strengthening relationship narrative nurse to other family and other: such based caring
of the model caring and -Improved health care team as compassion, knowledge
comfort - Utilized the interpersonal Reflected on | in providing - Enhanced and | presence - Maintained nurse-
Aimed: environment caring protocol communication | Islamic values| better Islamic maintained a connectedness, patient
To strengthen| - Allocating & inter- for humanity: | based caring sense of & openness for relationship
caring space for - Obtained relationship - Life belonging of patient & family | - Practiced caring
practice for applying support from based on (Al-Nafy: -Enhanced holistic based on Islamic
sustainability- |  Islamic nursing manager Islamic values provide a empathy and environment |- Assisted young values in daily
of Islamic spiritual for in the unit or healthy compassion: nurses to work
caring model. | patients and hospital - Allocated time body to lead| nonverbal ascertain their | - Enhanced patient
families & space for a purposeful| communication motivation to & compassion
- Introduced the group spiritual life. skills practice Islamic | Patient/family:
Maintaining & model to the care - Religion based caring - Enhanced their
strengthening nursing manage (Al-Din): for | - Enhanced satisfaction
caring practice: - Recognized providing empathy and - Felt comfortable
- Continuing the | - Reported the the connected-| guidance, compassion: - Enhanced nurse
plan as the plan| results of the ness of body, peace, verbal patient/family
in cycle one study to the mind, & spirit tranquillity, communication relationship
person in charge  of patients/ & comfort and | skills - Trusted &
Maintaining and regularly families purpose in respected to the
strengthening through life. nurse
awareness and | - Strengthened of | Islamic - Intellect or Environment:
holistic caring practice intervention knowledge - Cleanliness &
approach: (Al-Aqg)): the comfortable space
- Sustaining - Built & intellectual for patient &
holistic strengthened nature of family
environment leadership of the man is made - Quiet & soothing
- Maintaining nurses up of mind environment
the use of or - Friendly, cheerful,
holistic intelligence smiley from staff

approach
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Cycle Plan: Strategie Actions Evaluation
Respons Reflectior Relationshi Relatednes Role Modelling
Focusing on | - Maintained or reasoning - Staff practiced
healing regular meetings power. Islamic based
process for every 3 weeks - Family life caring sincerely &
patient - Provided (Al Nasab: compassionately
workshop on family life - Limitation in space|
caring for nurse as the very allocation and
leaders heart of arrangement due t
society patient’s condition
- Wealth (such as many
(Al Mal): equipment, critical
wealth is situation)
obviously a
fundamental Facilitating:
human value - Having a good

emotional support
from chief of unit

- Support given to
nursing care team

- Support given to
individual nurse to
facilitate them to
grow

- Good relationship
among team work

- Having caring
protocol based on
Islam

Barriers:
- Heavy workload
- Time constraint
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Cycle

Plan:

Strategie

Actions

Respons

Reflectior

Relationshi

Relatednes

Role Modelling

Evaluation

Overcome the

barriers:

- Impressed nurses’
effort and keep
relationships good

- Impressed the
lesson in all
experience, even
those that appear
negative

- Gave rewards to
the nurse who
practiced good
caring

- Required
involvement of top
managers for
solving the barriers

Suggestions:

- Integrated Islamic
based caring into
practice into daily
work.

- Interventions such
as prayer, readl
Quran, etc. should
integrate in the
nursing care plan

- Maintain
interventions to
harmonize of body
mind & spirit of
patient in the
critical situation
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Cycle

Plan:

Strategie

Actions

Respons

Reflectior

Relationshi

Relatednes

Role Modelling

Evaluation

Lesson learned:

- Maintained strong
relationship among
nurses and clients

- Maintained a
confidence to
practice Islamic
based caring

- Changed practice
of caring

- Satisfied on
collaborative with
other health care
providers and all
parties (nurses,
patients, families)

- Spent a lot of time
in the ICU to
connect with key
participants.
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