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ARTICLE INFO ABSTRACT

Background: In addition to the serious physical health impacts on nurses, COVID-
19 has brought about significant psychological distress. Considering that spirituality
as a strong foundation can be a powerful factor in controlling stressful conditions,
this study was conducted with the objective of determining the effect of spiritual self-
care education on the resilience of nurses working in COVID-19 intensive care units.
Keywords: Methods: We conducted this randomized clinical trial study on 128 nurses working
Spiritual self-care; in COVID-19 intensive care units. Nurses were selected using convenience sampling.
Distress tolerance; They were then randomly divided into two groups: intervention (64 nurses) and
Nurses control (64 nurses). The research group received a spiritually based educational
program in 6 sessions of 45 minutes each, held as a one-day event. Five relevant
faculty members and the research team examined and approved the validity of the
educational content. Two questionnaires (demographic characteristics and distress
tolerance) were used to collect data. These questionnaires were completed by both
groups before and after the intervention. Finally, the data were analyzed using
SPSS.25 software and statistical tests including the t-test, chi-square, and Fisher's
exact test.

Results: The mean age of nurses in the control and intervention groups was 35.23 +
7.68 and 34.95 £ 6.77 years, respectively. The results of the independent samples t-
test showed a statistically significant difference in the mean distress tolerance score
and all its subscales (tolerance, absorption, evaluation, regulation) between the
intervention and control groups after the intervention (P <0.001). The level of distress
tolerance in the intervention group after the intervention (50.40+5.71) increased
significantly compared to before the intervention (44.39+5.23) (P<0.001).
Conclusion: Ultimately, the results indicated that spiritual self-care training
increases distress tolerance in nurses. Therefore, we recommend implementing a
spiritual self-care program and planning for nurse participation in spiritual activities
to enhance their psychological well-being.
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nurses have the greatest involvement in the fight against
COVID-19. During the pandemic, nurses have more
close contact with patients than other healthcare workers.

Introduction

consequences are significant events of the 21st
century [1]. The Healthcare teams are always on
the front lines of particular epidemics, risking their lives
to fulfill their duties [2]. Among healthcare workers,

T he COVID-19 pandemic and its related health
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Sometimes this contact continues from the patient's
admission to the hospital until discharge. Therefore,
nurses are exposed to psychological distress [3].

The COVID-19 pandemic has created many problems
for nurses, including severe fatigue, physical problems,
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fear of infection, and psychological distress [4].
According to research, psychological problems like
depression, anxiety, insomnia, and psychological distress
are more prevalent among nurses who are in direct
contact with patients with COVID-19 compared to other
nurses [5-6]. The results of a systematic review showed
that mental health problems such as anxiety, depression,
psychological distress, etc., have increased dramatically
among healthcare workers, especially nurses, in different
parts of the world. Researchers considered rapid,
continuous, and timely psychological preventive
interventions essential to prevent serious damage to
healthcare systems in response to the COVID-19
epidemic [7]. Distress tolerance is considered an effective
strategy for coping with problems and promoting health
[8].

Distress tolerance helps individuals prevent, control,
and treat psychological problems. It can also foster their
emotional growth. By increasing distress tolerance and its
dimensions, it is possible to reduce anxiety during the
time of the coronavirus. Therefore, in anxiety reduction
programs related to COVID-19, more attention to distress
tolerance and its enhancement is essential [9]. Salari et al.
[10] demonstrated in a study in this regard that the more
a person can tolerate distress, the higher their tolerance
for anxiety. Therefore, they face less anxiety with
COVID-19 anxiety. During the COVID-19 crisis, distress
tolerance helped people manage their fear, stress, and
anxiety, as well as cope with challenges. In a study
conducted by Mardani et al. [11] before the COVID-19
pandemic, most nurses in Malayer hospitals reported a
moderate level of distress. While the COVID-19 disease
has caused a decrease in the team's level of distress,
especially among healthcare workers, for example, Sirati
Sirati Nir and et al. [12] reported in a study that the level
of psychological distress among Iranian nurses working
in COVID-19 units and in direct contact with these
patients is severe and pathological. These researchers
recommended immediate action to reduce psychological
distress among nurses.

Nurses who have symptoms of burnout or are distressed
often turn to religion and spirituality to find meaning in
stressors and threats [13]. In this regard, research findings
have shown that the use of spirituality in medical sciences
can be effective in providing comprehensive care [14].
The results of a meta-analysis showed that people who
have higher levels of spirituality and engage in spiritual
self-care practices have better physical health outcomes
[15]. One of the most important types of self-care is
spiritual self-care: a practice in which people use their
beliefs and spirituality to protect their own health.
Spiritual self-care increases compassion and moral
courage in nurses. This not only benefits the health of
nurses but also promotes the health of patients [16].
Bahramnezhad et al. [17] reported in a study that in the
COVID-19 epidemic, spiritual self-care has a significant

effect on increasing physical and mental resilience,
reducing anxiety and depression, and instilling hope in
the treatment team and COVID-19 patients. Talebian et
al. [18] found in a study that low spiritual health among
nurses results in harm to patients, especially exacerbated
during the ongoing COVID-19 pandemic. Therefore,
educational programs tailored to the spiritual conditions
of nurses and the removal of barriers to providing
spiritual care are recommended to ensure that nurses
provide higher quality care to patients and their families.
Considering that discovering the factors contributing to
distress tolerance can reduce anxiety and enhance
adaptability in individuals experiencing anxiety due to
the COVID-19 epidemic [19]. nurses as individuals with
sensitive occupations, whose health directly affects the
health of patients, and advanced research in existing
studies indicate that no research has been conducted on
examining the effect of spiritual self-care on the distress
tolerance of nurses directly caring for COVID-19
patients. Therefore, this study aimed to determine the
effect of spiritual self-care education on the distress
tolerance of nurses working in COVID-19 intensive care
units.

Methods

This study is a randomized controlled clinical trial
conducted in 2011 on 128 nurses. The study population
consisted of nurses working in COVID-19 intensive care
units at Tehran University of Medical Sciences. The
sample size was calculated using a sample size formula
and previous research [20], as well as a confidence level
of 93% and power of 95%, resulting in 64 nurses per
group.

Nurses were selected using convenience sampling.
They were then randomly divided into two groups:
intervention (64 nurses) and control (64 nurses).
Inclusion criteria for the study included informed
consent, a university degree in nursing, work experience
of more than one year, experience working in a COVID-
19 intensive care unit, no prior participation in a similar
study, being Muslim, and not using antidepressants or
any psychoactive substances. Exclusion criteria included
unwillingness to continue after the intervention,
withdrawal from participation in spiritual care programs,
absence from more than one session in the intervention
group, or incomplete questionnaire completion.

Questionnaires were completed by both groups before
the intervention. Then, the nurses in the intervention
group underwent testing according to (Table 1), in which
a spiritual care training program was implemented in this
group. A standard spiritual care training package for
nurses [21], prepared by Iranian researchers and validated
for its validity, was used. The content validity of the
training material was examined and approved by 5
members of the relevant faculty and the research team.
The training sessions, as per (Table 1), were conducted
by the research team in the educational classrooms
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located at the hospital for the intervention group. These
training sessions were conducted in person, consisting of
6 sessions lasting 45 minutes each day. The sequence and
content of the training sessions, as recommended by the
developers of the training package (Table 1).

In the control group, no training was conducted by
researchers. Completion of post-test questionnaires in the
control group took place simultaneously with the
intervention group, meaning two months after the
intervention. After the post-test phase, the training
package was also given to the control group to comply
with ethical considerations in research.

Data were collected using cognitive population
information questionnaires (age, gender, marital status,
employment status) and the standard Distress Tolerance
Scale (DTS) questionnaire in two stages (before and after
the intervention) in both the groups. The Distress
Tolerance Scale (DTS) questionnaire includes 15 items
in four dimensions: efforts to regulate distress, cognitive
appraisal, distress tolerance, and absorption of negative
emotions. The questionnaire is scored on a 5-point Likert
scale (1 to 5). Lower scores indicate lower distress
tolerance. In the research by Simmons and Gaher [22],
Cronbach's alpha for the emotional distress tolerance
dimensions were as follows: tolerance of emotional
distress, 0.72; absorption by negative emotions, 0.82;
cognitive appraisal of distress, 0.78; and effort to regulate
distress, 0.70. The total scale also reported 0.82. The
intra-class correlation was also 0.61. This scale
demonstrated good criterion validity and acceptable
convergent validity [22].

This questionnaire has also been psychometrically
tested by Iranian researchers. As an example of validity
and reliability (0=0.72), this questionnaire was examined
and approved in the study of Rezapour et al. [23].
Researchers were obligated to adhere to the Helsinki

Declaration. All individuals entered the study voluntarily,
with full awareness of the study details and personal
consent. Obtaining informed consent, maintaining
confidentiality, the right to withdraw from the study, not
imposing any financial costs on them, and not depriving
nurses of common and customary job benefits were
among the ethical considerations that the researchers
adhered to.

Finally, the data were analyzed using SPSS.25 software
and statistical tests including the t-test, chi-square, and
Fisher's exact test. A P<0.05 was considered as a
significant level.

Results

The mean age of nurses in the control and intervention
groups was 35.23 + 7.68 and 34.95 £ 6.77 years,
respectively.

There was no statistically significant difference in the
demographic characteristics of nurses between the two
groups (p>0.05) (Table 2). The results of the independent
samples t-test showed a statistically significant difference
in the mean distress tolerance score and all its subscales
(tolerance, absorption, evaluation, regulation) between
the intervention and control groups after the intervention
(P < 0.001). While it was not significant before the
intervention (P>0.05).

The findings in the intervention group showed a
significant increase in the mean distress tolerance score
after the training (50.40 £ 5.71) compared to before it
(44.39 + 5.23) (p<0.001), and this increase was also
observed in all dimensions of distress tolerance (p<0.001)
(Table 3).

Table 1- Steps and content of training sessions

Session Educational content

First In the first session, members were introduced and acquainted. The objectives of the research, the rules to be
followed, and the number and duration of sessions were explained. Questionnaires were completed by the
participants. Nurses who were willing provided explanations regarding their experiences, needs, and problems.

Second Inthe second session, the nurses were introduced to topics related to spiritual self-care, which included reliance
on God and its stages, intercession and its skills, pilgrimage sites and resources available in this area, as well
as the use of reliance and intercession in managing stress and anxiety stemming from the COVID-19 pandemic,

among other topics.

Third In the third session, education was provided on communication with God, the act of prayer, and its impact on

human life.

Fourth In the fourth session, topics such as the role and impact of gratitude on mental peace and other related matters

were discussed.

Fifth In the fifth session, training was given on patience, its role and impact in human life, and how to use patience
to reduce stress and anxiety caused by the COVID-19 pandemic. Furthermore, to reinforce the learned content,
educational materials were provided to the nurses at the end of this session.

Sixth The final session (sixth) took place about eight weeks after the fifth session. In this session, a review of previous
topics was conducted. Recommendations were given to the nurses regarding ways to follow up on the content
taught in the previous sessions. Finally, the questionnaires were completed by both groups.
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Table 2- Demographic variables in the intervention and control groups

Variable Intervention  Control Statistical test and P value
N % N %

Gender Male 43 33.6 36 28.1 Fisher
Female 21 16.4 28 219 P=0.275

Marital status Single 5 3.9 8 6.2 Fisher
Married 59 64.1 56 43.8 P=0.280

Employment status Permanent 26 20.3 36 281 2
Contractual 5 6.2 10 78 £ =5.465
conscription law's conscripts 20 15.6 14 109 df=3
Temporary-to permanent 10 7.8 4 31 P=0141

Shift type Fixed (Morning) 8 6.2 9 7 2
Fixed (Evening) 10 78 7 55 4 =0640
Fixed (Night) 8 6.2 8 62 df=3
Rotating 38 297 40 31.2 P=0.887

* Frequency; ** Percentage

Table 3- Average scores of overall distress tolerance and its subscales in the two groups

Group Intervention Control Independent test and P value

Variable Stage Mean +SD Mean £SD

Tolerance Before 8.98+2.63 8.96+2.59 T=0.03, p=0.937
After 9.98+1.89 8.65+2.04 T=3.80, p<0.001

Paired t-test t=2.76, P=0.007  t=1.35, P=0.180

Absorption Before 9.14+2.28 8.53+2.29 T=1.50, p=0.135
After 10.56+2.32 8.34+1.80 T=6.02, p<0.001

Paired t-test t=3.91, P<0.001  t=0.77, P=0.441

Evaluation Before 18.29+3.67 17.48+3.54 T=1.27, p=0.205
After 19.8442.63 17.284+2.91 T=5.21, p<0.001

Paired t-test t=2.76, p=0.008  t=0.52, P=0.605

Regulation Before 7.96+1.95 8.81+2.46 T=2.14, p=0.225
After 10.01+2.01 8.90+2.20 T=2.96, p=0.004

Paired t-test t=5.79, P<0.001  t=0.37, P=0.707

Overall Distress Tolerance Score  Before  44.39+5.23 43.79+4.97 T=0.65, p=0.512
After 50.4045.71 43.06+4.58 T=8.01, p<0.001

Paired t-test t=6.89, P<0.001  t=1.26, P=0.211

Discussion

The overall distress tolerance score of both groups of
nurses was low before the intervention, indicating a low
distress tolerance among the nurses in our study. In a
study, Mardani et al. [11] reported that the stress level of
most nurses in Mileyar city was moderate, which was
related to the period before the COVID-19 epidemic.
While nurses are currently in contact with patients, the
low tolerance of our study samples may be due to the
widespread nature of the coronavirus and its subsequent
challenges. Research findings have shown an increase in
mental problems such as anxiety, fear, psychological
distress, etc. during the coronavirus epidemic [19,24]. It
has been reported that in the coronavirus epidemic, these
psychological issues are significantly higher among the
treatment team [25-26].

The results of Qi et al. [27] in China showed that the
treatment team were severely exposed to serious
psychological issues in their work environment. Among

healthcare workers, nurses have the highest participation
in the fight against COVID-19. In fact, from admission to
discharge, nurses are regularly exposed to the disease.
Therefore, psychological distress is much higher in
nurses [25,28]. Melnyk et al. [29] in a study of nurses
showed that more than half of them experienced physical
and mental health problems during the coronavirus
epidemic. Health problems caused by the coronavirus
were more prevalent in nurses directly caring for
COVID-19 patients than in other nurses. These
researchers considered immediate supportive measures
for nurses to be essential.

Nurses with low distress tolerance have difficulty
managing stress and exhibit more maladaptive behaviors
[30]. Mohammadpour et al. [9] showed in a study that
individuals with lower distress tolerance have lower
anxiety tolerance, thus facing more anxiety with COVID-
19. Sirati Nir et al. [12] in a study showed that during the
coronavirus epidemic, nurses experienced higher levels
of stress and psychological problems compared to other
professions. In addition, the level of psychological
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distress among nurses working in COVID-19 wards and
in direct contact with these patients is severe and
pathological. These researchers recommended immediate
action to reduce psychological distress among nurses.
Also, psychological distress has been reported to be
lower in nurses working in the coronavirus ward [31-34],
which is similar to the results of our study.

Our research findings in the pre-training phase
indicated no significant difference in the overall scores of
distress tolerance and its subscales between the two
groups, demonstrating homogeneity of the groups.
However, this difference was significant after the training
intervention. This signifies that the implementation of
spiritual care training led to a significant increase in the
overall scores of distress tolerance and all its dimensions
in nurses, indicating the desired effectiveness of the
training. Due to the lack of research directly comparable
to the present study, related studies were used to develop
the discussion. Researchers have found that spirituality,
especially spiritual self-care, reduces stress and
psychological and physical problems in individuals and
helps them combat diseases [16,35]. Roberto et al. [14]
showed in a study that spirituality in participants as an
important dimension had a positive impact on their
tolerance of distress, hope, optimism, calmness, and
comfort. The participants' faith and spirituality helped
them cope with daily life experiences during the COVID-
19 epidemic and gave them hope for the future [9].
Safuraei et al. [36] demonstrated in a study that
spirituality reduces fear and anxiety of death caused by
COVID-19. Mirhosseini et al. [28] also showed that
spirituality and religion in patients with coronavirus can
reduce stress and anxiety of death. Liu et al. [37]
concluded in a study that given the effect of the stress-
inducing coronavirus on treatment team, especially
nurses, timely and effective psychological interventions
such as spiritual education and therapy are necessary.

Pourmovahed et al. [38] demonstrated in a study on
parents of premature infants that educational programs
can increase parents' ability to cope with distress.
Baldacchino reported in a study that spiritual care
training is essential for nurses because it reduces
psychological and physical problems, ultimately leading
to quality care for patients [39]. According to the results
of Salamizadeh et al. [39] spiritual care education
resulted in increased distress tolerance and self-efficacy
among patient caregivers. The results of several studies,
including a study conducted in Iran, have shown that
teaching spirituality increases the tolerance for distress in
participants. For example, Ameri et al. [40] demonstrated
in a study on blood cancer patients that spiritual therapy
significantly reduced death anxiety and increased distress
tolerance in patients. The results of the study by Reyhani
et al. [20] showed that distress tolerance in mothers of
premature infants significantly increased after spiritual
self-care training. Hashemzadeh et al. [41] reported in a

study on mothers of newborns hospitalized in the
respiratory ICU that self-care spiritual education led to
increased distress tolerance and reduced maternal
caregiving distress. These researchers recommended its
application for all caregivers. The results of the research
by Lotfi Kashani et al. [42] on mothers of children with
cancer showed that the use of a spiritual course reduced
the distress of the participants, which was consistent with
our study.

Strengths and Limitations

Considering the COVID-19 pandemic and the cultural
and religious context of Iran, conducting research in line
with the religious and spiritual background of nurses is
considered one of the strengths of this study. Among the
limitations of the present study, some nurses did not show
much inclination to participate in the study due to the
conditions of the pandemic. However, by selecting
appropriate timing (early morning) for conducting
educational classes, providing sufficient information, and
answering their questions satisfactorily, they engaged in
the study willingly and consciously.

Conclusion

Ultimately, the results indicated that spiritual self-care
training increases distress tolerance in nurses. Therefore,
implementing this training program and planning to
involve nurses in spiritual activities is beneficial and
effective in promoting their psychological well-being.
Further research is suggested to be conducted on nurses
in other regions of Iran as well as in other countries.
Performing similar research on other healthcare team
members is also recommended.

Acknowledgments

The master's thesis in nursing at Tehran University of
Medical  Sciences, with  the ethics code
IR.-TUMS.MEDICINE.REC.1400.544, served as the
basis for this article. We hereby appreciate Tehran
University of Medical Sciences and all the nurses for their
cooperation in this study.

References

[1] Wilder-Smith A, Freedman DO. Isolation,
quarantine, social distancing and community
containment: pivotal role for old-style public health
measures in the novel coronavirus (2019-nCoV)
outbreak. J Travel Med. 2020; 27(2):taaa020.

[2] Huang C,Wang Y, Li X, RenL, ZhaoJ,Hu Y, etal.
Clinical features of patients infected with 2019 novel
coronavirus in Wuhan, China. Lancet (London,
England). 2020; 395(10223):497-506.

[3] Gorbalenya AE, Baker SC, Baric RS, de Groot RJ,



Archives of Anesthesiology and Critical Care (Summer 2025); 11(3): 380-386.

(4]

[3]

(6]

[7]

(8]

[°]

[10]

[11]

[12]

[13]

[14]

Drosten C, Gulyaeva AA, et al. Severe acute
respiratory  syndrome-related  coronavirus—-the
species and its viruses, a statement of the
coronavirus study group. BioRxiv. 2020.

Arnetz JE, Goetz CM, Arnetz BB, Arble E. Nurse
Reports of Stressful Situations during the COVID-
19 Pandemic: Qualitative Analysis of Survey
Responses. Int J Environ Res Public Health. 2020;
17(21):8126.

Kang L, Ma S, Chen M, Yang J, Wang Y, Li R, et
al. Impact on mental health and perceptions of
psychological care among medical and nursing staff
in Wuhan during the 2019 novel coronavirus disease
outbreak: A cross-sectional study. Brain Behav
Immun. 2020; 87:11-17.

Lai J, Ma S, Wang Y, Cai Z, Hu J, Wei N, et al.
Factors Associated With Mental Health Outcomes
Among Health Care Workers Exposed to
Coronavirus Disease 2019. JAMA Netw Open.
2020; 3(3):e203976.

Varghese A, George G, Kondaguli SV, Naser AY,
Khakha DC, Chatterji R. Decline in the mental
health of nurses across the globe during COVID-19:
A systematic review and meta-analysis. J Glob
Health. 2021; 11:05009.

Azizmohammadi S, Rakebi N, Kamran
Koochesfehani S, Asadi H. Role of self-compassion
and distress tolerance in the social health of female
household heads (Persian). Middle East J Disabil
Stud. 2019; 9:56. Available from:
http://jdisabilstud.org/article-1-1462-en.html
Mohammadipour M, Afzood A, Zolfaghari S,
salmabadi M. The Role of Spiritual Intelligence and
Distress Tolerance on Coronavirus Anxiety in
Students. Health Spiritual Med Ethics. 2021; 8 (2):
95-102

Salari M, Bakraei S, Sharifnejad Nemat Abadi MA,
Aliza-deh N, Mohseni F. [Prediction of coronavirus
anxiety based on anxiety tolerance and cognitive
emotion regulation in em- ployed women (Persian)].
J Appl Fam Ther. 2021; 1(4):38-52.

Mardani Hamooleh M, Iranshahi M, Seyedfatemi N,
Haghani H. An evaluation of moral distress levels
among the nursing staff of Malayer hospitals: A
cross-sectional study. IJME. 2016; 9(2): 42-53.
Available  from: http://ijme.tums.ac.ir/article-1-
5740-fa.html

Sirati Nir M, Karimi L, Khalili R. The Perceived
Stress Level of Health Care and Non-Health Care in
Exposed to COVID-19 Pandemic. 1JPCP. 2020;
26(3):294-305. Available from:
http://ijpcp.iums.ac.ir/article-1-3217-fa.html

Perera CK, Pandey R, Srivastava AK. Role of
religion and spirituality in stress management among
nurses. Psychological Studies. 2018; 63:187-99.
Roberto A, Sellon A, Cherry ST, Hunter-Jones J,
Winslow H. Impact of spirituality on resilience and
coping during the COVID-19 crisis: A mixed-
method approach investigating the impact on

[15]

[16]

[17]

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

385

women. Health Care Women Int. 2020; 41(11-
12):1313-1334.

Jim HS, Pustejovsky JE, Park CL, Danhauer SC,
Sherman AC, Fitchett G, Merluzzi TV, Munoz AR,
George L, Snyder MA, Salsman JM. Religion,
spirituality, and physical health in cancer patients: A
meta-analysis. Cancer. 2015; 121(21):3760-8.
Abdollahzadeh H, shadin N. Effectiveness of
Spiritual Self-Care Training on Nurses' Self-
Compassion and Moral Courage. RBS. 2020; 18
(3):393-402. Available from:
http://rbs.mui.ac.ir/article-1-787-fa.html
Bahramnezhad F, Housini A, Chegini, N, Shiri M. A
Review of the Importance of spiritual Health in the
Care of COVID-19 Patients. Islamic Studies. 2020;
4(2): 15-24.

Talebian F, Amouzad Mahdirejei H, Araghian
Mojarad F, Yaghoubi T. Spiritual health of nurses'
resilience missing link in the Corona pandemic:
Findings of a conceptual review article. Razi J Med
Sci. 2021; 28(5):60- 71.

Hodaei N A, Ahadi B, Farah Bijari A. Relationship
between personality traits and coping styles with
distress tolerance during coronavirus outbreak.
Shenakht Journal of Psychology and Psychiatry.
2022; 8 (6):37-49. Available from:
http://shenakht.muk.ac.ir/article-1-1252-fa.html
Reyhani, T., Sekhavat Pour, Z., Heidarzadeh, M.,
Mousavi, S., Mazloom, S. Investigating the Effects
of Spiritual Self-Care Training on Psychological
Stress of Mothers with Preterm Infants Admitted in
Neonatal Intensive Care Unit. The Iranian Journal of
Obstetrics, Gynecology and Infertility. 2014;
17(97): 18-27.

Ebrahimi Barmi B, Hosseini M, Abdi K, Bakhshi E.
The Relationship of Spiritual Intelligence and
Rehabilitation Staff’s Perceived Stress in Welfare
Organizations Centers in Tehran and Shemiranat:
2017. Archives of Rehabilitation. 2018;19(3):228-
37.

Simons J, Gaher R M. The distress tolerance scale:
Development and validation of a self-report
measure. Motivation and Emotion. 2005; 29(2): 83—
102.

Rezapour Mirsaleh Y, Esmaeelbeigi Mahani M. The
relationship between cognitive flexibility and
distress tolerance by the mediating role of negative
problem orientation in orphans and abandoned
adolescent. Quarterly journal of social work. 2017; 6
3); 22-31. Available from:
http://socialworkmag.ir/article-1-337-en.html
Ahmadi B, Mosadeghrad AM, Karami B.
[Effectiveness of resilience education on quality of
working life among nursing personnel: A
randomized controlled study]. Payesh (Health
Monitor). 2019;18(3):279-89. (Persian)

Kaveh M, Davari-tanha F, Varaei S, Shirali E,
Shokouhi N, Nazemi P, et al. Anxiety levels among
Iranian health care workers during the COVID-19


http://ijme.tums.ac.ir/article-1-5740-fa.html
http://ijme.tums.ac.ir/article-1-5740-fa.html
http://ijpcp.iums.ac.ir/article-1-3217-fa.html
http://rbs.mui.ac.ir/article-1-787-fa.html
http://shenakht.muk.ac.ir/article-1-1252-fa.html
http://socialworkmag.ir/article-1-337-en.html

386

[26]

[27]

[28]

[29]

[30]

[31]

[32]

[33]

[34]

Dehghani Firoozabadi et al.: Spiritual Self-Care Education on the Distress Tolerance

surge: A cross-sectional study. MedRxiv. 2020.
Taghizadeh F, Hassannia L, Moosazadeh M,
Zarghami M, Taghizadeh H, Dooki AF, et al.
Anxiety and depression in health workers and
general population during covid-19 epidemic in
IRAN: A web-based cross-sectional — study.
MedRxiv.2020.

Qi J, Xu J, Li B-Z, Huang J-S, Yang Y, Zhang Z-T,
et al. The evaluation of sleep disturbances for
Chinese frontline medical workers under the
outbreak of COVID-19. Sleep Medicine. 2020; 72:1-
4.

Mirhosseini SH, Nouhi Sh, Janbozorgi M, Mohajer
HA, Naseryfadafan M. [The role of spiritual health
and religious coping in predicting death anxiety
among patients with coro- navirus (Persian)]. Stud
Islam Psychol. 2020; 14(26):29-42. Available from:
http://islamicpsy.rihu.ac.ir/article_1776_en.html
Melnyk BM, Hsieh AP, Tan A, Teall AM, Weberg
D, Jun J, et al. Associations Among Nurses'
Mental/Physical Health, Lifestyle Behaviors, Shift
Length, and Workplace Wellness Support During
COVID-19: Important Implications for Health Care
Systems. Nurs Adm Q. 2022; 46(1):5-18.

Bardeen JR, Fergus TA, Orcutt HK. Examining the
specific dimensions of distress tolerance that
prospectively predict perceived stress. Cogn Behav
Ther. 2017; 46(3):211-23.

Du J, Dong L, Wang T, Yuan C, Fu R, Zhang L, et
al. Psychological symptoms among frontline
healthcare workers during COVID-19 outbreak in
Wuhan. Gen Hosp Psychiatry. 2020: S0163—
8343(20)30045-1.

Allsopp K, Brewin CR, Barrett A, Williams R, Hind
D, Chitsabesan P, et al. Responding to mental health
needs after terror attacks. BMJ. 2019; 366: 14828.
Amin S. The psychology of coronavirus fear: are
healthcare professionals suffering from corona-
phobia? Int J Healthcare Manag. 2020;13(3):249—
56.

Pappa S, Ntella V, Giannakas T, Giannakoulis VG,
Papoutsi E, Katsaounou P. Prevalence of depression,
anxiety, and insomnia among healthcare workers
during the COVID-19 pandemic: a systematic
review and meta-analysis. Brain Behav Immun.
2020; 88:901-7.

[35]

[36]

[37]

[38]

[39]

[40]

[41]

[42]

Le YK, Piedmont RL, Wilkins TA. Spirituality,
religiousness, personality as predictors of stress and
resilience among middle-aged Vietnamese-Born
American Catholics. Mental Health, Religion &
Culture. 2019; 22(7):754-768.

Safouraei Parizi S, Naderi F, Safouraei Pariz MM.
[The moderating role of spiritual intelligence in the
relationship between social support and death
anxiety in Covid-19 pa-tients (Persian)]. Islam
Psychol Res. 2020; 2(2):137-59. Available from:
http://ri.journals.miu.ac.ir/article_5011.html

Liu S, Yang L, Zhang C, Xiang YT, Liu Z, Hu S, et
al. Online mental health services in China during the
COVID-19 outbreak. The lancet Psychiatry. 2020;
7(4): el7-8.

Mahmoodi R, Pourmovahed Z,  Zareei
Mahmoodabadi H, Mahmoudi M R. The Effect of
Educational-Supportive Interventions on Distress
Tolerance of Parents of Premature Infants in
Neonatal Intensive Care Unit. World Journal of Peri
and Neonatology (WJPN), 2022;5(1):17-23.
Baldacchino DR. Teaching on the spiritual
dimension in care to undergraduate nursing students:
the content and teaching methods. Nurse Educ
Today. 2008; 28(5):550-62.

Salamizadeh A, Mirzaei T, Ravari A. The Impact of
Spiritual Care Education on the Self-Efficacy of the
Family Caregivers of Elderly People with
Alzheimer's Disease. Int J Community Based Nurs
Midwifery. 2017; 5(3):231-238.

Ameri Z, Askari P, Heidarei A, Bakhtiarpour S. The
Effectiveness of Spirituality Therapy Training on
Tolerance to Distress and Death Anxiety among
Patients with Leukemia: A Pilot Study. Community
Health Journal. 2021; 8(2):275-287.

Hashemzadeh S, Akhoundzadeh G, Mozaffari A.
The Effect of Spiritual Self-care Training on the
Suffering of Mothers of Newborns Admitted to the
Intensive Care Unit of Sari Hospitals. CMJA. 2020;
10 (3) :284-295.

Lotfi Kashani F, Vaziry Sh, Arjmand S, Mousavi
SM, Hashmyh M. Effectiveness of spiritual
intervention on reducing distress in mothers of
children with cancer, Journal of Medical Ethics,
2012; 6(20): 173-188.


http://islamicpsy.rihu.ac.ir/article_1776_en.html

