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Abstract 
 
Objective: This pilot study aimed to assess the preliminary effectiveness of the IneRISE-IMAN model, 
delivered as Reflective Islamic Spiritual Care Education (RISE), in improving nursing students' spiritual 
care competencies (IMAN) within a Muslim-majority setting. It constitutes Phase III of a three-phase 
research program in which the model was previously content-validated by expert consensus and 
structurally validated using PLS-SEM. 
Methods: A quasi-experimental pilot design was employed, involving a non-randomized control group 
and pre–post testing. Eighty-two undergraduate nursing students were allocated to an intervention or a 
control group; complete pre- and post-test data were available for 81 (intervention n = 42; control n = 
39). The intervention group participated in the IneRISE-IMAN model, which combines a flipped 
classroom with structured reflection and case-based learning in which the learning cases are co-
constructed with students from their own experience of caring for Muslim patients, while the control 
group received traditional instruction. The study assessed outcomes such as knowledge, attitudes, 
skills, and IMAN competencies using validated tools. Analysis used Wilcoxon and Mann–Whitney tests, 
and ANCOVA controlling for pre-test score, age, gender, learning style, self-efficacy, and academic 
resilience. 
Results: The intervention group showed notable improvements in knowledge (p = 0.020), skills (p = 
0.003), attitudes (p = 0.001), and overall competency (p = 0.006), whereas the control group exhibited 
no significant changes (p > 0.05). Between-group comparisons showed that the intervention group 
scored significantly higher on all post-tests (p < 0.001) with a large effect size (r = 0.61). ANCOVA 
confirmed a significant intervention effect after controlling for pre-test score, age, gender, learning style, 
self-efficacy, and academic resilience (F(1, 72) = 26.21, p < 0.001, partial η² = 0.267; adjusted mean 
difference 33.06, 95% CI 20.19 to 45.94). 
Conclusions: These pilot findings suggest that the IneRISE-IMAN model, delivered through RISE, is 
a feasible and culturally appropriate approach to strengthening nursing students' Islamic spiritual care 
competencies. Given the non-randomized design, the modest sample and the baseline differences 
between groups, the results should be read as preliminary and require confirmation in a larger, multi-
site randomized trial. 
 
Trial registration: Thai Clinical Trials Registry TCTR20260922003. 
 
Keywords: IneRISE-IMAN model; pilot study; Islamic spiritual care; nursing education; reflective 
learning; flipped classroom; competency development 
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Introduction 

Spirituality is a key component of holistic healthcare, influencing how individuals cope with 

illness, suffering, and hope. Spiritual distress may involve loss of meaning or disrupted beliefs, 

affecting psychological well-being and outcomes (1). Nurses play a vital role in addressing 

these needs and improving patient satisfaction and resilience. However, spiritual care remains 

inconsistently integrated in practice and education, highlighting the need for targeted 

educational interventions to strengthen students' competencies (2,3). 

Evidence suggests that nursing students and healthcare professionals in regions such as 

Southeast Asia and the Middle East exhibit disparate levels of spiritual care competencies, 

often due to insufficient training and the lack of standardized educational frameworks (3). 

Although Islamic spiritual practices, including prayer facilitation and faith-based support, are 

frequently appreciated by patients, their incorporation into clinical practice remains 

inconsistent, relying on individual initiative rather than structured institutional policies (4,5). 

Furthermore, research investigating Islamic caring behaviors emphasizes the significance of 

culturally and religiously congruent care in enhancing patient satisfaction (6). However, these 

behaviors are not consistently incorporated into formal curricula (5). This disparity 

underscores the need to develop contextually relevant educational frameworks that align with 

Islamic principles while meeting professional nursing standards. 

Systematic reviews and meta-analyses show that simulation-based education improves 

students' understanding of spiritual care and communication skills, while digital interventions 

enhance accessibility and engagement (7,8). Spiritual care education has been delivered 

through reflective, module-based, and flipped classroom approaches (3). However, most 

studies rely on self-assessment without objective evaluation from educators (2,9) and often 

overlook confounding factors such as age, gender, and learning styles, despite evidence that 

learning styles are associated with academic performance (10).  
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Previous studies also failed to incorporate essential religious frameworks relevant to Muslim 

populations, often overlooking their specific cultural and spiritual needs (4). Furthermore, both 

students and educators face challenges in applying theoretical knowledge to clinical practice, 

underscoring the importance of reflective, context-sensitive learning strategies (11,12). 

Reflective and adult-learning approaches can effectively bridge gaps in understanding spiritual 

care (13). By engaging in reflective practice, students critically assess their beliefs and clinical 

experiences, fostering meaningful learning and professional development (14). Analyses of 

reflective practice highlight its importance in enhancing empathy, ethical reasoning, and 

communication skills, which are essential components of effective spiritual care delivery (15). 

Concurrently, adult learning theories grounded in constructivist principles propose that 

learners actively develop knowledge through interaction, reflection, and experiential 

participation, rendering these frameworks highly pertinent to healthcare education (16,17).  

The conceptual framework for Islamic Spiritual Care 

In Muslim-majority settings, integrating reflective and adult learning principles within an Islamic 

context can improve students' ability to combine faith-based values with professional nursing 

skills, thereby promoting culturally appropriate care delivery. 

The conceptual foundation of Islamic spiritual care in this study draws upon both classical and 

contemporary theoretical perspectives that underscore the holistic nature of the human soul. 

Islamic theology conceptualizes the human self as comprising interconnected aspects of 

spiritual awareness, moral conduct, and relational responsibility, as articulated by Al-Ghazali 

and further elucidated in modern scholarship (18,19). These perspectives align closely with 

constructivist learning theories that emphasize active meaning-making and contextual 

understanding (17). Additionally, the person-centered nursing framework emphasizes 

recognizing patients as whole persons, whose physical, emotional, and spiritual needs are 

interconnected parts of quality care (20). Integrating these theoretical perspectives offers a 

comprehensive foundation for designing culturally sensitive and academically rigorous 

spiritual care programs that address both professional and religious dimensions of nursing 

practice. 
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Building on these theoretical and empirical foundations, this study evaluates the IneRISE-

IMAN model (Islamic Nurturing Experience through Reflective-Islamic values embedded, 

Simulated and Engaged learning for Internalization, Meaningful, Active communication and 

Nurturing), delivered to students as Reflective Islamic Spiritual Care Education (RISE) to 

improve nursing students' IMAN competencies. IMAN encompasses four key areas of spiritual 

care skills: Internalization, Meaning, Active communication, and Nurturing. Internalization 

involves integrating spiritual values into students' professional identity and ethics. Meaning 

pertains to students' ability to interpret patients' spiritual experiences while reflecting on their 

own beliefs and roles. Active communication focuses on listening carefully and responding 

appropriately to patients' spiritual needs. Nurturing includes the practical skills necessary for 

providing spiritual care, such as spiritual assessment, formulating spiritual nursing diagnoses, 

planning and executing spiritual interventions, and evaluating patient outcomes.  

The model evaluated here is the product of a three-phase research programme. Phase I 

comprised a needs assessment through a systematic review and a qualitative descriptive 

study. In Phase II the model achieved full expert consensus in a two-round e-Delphi study with 

22 experts, with S-CVI/Ave = 0.94 in Round 1; S-CVI/UA = 1.00 in Round 2 (21), and was then 

validated structurally using PLS-SEM in 122 fifth-semester nursing students, where lecturers 

predicted reflective learning (β = 0.684) and reflective learning in turn predicted competency 

(β = 0.791; f² = 1.673). What remained untested was whether the model, once delivered, 

actually changes student competency. The present study is Phase III of that program and was 

designed as a pilot study: it examines the preliminary effects of the intervention and the 

feasibility of delivering it within an existing palliative nursing course, rather than providing 

definitive evidence of efficacy. A distinctive feature of the model lies in how its case material is 

produced. In conventional case-based learning the lecturer supplies ready-made scenarios 

drawn from their own clinical or supervisory experience. In this model the learning cases are 

instead co-constructed with the students, from their own accounts of caring for or visiting 

Muslim patients with spiritual needs, so that analysis and reflection begin from experience the 

learners have themselves lived rather than from a scenario handed to them. 
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The results aim to provide empirical evidence on the IneRISE-IMAN model's influence on 

students' knowledge, attitudes, and spiritual care competencies. Additionally, they aim to 

inform curriculum development and establish a foundation for a subsequent full-scale, 

adequately powered trial. 

Methods 

Design  

This investigation employed a quasi-experimental pilot design with a non-randomized control 

group to obtain preliminary evidence on the educational methodology. This approach 

facilitates comparisons within authentic educational environments where randomization is 

impractical and enables pre–post test evaluations to assess the implementation of the 

IneRISE-IMAN model, delivered as Reflective Islamic Spiritual Care Education (RISE). In this 

framework, participants were allocated to intervention and control groups without 

randomization, while efforts were made to ensure comparable characteristics across groups. 

Pre- and post-test assessments were conducted to measure changes in students' 

competencies following the educational intervention. 

Participants and setting 

The participants in this study were undergraduate nursing students enrolled in a Bachelor of 

Nursing program. The study was conducted in the Nursing Department of Universitas Bhakti 

Kencana, Bandung, West Java, Indonesia. This site was selected because the majority of its 

students are Muslim, the study program holds national accreditation of at least Good, and its 

students had already undertaken basic clinical practice in hospital during their second 

semester. Testing the model at an institution other than the one at which it was developed, 

and other than the researchers' primary workplace, was intended both to reduce bias arising 

from the researchers' familiarity with the setting and to give an initial indication of the model's 

transferability. Palliative nursing was chosen as the host course because it presents the most 

concrete spiritual needs for students to learn from. Participants were selected from fifth-

semester students, as they were considered to have completed foundational nursing courses 
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such as medical-surgical, maternity, and mental health nursing, enabling them to understand 

the clinical relevance of spiritual care concepts. 

Participants were recruited using purposive sampling. Inclusion criteria included 

undergraduate nursing students who were academically active, enrolled in at least the fifth 

semester, and willing to participate throughout the Islamic spiritual care learning process. 

Students who were on academic leave, below the fifth semester, or experiencing illness during 

the study period were excluded. 

The sample size was determined based on the effect size reported in a meta-analysis of 

flipped classroom interventions (effect size = 0.68; 95% CI = 0.43–0.92) (22) with 80% 

statistical power. The calculation indicated a minimum of 37 participants per group. To account 

for potential dropout, an additional 10% was added, resulting in a total sample of 82 

participants across both intervention and control groups. Eighty-two students consented and 

were enrolled. One student was subsequently excluded because of infrequent class 

attendance, which meant that the learning sessions were not completed and no post-test data 

were obtained. Complete pre- and post-test data were therefore available for 81 participants 

(intervention n = 42; control n = 39), and all analyses were conducted on this per-protocol 

sample. 

Research Instruments 

Several instruments were used to assess learning outcomes and competencies in Islamic 

spiritual care. These instruments were deliberately combined as a measurement triangulation 

strategy to offset the known weakness of perception-based assessment. Competency was 

therefore assessed simultaneously in three domains: knowledge through a written test, 

attitude through structured observation during the learning process, and skills through 

observed performance in a structured practical examination. Within this framework the self-

assessed IMAN-Scale is treated as participant perception data, while the determination of the 

model's effectiveness rests on the objective data from the written test and the performance 

observation. With the single exception of the DOPS assessment method on which the skills 

rating form is based, none of the instruments used in this study has been published elsewhere; 
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all were developed by the research team for this research programme. English-language 

versions of every instrument, together with its instructions, scoring rules and provenance, are 

provided in Additional file 1 (sections S1 to S8). 

IMAN Scale 

The IMAN Scale was used to measure students' competencies in providing Islamic spiritual 

care. The scale was developed for the present research programme and has not been 

published elsewhere; its item content was informed by the established spiritual care 

competency frameworks cited below, and the full English version, with its instructions and 

scoring rules, is provided in Additional file 1 (S1). The instrument was developed by the 

research team from the sub-element definitions that achieved expert consensus in the Phase 

II e-Delphi study (23,24), and comprises 46 items across four domains: Internalization (items 

1-20), Meaning and Active Communication (items 21-27 and 37-46), and Nurturing (items 28-

36). Each item was rated on a five-point Likert scale ranging from strongly disagree (1) to 

strongly agree (5). The instrument demonstrated high internal consistency with a Cronbach's 

alpha of 0.92.  With a five-point response scale the theoretical score range is 46-230, 

categorised as not competent (46-92), fairly competent (93-138), competent (139-184) and 

highly competent (185-230). Internal consistency in the present sample was Cronbach's alpha 

= 0.963. 

Content validity was established in the Phase II e-Delphi study, in which a panel of 22 experts 

- nursing lecturers, clinical nurses, hospital chaplains and final-year nursing students, 

including one international panellist - rated all model elements and sub-elements. The panel 

achieved S-CVI/Ave = 0.94 in Round 1 and universal agreement (S-CVI/UA = 1.00) in Round 

2. The instrument was subsequently pilot-tested for clarity and internal consistency with 30 

nursing students of similar characteristics, and its construct validity was established in the 

Phase II structural validation study of 122 fifth-semester students using PLS-SEM. 

In addition to self-assessment instruments, trained facilitators conducted objective 

assessments of students' knowledge, attitudes, and skills to enhance measurement 

objectivity. 
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Knowledge Questionnaire 

Students’ knowledge was assessed using a structured 30-item multiple-choice questionnaire 

developed by the research team for this study and not published elsewhere. The items were 

developed to evaluate higher-order cognitive abilities at the C4 (analysis) level of the revised 

Bloom's taxonomy. The questionnaire assessed students' comprehension of Islamic spiritual 

care concepts and their practical application in clinical settings. Items were crafted to measure 

students' capacity to analyze patient situations and to assess appropriate spiritual care 

interventions. Each correct response was awarded one point and incorrect responses zero; 

raw scores were converted to a 0-100 scale and classified as very good (80-100), good (70-

79), adequate (60-69), poor (50-59), and very poor (0-49). The full English version of the 

questionnaire is provided in Additional file 1 (S2); the answer key is not reproduced there to 

allow the item bank to continue to be used for assessment and is available from the 

corresponding author upon reasonable request. The knowledge assessment was conducted 

both prior to (pre-test) and following (post-test) the intervention to evaluate the impact on 

students' learning outcomes. 

Psychomotor Skills Assessment Using DOPS 

Students' psychomotor skills were assessed through performance-based evaluation using the 

Direct Observation of Procedural Skills (DOPS) instrument (25). The assessment focused on 

students' ability to conduct spiritual assessments and demonstrate therapeutic communication 

skills during simulated patient interactions. The final practical examination was conducted with 

simulated patients as a structured examination with uniform tasks, timing, and scoring rubric 

for all participants, and was therefore equivalent in principle to an Objective Structured Clinical 

Examination (OSCE). Two assessors independently rated each student using a structured 

observation sheet aligned with nursing intervention standards. DOPS is an established 

workplace-based assessment method, as cited above. The content-specific rating form used 

here was constructed by the research team for this study so that the observed aspects 

corresponded to the spiritual assessment and therapeutic communication tasks taught in the 

intervention, and that form has not been published elsewhere. Each of its ten aspects was 



9 
 

rated from 1 (not adequate) to 4 (very good). Rubric calibration was conducted prior to 

assessment, and inter-rater agreement was evaluated as part of measurement quality control 

(ICC = 0.83). The full English version of the rating form is provided in Additional file 1 (S3). 

Attitude Assessment 

Students' attitudes toward Islamic spiritual care were assessed through structured classroom 

observation. Observations were conducted during case discussions, case presentations, and 

role-play activities. The observation focused on students' engagement, responsiveness, 

collaboration, and respect for patients' spiritual needs during simulated learning situations. 

Attitude was rated independently by two assessors using the same structured observation 

sheet across both theoretical and practical sessions. The three observation sheets used for 

case presentation, group discussion, and role play were developed by the research team for 

this study and have not been published elsewhere; their English versions, with the weighting 

applied to each aspect and the rating scale, are provided in Additional file 1 (S4). 

Covariate instruments. All four covariate instruments were developed by the research team 

for this study, and none has been published elsewhere; their English versions are provided in 

Additional file 1 (S5 to S8). Self-efficacy was measured with a 20-item questionnaire written 

to cover Bandura's three dimensions of self-efficacy (magnitude, strength, generality; five-

point Likert scale) (44). Academic resilience was measured using a 27-item instrument 

covering four domains: adaptation, tenacity, adversity intelligence, and problem-solving (four-

point Likert scale; Cronbach's alpha = 0.784). Learning style was identified with a 10-item 

questionnaire based on the four modality categories of the VARK model (45), which is not the 

proprietary VARK instrument, and students were classified as unimodal, bimodal, or 

multimodal. Consistent with the Round 2 Delphi decision, in which learning style was 

reconceptualized as a pedagogical consideration rather than a student entry criterion, these 

three variables, together with age and gender, were measured at pre-test, not as outcomes 

but as covariates to be controlled in the analysis of covariance, in order to test whether any 

difference between groups persisted once students' personal attributes were held constant. 

Reflective thinking was additionally assessed using a 20-item instrument developed for this 
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study to cover the six reflective domains of Gibbs' reflective cycle (46) (Cronbach's alpha = 

0.974); it is distinct from the seven-stage TAFAKUR cycle taught in the intervention. 

Data Collection 

Data collection was conducted in three sequential stages: pre-test, intervention, and post-test. 

Pre-Test 

Baseline measurements were taken before implementing the learning model. All participants 

in both intervention and control groups completed pre-test assessments measuring knowledge 

and Islamic spiritual care competencies. Data collection was conducted using online 

questionnaires distributed via Google Forms in classroom settings, with completion times of 

approximately 20 to 30 minutes.  

Intervention Phase 

During the intervention phase, the intervention group participated in the IneRISE-IMAN 

learning model, which was integrated into the palliative nursing curriculum. The control group 

persisted with standard learning activities without incorporating reflective learning. For the 

control group, Islamic spiritual care content was provided only as PowerPoint presentations, 

accompanied by a skills checklist, without reflective learning or a flipped-classroom structure. 

Facilitators were palliative nursing lecturers with at least three years of teaching experience. 

Before implementation, they participated in three perception-alignment sessions and were 

briefed on the facilitator guide in the research protocol, which specified their roles at each 

stage of the model. Throughout delivery, the researchers observed the sessions to verify that 

the intervention was implemented in accordance with the protocol see Table 1.  

Table 1 Intervention Procedures 

Session Focus of 
Intervention 

Time 
(Week) 

Learning 
Strategy 

Learning 
Objectives / 

Expected 
Outcomes 

Evaluation 

I Fundamentals of 
spirituality and 
Islamic spiritual 
care; human nature 
(Al-Ghazali) 

2 × 50 
min 
(Week 
6) 

Asynchronous 
pre-class 
(flipped 
classroom: E-
module, video) 

Students 
understand core 
concepts of 
spirituality and 
Islamic 
perspectives of 
human nature 

Quiz 
(knowledge 
assessment) 
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Session Focus of 
Intervention 

Time 
(Week) 

Learning 
Strategy 

Learning 
Objectives / 

Expected 
Outcomes 

Evaluation 

II Fiqh and philosophy 
of worship during 
illness; spiritual 
needs of Muslim 
patients 

2 × 50 
min 
(Week 
7) 

Asynchronous 
pre-class 
(flipped 
classroom) 

Students identify 
spiritual needs and 
apply Islamic 
principles in illness 
contexts 

Quiz 
(knowledge 
assessment) 

III Nursing process in 
Islamic spiritual 
care and Islamic 
caring 

100 min 
(Week 
8) 

Asynchronous 
pre-class 
(flipped 
classroom) 

Students explain 
and prepare 
nursing care plans, 
integrating Islamic 
spiritual care 

Quiz 
(knowledge 
assessment) 

IV Reflective 
discussion and 
spiritual 
assessment in 
palliative cases 

100 min 
(Week 
9) 

Face-to-face 
(role play + 
guided 
reflection) 

Students 
demonstrate 
spiritual 
assessment skills 
and reflective 
thinking in clinical 
scenarios 

Practical 
exam (skills & 
reflection) 

V Communication and 
guidance of 
worship; debriefing 

100 min 
(Week 
10) 

Face-to-face 
(role play + 
debriefing) 

Students 
demonstrate 
therapeutic 
communication 
and spiritual 
guidance skills 

Practical 
exam 

VI–VII Simulation of 
Islamic spiritual 
care integrated with 
evidence-based 
and complementary 
therapy (SEFT) 

100 min 
(Week 
11) 

Face-to-face 
(Project-Based 
Learning) 

Students integrate 
knowledge, skills, 
and reflective 
thinking in 
simulated practice 

Practical 
exam 

VIII Case-based 
learning, group 
presentation, and 
documentation of 
care 

100 min 
(Week 
12) 

Face-to-face 
(case 
presentation) 

Students 
synthesize and 
present 
comprehensive 
Islamic spiritual 
nursing care 

Practical 
exam 

IX Post-test 50 min 
(Week 
13) 

Face-to-face Evaluate changes 
in knowledge and 
reflective thinking 
after intervention 

Written test 

X Final practical 
examination 

120 min Face-to-face Evaluate 
competency in 
delivering Islamic 
spiritual care 

Objective 
structured 
practical 
exam 

 

Intervention Characteristics 

The intervention was delivered as Islamic Experiential Case-Based Learning (IE-CBL) within 

a flipped-classroom structure and unfolded in five sequential stages. In Stage 1 (pre-class), 

students completed an open-ended reflection form and a structured experiential interview 

about a real experience of caring for or visiting a Muslim patient with spiritual needs. In Stage 
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2 (pre-class), those narratives were used to construct the learning cases, so that the scenarios 

were built with the students from their own experience rather than being supplied ready-made 

by the lecturer. Stage 3 (in class) consisted of case discussion and analysis grounded in 

Islamic values. In Stage 4 (in class), students synthesized their analysis into an Islamic 

Spiritual Care Plan that specified assessment findings, a spiritual nursing diagnosis, planned 

interventions, the Qur'anic or juridical basis for each intervention, and evaluation criteria. 

Stage 5 (post-class) was structured reflection and transformative evaluation. 

Reflection in Stage 5 followed the TAFAKUR cycle, a seven-stage reflective process 

developed in Phase II by modifying the Gibbs reflective cycle and integrating it with Islamic 

contemplative practice. Tafakur denotes deep, purposeful contemplation undertaken as an act 

of devotion, and the acronym names its stages: Trigger (the experience that invites reflection), 

Amati / observe (non-judgemental description), Fahami / understand (connecting the 

experience to the patient's spiritual needs and to Islamic values), Analisis / analyse (critical 

evaluation of what worked and why), Kembangkan / synthesise (developing a contextual 

spiritual care plan), Ubah / transform (enacting change in practice), and Renew (renewal of 

spiritual commitment). Each stage was supported by guiding questions and recorded in a 

reflective journal. This pedagogical cycle is distinct from the reflective thinking questionnaire 

used for measurement, which captures six reflective domains; the seven-stage cycle 

describes how reflection was taught, and the six domains describe how reflective thinking was 

scored. Asynchronous learning was supported by interactive e-modules, videos, reflection 

cards, and the Google Classroom learning management system, while synchronous sessions 

used role-play, simulation, case discussions, and debriefing. 

Post-Test 

Post-test assessments were conducted after the learning sessions, using the same 

instruments administered during the pre-test phase to evaluate changes in competencies and 

learning outcomes. 
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Data Analysis 

Univariate Analysis in the Quasi-Experimental Study 

Univariate data analysis was conducted to describe the demographic characteristics and 

study variables. The statistical measures employed included the mean, standard deviation, 

minimum and maximum values, and frequency distributions and percentages. 

Bivariate Analysis in the Quasi-Experimental Study 

Prior to conducting bivariate analysis, the normality of the data was assessed using the 

Kolmogorov–Smirnov test. Data were considered normally distributed if the p-value was ≥ 

0.05. If the normality test indicated non-normal distribution (p ≤ 0.05), non-parametric 

statistical tests were applied. The Mann–Whitney test was used to examine differences in 

mean scores between groups, and the Wilcoxon signed-rank test was used to assess 

differences within groups. 

To further examine the intervention's effectiveness while controlling for potential confounding 

variables, an analysis of covariance (ANCOVA) was conducted. The post-test competency 

score was treated as the dependent variable, with group (intervention vs. control) as the fixed 

factor. Pre-test scores, age, gender, learning style, self-efficacy, and academic resilience were 

included as covariates. The use of ANCOVA alongside non-parametric tests requires 

comment. The Kolmogorov-Smirnov test indicated that the raw data were not normally 

distributed, so simple mean comparisons were conducted non-parametrically. The normality 

assumption in ANCOVA, however, applies to the model residuals once covariates are taken 

into account rather than to the raw data, and the F test is robust to departures from normality 

provided variances are homogeneous. All ANCOVA assumptions were therefore checked 

before interpretation: normality of standardized residuals, homogeneity of error variance 

(Levene's test), and homogeneity of regression slopes. The two analyses serve 

complementary purposes and do not substitute for one another. Statistical significance was 

set at p < 0.05, and effect size was reported using partial eta squared (η²). 
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Results 

Participant Characteristics 

The characteristics of participants in both the intervention and control groups were similar, as 

presented in Table 2. Most respondents in both groups were female and aged 20-21 years. 

Regarding learning styles, the majority of students in both groups were classified as unimodal 

learners. However, some differences emerged in dominant learning styles: the intervention 

group had a higher percentage of students with combined and read/write preferences, 

whereas the control group was predominantly kinesthetic. The two groups were therefore 

comparable in demographic and learning characteristics. Baseline outcome scores, however, 

were not equivalent: the intervention group scored higher than the control group at pre-test on 

knowledge (81.36 vs 72.67) and on overall competency (190.38 vs 173.38), and all between-

group analyses were consequently adjusted for pre-test scores. 

Table 2 Participants Characteristics 

Characteristics Category Intervention  
(n = 42) n (%) 

Control  
(n = 39) n (%) 

Gender Male 5 (11.9) 4 (10.3) 

Female 37 (88.1) 35 (89.7) 

Age (years) 19 0 (0) 5 (12.8) 

20 22 (52.4) 21 (53.8) 

21 18 (42.9) 11 (28.2) 

22 2 (4.8) 1 (2.6) 

23 0 (0) 1 (2.6) 

Learning Style Unimodal 28 (66.7) 30 (76.9) 

Bimodal 13 (31.0) 8 (20.5) 

Multimodal 1 (2.4) 1 (2.6) 

 

Control Group 

As shown in Table 3, there were no statistically significant differences between pre-test and 

post-test scores across all variables in the control group, including knowledge, skills, attitudes, 

and competency in providing Islamic spiritual care (p > 0.05). These findings suggest that 

conventional learning methods without the structured intervention did not significantly impact 

students' learning outcomes. 
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Table 3 Within-Group Comparison of Pre-test and Post-test Scores in  
The Control Group 

 

Variable Measurement Mean SD Min–Max p-value 

Knowledge Pre-test 72.67 9.89 60–98 0.656* 

Post-test 73.59 11.03 55–97 

Skills Pre-test 37.64 5.63 28–50 0.384* 

Post-test 36.23 5.72 21–49 

Attitude Pre-test 37.00 4.85 30–48 0.643* 

Post-test 36.26 5.92 23–50 

Competency Pre-test 173.38 21.66 140–230 0.746** 

Post-test 171.69 25.40 118–231 
*Wilcoxon signed-rank test   **Paired t-test 

 

The intervention group showed notable improvements across all assessed parameters (see 

Table 4). Statistically significant improvements were recorded in knowledge (p = 0.020), skills 

(p = 0.003), attitudes (p = 0.001), and overall competency (p = 0.006). The post-test scores 

consistently exceeded the pre-test scores, demonstrating that the learning model employed 

effectively enhanced students' competencies in Islamic spiritual care. 

Table 4 Within-Group Comparison of Pre-test and Post-test Scores in  
The Intervention Group 

 

Variable Measurement Mean SD Min–Max p-value 

Knowledge Pre-test 81.36 10.68 60–100 0.020* 

Post-test 87.40 13.21 56–100 

Skills Pre-test 39.93 5.43 29–50 0.003* 

Post-test 43.93 5.92 32–50 

Attitude Pre-test 40.95 5.82 30–50 0.001* 

Post-test 45.48 5.20 33–50 

Competency Pre-test 190.38 24.34 141–235 0.006* 

Post-test 207.31 26.95 150–235 
*Wilcoxon signed-rank test 

Between-Group Differences 

Post-test scores differed significantly between the groups on every measure (Table 5). The 

intervention group scored higher than the control group on knowledge (87.40 vs 73.59), skills 

(73.21 vs 34.00), attitude (45.48 vs 36.26) and overall competency (207.31 vs 171.69), all p < 

0.001 by the Mann-Whitney test. Effect sizes derived from the Mann-Whitney Z statistics (r = 

Z/N^0.5, N = 81) were large for observed skills (Z = -5.702, r = 0.63) and for attitude (Z = -

5.661, r = 0.63), and moderate to large for knowledge (Z = -4.585, r = 0.51); for overall 
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competency r = 0.61. All are large effects by Cohen's criteria except knowledge, which is 

moderate to large. The difference was most pronounced for observed skills, where the 

intervention group scored more than twice the control group mean; inter-rater agreement for 

the observation sheet was good (ICC = 0.83). 

Table 5 Between-Group Comparison of Post-test Scores (N = 81) 
 

Variable Group Mean (SD) Median Min-Max p-value 

Knowledge Intervention 87.40 (13.21) 90.00 56-100 <0.001 

Control 73.59 (11.03) 77.00 55-97 

Skills Intervention 73.21 (8.54) 73.00 55-93.33 <0.001 

Control 34.00 (15.68) 36.67 8.33-59.17 

Attitude Intervention 45.48 (5.20) 48.00 33-50 <0.001 

Control 36.26 (5.92) 38.00 23-50 

Competency Intervention 207.31 
(26.95) 

210.00 150-235 <0.001 

Control 171.69 
(25.40) 

182.00 118-231 

 
In summary, the findings indicate that the Islamic spiritual care learning model, which 

incorporates reflective learning and a flipped-classroom methodology, is effective in enhancing 

nursing students' knowledge, attitudes, skills, and overall competence. The lack of significant 

changes in the control group further supports the conclusion that the observed enhancements 

are attributable to the intervention. 

 
Table 6 ANCOVA Results for Post-test Competency Scores, Controlling for Covariates 

Source df F p-value Partial η² 
Corrected model 8 6.25 <0.001 0.410 

Group 1 26.21 <0.001 0.267 

Pre-test 1 5.04 0.028 0.065 

Learning style 2 0.95 0.393 0.026 

Gender 1 0.01 0.935 0.000 

Age 1 2.37 0.128 0.032 

Self-efficacy 1 1.58 0.213 0.021 

Academic resilience 1 0.89 0.349 0.012 
Note. R² = 0.410 (adjusted R² = 0.344). Levene's test F(8, 72) = 0.747, p = 0.650; 
homogeneity of regression slopes: group x pre-test F(1, 71) = 0.027, p = 0.869. 
 

All ANCOVA assumptions were satisfied before interpretation. Standardised residuals were 

normally distributed (Shapiro-Wilk W = 0.970, p = 0.054; Kolmogorov-Smirnov with Lilliefors 

correction p = 0.200), error variances were homogeneous (Levene's F(8, 72) = 0.747, p = 
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0.650), and the assumption of homogeneity of regression slopes held, with a non-significant 

group-by-pre-test interaction (F(1, 71) = 0.027, p = 0.869). 

The overall model was significant (F(8, 72) = 6.25, p < 0.001, R² = 0.410; adjusted R² = 0.344). 

After controlling for pre-test score, age, gender, learning style, self-efficacy and academic 

resilience, competency differed significantly between the groups (F(1, 72) = 26.21, p < 0.001, 

partial η² = 0.267), a large effect. The pre-test score was also a significant covariate (F(1, 72) 

= 5.04, p = 0.028, partial η² = 0.065), as expected in a pre-post design, whereas learning style, 

gender, age, self-efficacy, and academic resilience were all non-significant (p > 0.05). 

Estimated marginal means confirmed the difference: 206.51 (SE = 8.11) in the intervention 

group versus 173.44 (SE = 8.42) in the control group, an adjusted difference of 33.06 points 

(95% CI 20.19 to 45.94; p < 0.001). The improvement in IMAN competency is therefore 

attributable to the intervention rather than to demographic or learner characteristics (Table 6). 

 

Discussion 

This pilot study aimed to examine the preliminary effectiveness of the IneRISE-IMAN model, 

delivered as Reflective Islamic Spiritual Care Education (RISE), in enhancing nursing 

students' spiritual care competencies (IMAN) in a Muslim-majority setting. The findings 

indicate that the model improved students' knowledge, attitudes, skills, and overall 

competence, with a moderate-to-large effect size. This study provides empirical evidence that 

a structured educational model such as IneRISE-IMAN can address this gap. 

The lack of significant improvements in the control group reinforces prior concerns that 

conventional approaches, primarily passive content delivery, fall short of developing spiritual 

care competencies (2,3). In contrast, the significant improvements observed in the intervention 

group demonstrate that competency development requires intentional, structured, and 

pedagogically grounded interventions, rather than fragmented or incidental exposure. 

The findings of this study differ from previous research, suggesting that learning styles may 

influence students' academic performance (26,27). In contrast, within the context of Islamic 
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spiritual care education in this study, learning styles did not significantly affect students' 

competencies in providing spiritual care. Instead, the results indicate that competency 

development was directly influenced by the IneRISE-IMAN intervention, which appears to 

have effectively facilitated learning across diverse learner characteristics. This convergence 

runs across the whole research program: learning style was reconceptualized in the Phase II 

Delphi as a pedagogical consideration rather than a student entry criterion, the Phase II 

structural model found that student attributes did not form a coherent predictive construct, and 

the present pilot found no covariate effect of learning style, age or gender. Taken together, 

the three studies indicate that competency develops through the learning process rather than 

from entry characteristics. 

Similarly, neither age nor gender affected students' IMAN competencies. This observation 

contrasts with earlier research indicating that spirituality might manifest variably among 

different age groups and genders; however, the fundamental essence of spirituality remains 

unchanged, potentially accounting for the lack of variation in competency results (28). 

Importantly, this study demonstrates that learning design matters: not only what is 

taught, but also how it is delivered, determines whether students can translate 

knowledge into practice. By integrating flipped classroom strategies with experiential 

learning activities such as role-play, simulation, and case-based discussions, students 

were able to apply theoretical concepts in realistic clinical scenarios (29–31). This 

supports previous findings that simulation-based and experiential learning enhance 

competency acquisition in spiritual care (7,32,33). 

The Role of Reflection in Addressing Deep Learning Needs 

The findings of this study highlight that reflective learning within the IneRISE-IMAN model 

plays a critical role in facilitating deep learning processes, particularly through the structured 

use of Gibbs' Reflective Cycle. Reflective learning has been widely recognized as an essential 

pedagogical approach in nursing education, enabling students to critically analyze 

experiences, integrate knowledge, and develop professional competence (34,35). 
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In this study, reflection was not conducted as a superficial activity but followed a systematic 

cycle adapted from Gibbs' model, which includes description, feelings, evaluation, analysis, 

conclusion, and action plan (35). The six domains named here are those used to measure 

reflective thinking; the reflective process actually taught in the intervention was the seven-

stage TAFAKUR cycle described in the Methods, in which the Gibbs sequence is extended by 

stages of understanding spiritual meaning, transforming practice and renewing spiritual 

commitment, so that reflection is undertaken as an act of devotion coupled with muhasabah 

and carries a transcendental as well as a professional orientation. This structured approach 

allows students to move beyond descriptive reflection toward deeper levels of critical thinking 

and meaning-making (36,37). Previous studies have shown that reflective writing and guided 

reflection based on structured models enhance students' learning engagement and promote 

a deeper understanding of clinical experiences (38,39). 

Within the context of Islamic spiritual care, Gibbs' reflective cycle was integrated with specific 

learning content, including spiritual assessment, fiqh (Islamic ethics) in illness, guidance on 

worship, and Islamic caring practices. For example, during the description phase, students 

reflected on their experiences providing spiritual care during simulations or role-play. In the 

feelings and evaluation stages, they explored their emotional responses and identified 

challenges in addressing patients' spiritual needs. The analysis phase enabled students to 

connect these experiences with Islamic concepts of spirituality, illness, and care, as outlined 

in Islamic theology (18,19). 

Furthermore, the conclusion and action plan stages encouraged students to identify areas for 

improvement and develop strategies for future practice, such as enhancing communication in 

guiding patients' worship or applying Islamic principles more effectively in clinical situations. 

This process supports the development of IMAN competencies, particularly in terms of 

internalization and meaning-making, by linking personal reflection to religious values and 

professional responsibilities. 

Importantly, the use of Gibbs' cycle transforms reflection into a deep learning mechanism, 

enabling students to actively construct knowledge, evaluate their practice, and integrate the 
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cognitive, emotional, and spiritual dimensions of care. This aligns with evidence suggesting 

that structured reflective models are more effective than unstructured reflection in promoting 

critical thinking and professional growth (35). 

Integrating Digital and Adult Learning Approaches 

The introduction also highlighted the potential of digital and adult learning approaches in 

enhancing spiritual care education (40,41). The findings of this study confirm that integrating 

digital tools (e-modules, online platforms) with active learning strategies enhances student 

engagement and learning outcomes. 

This is consistent with recent evidence that digital interventions improve accessibility, flexibility, 

and effectiveness in nursing education (42). Furthermore, the IneRISE-IMAN model aligns 

with adult learning theories, which emphasize self-directed learning, active participation, and 

experiential engagement (16,17). Thus, the IneRISE-IMAN model represents not only a 

content innovation but also a pedagogical innovation, combining reflective, digital, and 

experiential learning into a cohesive framework. 

Enhancing IMAN Competencies as a Holistic Outcome 

The improvements observed across knowledge, attitudes, skills, and overall competency 

indicate that the IneRISE-IMAN model enhances IMAN competencies as a holistic construct. 

Unlike traditional models that emphasize technical skills, the IMAN framework integrates 

internalization, meaning, active communication, and nurturing care. Internalization refers to 

the integration of spiritual values into professional identity; meaning involves interpreting 

patients' spiritual experiences while reflecting on one's own beliefs; active communication 

emphasizes attentive and appropriate responses to patients' spiritual needs; and nurturing 

encompasses practical competencies, including spiritual assessment, diagnosis, intervention, 

and evaluation. 

Together, these domains integrate both internal dimensions (values and meaning) and 

external dimensions (communication and care delivery), providing a comprehensive 

framework for developing spiritual care competency. This aligns with person-centered nursing 

theory, which emphasizes holistic care addressing physical, emotional, and spiritual needs 
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(20). This holistic improvement is particularly relevant in palliative care settings, where spiritual 

suffering significantly impacts patient well-being (1). 

Contribution to Knowledge and Practice 

This study makes several important contributions. First, it provides empirical evidence 

addressing the gap in structured spiritual care education. Second, it introduces the IneRISE-

IMAN model as a culturally grounded and pedagogically robust framework. Third, it 

demonstrates that integrating reflective and flipped learning strategies can yield substantial 

and meaningful educational effects. Fourth, it introduces a case-based method in which the 

learning cases are co-constructed with students from their own experiential accounts rather 

than supplied by the lecturer. This inverts the usual direction of case-based learning: the case 

is not a vehicle for delivering the lecturer's expertise but a record of the learner's own 

encounter, which is then analyzed against Islamic values and professional standards. 

Because reflection in the TAFAKUR cycle begins with a triggering experience, co-construction 

ensures that the trigger is authentic rather than hypothetical and offers a practical answer to 

the widely reported difficulty in the literature of connecting theoretical spiritual care content to 

clinical reality. Fifth, it completes a three-phase development pathway in which one model has 

been content-validated by expert consensus, validated structurally, and now pilot-tested in 

delivery, offering a replicable template for developing faith-based educational models in 

nursing. 

These findings support calls for the systematic integration of spirituality into nursing curricula 

(3,21,43) and highlight the importance of aligning educational interventions with cultural and 

religious contexts. 

Limitations and Future Directions 

As a pilot study, this research was designed to generate preliminary evidence and to test the 

feasibility of delivering the model within an existing course, rather than to establish definitive 

efficacy; several limitations follow from that design. The quasi-experimental design without 

randomization limits causal inference, and the two groups were not equivalent at baseline on 

the outcome measures; although pre-test scores were entered as a covariate, residual 
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confounding cannot be excluded. The study was conducted in a single institution with a 

modest sample, which restricts generalisability and limits the power to detect covariate effects. 

Outcomes were assessed immediately after the intervention, so the persistence of the 

observed gains is unknown. Finally, although reflective learning is the theorised core 

mechanism of the model and was assessed during the program, it was not analyzed here as 

an outcome or as a mediator. 

Building on this pilot, a full-scale, adequately powered, and preferably randomized multi-center 

trial is warranted. Such a trial should incorporate reflective learning as a measured mediator 

to experimentally test the pathway identified in the Phase II structural model, extend follow-up 

to assess the sustainability of IMAN competencies, and examine transfer to clinical practice 

and patient outcomes. 
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