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 Abstract
Caring for critically ill patients may have a negative impact on nurses’ professional quality of life (ProQOL), including 
their compassion satisfaction (CS), burnout (BO), and secondary traumatic stress (STS), leading to nurses’ turnover 
and concerns about the quality of care provided. Spiritual intelligence (SI) has been considered an important quality 
in most professions in recent years, but there is limited research on its role in contributing to the ProQOL of nurses. 
Therefore, it is crucial to understand the role of SI and its relationship with professional nurses’ ProQOL. This study 
aimed to determine the level of SI and ProQOL among critical care nurses in private hospitals. Followed by examining 
the relationship between SI and demographic data towards the dimension of ProQOL. A multisite study using a 
cross-sectional design was conducted on 136 nurses working at three private hospitals in Malaysia from March 
2021 to March 2022 via an online survey. Data was gathered using the Spiritual Intelligence Self-Report Inventory 
(SISRI-24) and the Professional Quality of Life Version 5 (ProQOL-5), and descriptive and multivariate analyses were 
run using SPSS. SI among nurses was found at moderate to high levels of (61.30 ± 12.95), and the majority nurses 
had a moderate level of CS (72.1%), BO (77.2%), and STS (75.0%). In regression, there was a statistically significant 
relationship between SI toward CS (β = 0.61, t = 9.79, p < 0.01) and BO (β = -0.31, t = -4.19, p < 0.01), suggesting 
that CS levels were significantly higher with increasing SI levels, and BO levels significantly reduced with increasing 
SI levels. Also, female nurses are predicted to have a higher level of BO than male nurses (β = 0.20, t = 2.77, p = 
0.01). The study’s results suggested that a holistic strategic approach is needed to improve CS and mitigate the 
negative component of ProQOL (BO and STS) by utilizing SI. It is hoped that nursing education institutes and hospital 
organizations can contribute to cultivating SI among nurses with extra consideration given to female nurses.
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Introduction
Caring is a multifaceted part of nursing practice and 
crucial to nurses in their personal and professional lives 
(1). The quality an individual perceives about their work 
when caring for those who have experienced traumatic 
events is called professional quality of life (ProQOL), which 
influences their work-life’s positive and negative aspects 
(2). The ProQOL was officially introduced by Stamm in 2010 
and refer to as a psychological phenomenon that consists 
of compassion satisfaction (CS) and compassion fatigue (CF) 
(3). CS in nursing refers to the gratifying and fulfilling feeling 
that one experiences from providing care to patient, while 
CF is defined as a state of diminished ability to provide care 
due to constant exposure to the distress and traumatic 
experiences of patients, which can be subdivided into 

burnout (BO) and secondary traumatic stress (STS) (3-5). 
Many high-income countries have recognized the negative 
consequences of poor ProQOL, including decreasing CS 
levels and increasing CF levels, which impacts nurses more 
than other health workers (6). The overall mean scores for 
CS, BO, and STS from 79 studies involving 28,509 nurses 
from 11 countries worldwide were 33.12, 26.64, and 25.24, 
respectively, with the Americas and Europe having the 
highest CS and lowest CF, while the Asian region had the 
lowest CS and highest CF symptoms (7). From 2010 to 2019, 
there was a gradual increase in CF among nurses, with the 
highest levels of symptoms observed in those working in 
the critical care unit (7). Studies have shown that critical 
care nurses have a higher incidence of CF compared to 
nurses working in areas where they are less exposed to 
dying and death, with rates exceeding 50 percent (8, 9). 
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In Asia, specifically in Malaysia, there is limited data on 
the incidence of CF, but the behaviour and the trends 
resembling poor ProQOL in the nursing profession as a 
whole have been reported, such as leading to a loss of 
perspective and hindering the individual ability to recognize 
the humanity of others, ultimately impeding one capacity 
to effectively and adequately respond to patient suffering 
and pain as well as losing joy at work (10). Caring for 
critically ill patients can expose nurses to ethical dilemmas 
and traumatic experiences, making them more susceptible 
to occupational stress (11), which further affect their 
ProQOL. This has a detrimental impact, causing physical 
and emotional strains that may lead nurses to leave their 
jobs and, ultimately, their profession unexpectedly (5, 12).

CF may be brought on by repeated exposure to stressful 
situations that strain a nurse’s mental and physical limits. 
The capacity or interest in being empathic diminished as a 
natural consequence of the emotional strain and hardship 
the individual experiences (13). Traumatic experiences such 
as exposure to pain, suffering, and loss of their patients 
resulting a reduction in CS that induces immediate and 
delayed stress responses that impair personal health and 
general well-being (14). This exhaustion impacts nurses, 
patients, and the healthcare organization significantly. The 
healthcare industry worldwide faces a major challenge in 
managing its human capital, particularly the high turnover 
rate of nurses, which can be as high as 13% to 37% (15). In 
Malaysia, this issue is exacerbated by a nurse-to-patient 
ratio of 1:300, higher than the World Health Organization 
(WHO) recommended ratio (1:200) (16). The private sector 
in Malaysia also faces a high turnover rate of medical staff, 
including nurses, due to unfavorable working conditions 
(17, 18). This situation can be worsened when nurses are 
exposed to extreme and traumatic circumstances, which 
can decrease their intention to stay and lead to high nurse 
turnover (19, 20). Nurses suffering from CF often struggle to 
show high levels of empathy and compassion toward their 
patients, becoming less empathetic and compassionate 
(21). Delivering empathetic nursing care is crucial to 
delivering high-quality care, and this challenge adds to 
nurses’ fatigue, leading to a total collapse in their ability to 
care (14). Additionally, nurses who experience a high level 
of CF have also been reported to have low patient safety 
standards, poor judgement, and reduced productivity 
in the workplace (22). It may also reduce engagement 
with patients and a loss of emotional connection to their 
practice, which can lead to medical errors and pose a risk 
to ethical nursing practice (23).

Several studies have suggested that general empathic 
compassion can be promoted when an individual has 
strong personal faith and spirituality, reducing the risk 
of experiencing CF (24, 25). Spirituality refers to an 
individual’s approach to existence, involving a sense of 
connectedness with oneself, others, and/or a higher power 
or natural entity; encompasses a sense of purpose in life 
and the ability to transcend beyond oneself, typical daily 
routines, and difficult experiences (26), while intelligence 
is a psychological factor that represents the ability to 

solve complex problems or make decisions that benefit 
the individual, and it has evolved in life forms to allow 
them to adapt to different situations for their own survival 
and growth (27). Integrating ideas from spirituality and 
intelligence contributes to spiritual intelligence (SI), which 
is now considered a vital indicator of psychological well-
being (28). SI is theoretically defined as individuals’ abilities 
to connect, realize, and recognize spiritual resources, 
beliefs, and attributes that help them work better daily, 
boosting their spiritual well-being (29). In addition to 
ensuring compassion and flexibility in behaviour, SI 
can refer to a set of actions that give life a quality of 
purposefulness in a manner that draws goals beyond the 
material world (30). With a high level of SI, individual 
tolerance and adaptability to life difficulties are amplified, 
leading to increased job satisfaction levels and reduced 
burnout, reducing the effects of CF (31). Most of the recent 
studies that investigate SI in the nursing profession have 
been carried out to evaluate the effect on patient care, 
such as quality of nursing care (32), psychology ownership 
and caring behaviour (33), and spiritual care competency 
(34). However, most studies on SI have focused on the 
Middle East geographical setting, and limited study on the 
positive effect SI has been conducted in Malaysia, and it is 
important to examine how SI impacts the nurses’ ProQOL 
dimension in this specific context. 

Given the limited research on SI in the nursing profession 
in Malaysia, a quantitative study is warranted. An 
understanding of the application of SI in psychotherapy 
cannot be underrated, given that it enhances personal 
effectiveness and improves patient outcomes. A study 
of the relationship between SI, demographic variables, 
and ProQOL dimensions is necessary. Therefore, the 
significance of this study lies in its potential to improve 
nurses’ well-being, patient outcomes, and healthcare 
delivery in the country by highlighting the importance of 
SI in improving nurses’ ProQOL. To the authors’ knowledge, 
no other study with this primary focus has been conducted 
in Malaysia, and there are also limited studies that 
specifically focus on critical care nurses in private hospitals. 
This study aims to determine the SI and ProQOL among 
critical care nurses in private hospitals. The outcome of 
the present study will be added as new ideas and values 
to the current understanding and knowledge of SI and 
ProQOL. It also may assist an organization or education 
institution in identifying potential strategies to promote 
SI and buffer the impacts of having poor ProQOL among 
nurses in Malaysia, ultimately improving the quality of care 
provided to the patients. 

Materials and Methods

Sample collection
This cross-sectional study was conducted in three private 
hospitals located in Peninsular Malaysia. The study 
population was recruited between March 2021 and March 
2022, using a proportionate stratified random sampling 
method. The inclusion criteria for participation in this 
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participation, the right to withdraw, confidentiality, 
and researcher contact information. All data provided 
by participants were kept confidential and stored in a 
password-protected archive folder to ensure the anonymity 
of the respondents.

Data analysis
Data were analyses with descriptive and inferential 
statistics in Statistical Package for the Social Sciences 
(SPSS) version 26.0. A descriptive statistical test (frequency, 
percentage, means and standard deviation) was performed 
to determine levels of SI and ProQOL among critical care 
nurses while multiple linear regression (MLR) was used to 
examine the relationship between SI and the demographic 
characteristics of respondents towards the dimension of 
ProQOL. The significant level was set at a 0.05 (p-value < 
0.05).

Results

Demographic characteristics of respondents 
Out of the 147 critical care nurses who were invited to 
participate in the study, 136 successfully completed the 
online questionnaire, yielding a response rate of 92.5%. 
The respondents had a mean age of 30.57 years (SD = 6.47) 
and a mean working experience of 7.05 years (SD = 5.39). 
Most participants were female (n = 123, 90.4%), between 
21-30 years old, and had 1-5 years of working experience. 
The highest number of respondents had a diploma as 
their highest educational qualification. Table 1 provides a 
summary of the demographic data.

Table 1: Demographic Characteristics of respondents

Variables Mean ± 
SD

Frequency 
(n)

Percentage 
(%)

Gender

Male 13 9.6

Female 123 90.4

Age (Min = 22; 
Max = 27)

30.57 ± 
6.47

21 – 30 years 81 59.5

31 – 40 years 39 28.7

> 40 years 16 11.8

Working 
Experience

(Min = 1; 
Max=35)

7.05 ± 
5.39

 1 - 5 years 70 51.5

6 - 10 years 34 25.0

11 - 15 years 21 15.4

> 15 years 11 8.1

Education Level

Diploma 75 55.1

Degree 61 44.9

study were a registered nurse working in the critical care 
area; Intensive Care Unit (ICU), Cardiac Care Unit (CCU) and 
High Dependency Unit (HDU), with a minimum of seven 
months of work experience in critical care, and proficient 
in the English language, both in understanding and 
communication, whereas the exclusion criteria were nurse 
that holds a managerial post and nurses recently returned 
from an extended leave during a study conducted in the 
setting. To determine the appropriate sample size, Raosoft 
software was employed, considering a critical care nurse 
population of 200 individuals from three private hospitals, 
a 95% confidence level, and a 5% margin of error. The 
recommended sample size was 132 respondents; however, 
accounting for an anticipated dropout rate of 10%, a total 
of 147 respondents were targeted for participation.

The study collected data through an online survey 
using the Google Forms platform. The link to the online 
questionnaires were distributed to participants via 
WhatsApp application by an appointed person from each 
private hospital. Nurse managers from each of the private 
hospitals sent messages to their respective WhatsApp 
groups with a link to the survey and the aforementioned 
information. To minimize missing data, all questions in the 
survey form were mandatory. 

The online survey consisted of three sections: Section A 
collected demographic data, Section B used the Spiritual 
Intelligence Self-Report Inventory (SISRI-24) developed 
by King (29), and Section C utilized the Professional 
Quality of Life Version 5 (ProQOL-5) developed by Stamm 
(3). The SISRI-24 demonstrated a high level of internal 
consistency and reliability, with a Cronbach’s alpha of 
0.92, and is considered suitable for use in various settings. 
The ProQOL-5 subscales showed acceptable Cronbach’s 
alpha values, with CS=0.88, BO=0.75, and STS=0.81, 
respectively. The SISRI-24 consisted of 24 items divided 
into four subscales, while the ProQOL-5 comprised of three 
main dimensions. Both instruments used a Likert scale, 
with scores for the SISRI-24 ranging from 0 to 96, and the 
ProQOL-5 ranging from 10 to 50 for each dimension. Higher 
scores indicated elevated levels of spiritual intelligence and 
professional quality of life dimensions. Prior to the study, 
a pilot test was conducted with 30 respondents, and the 
questionnaires were reviewed by a lecturer and statistician 
from the Faculty of Health Sciences, UiTM Selangor. The 
pilot test revealed that both questionnaires had acceptable 
levels of internal consistency, with Cronbach’s alpha values 
of α = 0.84 for SISRI-24, and α: CS = 0.91, BO = 0.70, STS = 
0.81 for ProQOL-5.

The data collection process for this study began after 
receiving ethics clearance from the Research Ethics 
Committee at Universiti Teknologi MARA (Ref: 600-TNCPI 
(5/1/6) and data collection permission from the listed 
private hospitals. Participants provided implied consent 
by completing the online questionnaire and clicking the 
‘submit’ button. The questionnaire included information on 
the purpose of the study, the study procedures, potential 
risks and benefits, participation duration, voluntary 
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Spiritual intelligence
The results showed that 56.6% of the nurses had a 
moderate level of SI (a score between 32 and 63) and 
43.4% had a high level of SI (a score of more than 63). 
None of the nurses had a low SI (a score of less than 32). 
The overall total score of SI was 61.30 ± 12.95, indicating 
a moderate level. Only the total mean SI score was used 
for further analyses. The frequency distribution of critical 
care nurses’ spiritual intelligence levels is shown in Table 2.

Table 2: Level of the Spiritual Intelligence

Score of spiritual 
intelligence

Frequency 
(n = 136)

Percentage 
(%)

< 32 (low level if SI) 0 0.0

32-63 (Moderate 
level if SI)

77 56.6

>63 (High level if SI) 59 43.4

Min - Max
Mean ± SD

38.00 - 94.00
61.30 ± 12.95

Professional quality of life
Based on the proQOL manual’s interpretation guidelines, 
the results revealed that the CS levels of the critical care 
nurses were high (n = 33, 24.3%), moderate (n = 98, 72.1%), 
and low (n = 5, 3.2%). Regarding BO, 77.2% (n = 105) had 
moderate BO and 22.8% (n = 31) had low BO. Meanwhile, 
for STS levels, 75% (n = 102) had moderate STS, and 25% (n 
= 34) had low STS. Notably, none of the participants scored 
42 or higher, indicating high levels in either dimension. 
On average, the total CS, BO, and STS scores were 36.06 
± 7.35, 26.80 ± 5.42, and 26.43 ± 6.27, respectively. Table 
3 illustrates the frequency distribution at each scoring 
threshold for each dimension of ProQOL.

Table 3: Descriptive Findings on The Level for Each 
Dimension in ProQOL

Pr
oQ

O
L 

Di
m

en
si

on

Frequency (n = 136)
Mean ± SD Min - 

Max
Total 
Score

Low 
(£ 22)

Moderate 
(23 – 41)

High 
(42)

CS 5 (3.2%) 98 
(72.1%)

33 
(24.3%) 36.06 ± 7.35 13 - 50

BO 31 (22.8%) 105 
(77.2%) 0 (0%) 26.80 ± 5.42 14 - 39

STS 34 (25.0%) 102 
(75.0%) 0 (0%) 26.43 ± 6.27 13 - 40

Relationship between spiritual intelligence and 
demographic characteristic towards professional 
quality of life
MLR was performed to examine the relationship between 
SI and demographic characteristics (age, gender, working 
experience, and educational level) towards the dimension 
of ProQOL among critical care nurses. Since there were 
two categorical variables, the numerical code was used 
for gender (male = 0, female = 1) and educational level 
(diploma = 0, degree = 1). Preliminary analyses were 
conducted to ensure that there were no violations of 
normality, linearity, or homoscedasticity assumptions. 
There was no multicollinearity because the variance 
inflation factor (VIF) is below 10 (35). The results showed 
the MLR model summary and overall fit statistics for each 
ProQOL dimension except for the STS model. The analyses 
revealed that only SI had a significant positive relationship 
in predicting CS (β = 0.61, t = 9.79, p < 0.01), whereas the 
remaining independent variables did not have a predictive 
value for CS. For BO, out of all independent variables, it 
was found that SI had a significant negative relationship 
with BO (β = -0.31, t = -4.19, p < 0.01), and gender had a 
significant positive relationship with BO (β = 0.20, t = 2.77, 
p = 0.01). Table 4 summarizes the overall regression analysis 
for the variables associated with each ProQOL dimension.

Discussion

Spiritual intelligence level of critical care nurses
This study found that the overall SI was moderate. A 
previous study conducted solely on critical care nurses 
working at a Tehran University of Medical Sciences 
affiliated hospital in Iran (n = 400) found that most of their 
participants (76.3%) had moderate levels of SI, 21% had 
high levels of SI, and 2.7% had low levels of SI, which was 
most similar to the findings of the present study (36). This 
results also parallel with the findings study conducted 
among nurses from seven public hospitals in Kuala Lumpur, 
Malaysia (n = 448) that demonstrating moderate SI among 
their participants (33). However, the results of this study 
differ from those of a recent study conducted on 92 nurses 
from Shoushtar educational hospitals in Iran, where 
most of the participants had a high level of SI (37). The 
discrepancy in the results may be attributed to the fact that 
the data in the current study were collected from multiple 
centers, while the previous study was conducted in a single 
center with a limited number of respondents. Nonetheless, 
the findings suggest that interventions to boost SI levels to 
a high level are warranted. Future research may explore 
the underlying factors that can cultivate the development 
of SI among critical care nurses to inform the development 
of effective interventions.
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The level of professional quality of life
The overall respondents in this study had low to moderate 
levels for all dimensions. Most participants had a moderate 
level of CS, with less than 25% having a high level and only 
3.2% having a low level. Focusing on the CS dimension, it 
is worth noting that most participants still had moderate 
Compassion Satisfaction (CS) levels, consistent with 
previous research. Many studies have reported moderate 
levels of CS among nurses, particularly those working with 
high acuity patients (9, 38, 39). This similarity in findings 
may be due to the shared experiences and exposure to 
high-acuity patients across different countries, nurse 
populations, and settings. Interestingly, the levels of CS 
among nurses remained consistent before and during the 
COVID-19 outbreak, indicating that nurses are adaptable 
to any scenario while still feeling appreciated and 
benefiting from their work (40). This suggests that nursing 
is a rewarding profession and that nurses can manage 
stress and maintain their emotional well-being over time. 
However, it is important to note that some participants had 
low levels of CS, which may indicate a need for targeted 
interventions to improve their work experience and 
emotional well-being.

Next, the CF in this study measured via the BO and STS 
dimensions showed that, on average, the respondents had 
only low to moderate levels, with none having a high level. 
These findings are consistent with previous research, which 
has reported moderate levels of BO and STS among critical 
care nurses (39, 41-43). It has been widely acknowledged 
that critical care nurses are more likely to experience 
moderate to high levels of BO and STS, particularly when 
compared to nurses working in other areas (3). A global 
systematic review of 79 studies has indicated that critical 
care nurses exhibit the highest levels of BO and STS, which 
can be attributed to the complexity of critical care settings 
and the constant exposure to critically ill patients with poor 
prognoses (44). In addition, critical care nurses cannot 
avoid the emotional burden of caring for patients with high 
acuity and complexity, which further exposes them to BO 
and results in CF (13). The present study was conducted in 

a private hospital setting, which may explain the absence 
of high STS levels. Most of the private hospital critical care 
units were classified as level 1 or 2, indicating that the 
acuity and complexity of cases the nurses encountered 
were slightly lower than those in government hospital 
settings, where 99% of cases were classified as level 2 or 
higher (45).

The relationship between spiritual intelligence and 
demographic characteristics towards professional 
quality of life among critical care nurses.
In this study, SI was found to influence CS positively. To the 
authors’ knowledge, previous studies have not specifically 
explored the impact of SI on CS among nurses, and this 
study’s results provide new insights into this relationship. 
The authors note that although the present study cannot 
be directly compared with previous nursing studies, it is 
consistent with non-nursing studies involving teaching 
and administrative staff (46) and pastor populations 
(47). Theoretical explanations for this finding include SI’s 
integration of intelligence and spirituality, which allows 
individuals to engage in intellectual and humane activities 
while maintaining internal and external serenity (48). 
The previous evidence suggests that SI’s benefits extend 
beyond organizational employees to include healthcare 
professionals such as nurses (28). Therefore, based on 
previous studies and the literature, it can be concluded 
that SI significantly predicts CS levels. 

This study also found that as the level of SI increased, BO 
decreased, and female participants were more susceptible 
to high levels of BO than males. This finding was consistent 
with previous studies that examined the direct effects of SI 
on nurses’ BO in Iran, Malaysia, and Indonesia (49, 33, 50), 
whereas the majority of the existing literature has found 
no significant difference between gender and BO (2, 9, 51). 
The relationship between SI and BO can be explained by 
SI’s spiritual elements, which determine the extent of BO 
symptoms, effects, and coping mechanisms (52). SI creates 
resilience, enabling individuals with higher SI to cope better 

Table 4: Multiple Linear Regression Analysis for Variables Associated with ProQOL

CS BO STS

 B SE β Sig. B SE β Sig. B SE β Sig.

Constant 0.73 0.38 0.05 4.13 0.33 <0.01 3.20 0.46 <0.01

SI 0.83 0.08 0.61 <0.01* -0.31 0.07 -0.31 <0.01* 0.06 0.10 0.05 0.59

Age 0.02 0.01 0.15 0.15 -0.02 0.01 -0.19 0.12 -0.02 0.01 -0.22 0.12

Gender (Female) 0.04 0.15 0.02 0.79 0.37 0.13 0.20 0.01* -0.03 0.18 -0.02 0.86

Working Experience 0.02 0.01 0.18 0.08 -0.02 0.01 -0.20 0.09 0.01 0.01 0.08 0.58

Education Level 0.09 0.09 0.06 0.33 -0.12 0.08 -0.11 0.13 -0.18 0.11 -0.14 0.10

Note. B = unstandardized regression coefficient; SE = standard error; β = standardized regression coefficient. *p < 0.05. 
Model Summary:

CS: F [5, 130] = 29.12, p < 0.01, R2 = 0.53. 
BO: F [5, 130] = 13.68, p < 0.01, R2 = 0.34. 
STS: F [5, 130] = 1.25, p = 0.29, R2 = 0.05.
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with difficulties resulting from traumatic exposure (53, 54). 
The finding that female participants were more susceptible 
to high levels of BO than males can be attributed to gender 
differences in coping strategies. Females tend to use 
coping techniques that regulate emotional responses to 
stress, while males typically employ problem-focused or 
instrumental approaches to manage stressful experiences 
(55, 56).

This study possesses certain limitations that warrant careful 
consideration. First, the generalizability of the findings 
may be restricted by the cross-sectional research design, 
which cannot establish causal relationships. Additionally, 
data were obtained during the COVID-19 pandemic, 
which could be deemed a limitation of the study as the 
participant’s physical and emotional conditions might have 
been compromised while completing the questionnaires. 
Another constraint relates to the study’s geographic 
location, which could make it challenging to extrapolate 
these results to other contexts. Given that the study was 
conducted in private hospitals, the applicability of our 
findings to public institutions may be limited. Despite these 
limitations, this study has established a baseline of nurses’ 
SI level and the level for each ProQOL, specifically CS, BO, 
and STS, while broadening the understanding of the SI 
influence on these three dimensions in the local context.

Conclusion
In summary, the level of SI and ProQOL dimension among 
nurses in this study was in moderate level. The study’s 
results suggested that a holistic strategic approach 
is needed to improve CS and mitigate the negative 
component of ProQOL (BO and STS) by promoting SI. It 
is hoped that nursing education institutes and hospital 
organizations can contribute to cultivating SI among 
nurses with extra consideration given to female nurses. 
Further investigations into the relationship between SI, 
demographic data, and STS are warranted, as the model 
could not predict this relationship effectively.
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