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RINGKASAN

PENGEMBANGAN MODEL KEPERAWATAN SPIRITUAL
TERHADAP KUALITAS HIDUP, 6MWT, KADAR sST2, DAN VMA
PASIEN GAGAL JANTUNG

Kualitas hidup yang rendah ditemukan pada pasien gagal jantung. Hasil
studi di beberapa negara menunjukkan pasien gagal jantung memiliki kualitas hidup
yang buruk dengan rerata skor MLHFQ lebih dari 45 (Igbal ef al, 2010;
Aggelopoulou, Fotos, Chatziefstratiou, Giakoumidakis, ef al., 2017). Studi lain juga
menunjukkan kualitas hidup yang rendah, terutama pada komponen fisik dan
mental (Aburuz, 2018). Peningkatan kualitas hidup pasien gagal jantung
dipengaruhi oleh berbagai faktor, salah satunya spiritualitas. Hasil systematic
review menunjukkan kesejahteraan spiritual berhubungan positif dengan kualitas
hidup secara global (Abu ef al., 2018). Namun kenyataan yang ada menunjukkan
hampir separuh responden gagal jantung yang diteliti oleh Park & Sacco (2016)
melaporkan tingkat kebutuhan spiritual yang belum terpenuhi dan keinginan yang
kuat untuk mendapatkan perawatan spiritual dari profesional kesehatan. Hasil
observasi di beberapa rumah sakit di Jawa Timur menunjukkan asuhan keperawatan
spiritual masih belum banyak diintegrasikan dalam praktik keperawatan. Sejauh ini,
model keperawatan spiritual untuk meningkatkan kualitas hidup pasien gagal
jantung masih belum banyak dikembangkan. Tujuan penelitian ini adalah
mengembangkan model keperawatan spiritual dalam meningkatkan kualitas hidup
pasien gagal jantung. Manfaat penelitian ini secara teoritis adalah diharapkan dapat
memperkaya teori yang telah ada berkaitan dengan pengembangan model
keperawatan spiritual dan menjelaskan mekanisme pengaruh pelatihan spiritual
dalam meningkatkan kualitas hidup pasien gagal jantung. Adapun manfaat praktis
yang diharapkan adalah meningkatkan spiritualitas dan memenuhi kebutuhan
spiritual pasien selama sakit melalui pencarian makna spiritual selama sakit dan
penerapan strategi koping yang efektif. Spiritualitas yang meningkatkan diharapkan
meningkatkan kesejahteraan spiritual sehingga kualitas hidup pasien gagal jantung
meningkat.

Model keperawatan spiritual dalam studi ini dikembangkan dari teori self-
transcendence, spiritual well-being in illness, self-regulation, transactional model
of stress and coping, dan paradigma psikoneuroimunologi. Teori utama yang
menjadi landasan adalah teori self-transcendence yang dikemukakan oleh Reed
(1991). Teori self-transcendence memiliki tiga konsep dasar, yaitu vulnerability,
self-transcendence, dan well-being. Ketiga konsep ini digunakan untuk
menjelaskan gagasan bahwa keperawatan spiritual dapat meningkatkan kualitas
hidup. Konsep vulnerability menjelaskan kerentanan yang muncul pada pasien
gagal jantung. Kerentanan ini tidak terdeskripsi dengan jelas pada teori self-
transcendence. Beberapa faktor kerentanan terdapat dalam teori spiritual well-
being in illness, antara lain: severity of illness, stressful life events, personal faith,
spiritual contentment, religius practice, dan social support. Selanjutnya, teori
transactional model of stress and coping dan model self-regulation digunakan
untuk menjelaskan cara atau proses terbentuknya self-transcendence, yaitu melalui
tahap appraisal (primer dan sekunder), relational meaning (pembentukan makna),
dan strategi koping. Upaya strategi koping mengaktifkan pre frontal cortex untuk
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melakukan /learning process yang menghasilkan stress perception. Pasien
menemukan makna spiritual dalam pengalaman sakitnya sehingga mempengaruhi
fluktuasi batasan dirinya, menghasilkan keadaan spiritual well-being in illness
sebagai stress response. Keadaan ini merangsang hipotalamus untuk menurunkan
CREF. Penurunan kadar CRF merangsang aktivasi parasimpatis dan neurohormonal
kompleks untuk menekan upregulation sitokin proinflamasi sehingga remodeling
ventrikel terhambat dan status fungsional meningkat. Keadaan tersebut selanjutnya
mempengaruhi peningkatan kualitas hidup pasien gagal jantung. Konsep
keperawatan spiritual yang digunakan dalam penelitian ini berbasis pada
spiritualitas Islam yang berlandaskan Al-Qur’an dan hadits Nabi Muhammad
shallallahu  “‘alaihi wassalam. Spiritualitas dalam Islam mengintegrasikan
religiusitas (praktik ibadah) sebagai kerangka kerja untuk mencapai spiritualitas
yang berbeda dengan spiritualitas sekuler yang berkembang di negara Barat (Yusuf
et al., 2016). Spiritualitas Islam memiliki akar ketauhidan bahwa Allah Swt adalah
satu-satunya ///ah (Tuhan) yang disembah dan diibadahi, sehingga seluruh makna,
tujuan, dan keterhubungan dalam dimensi spiritual ditujukan hanya kepada dan
untuk memenuhi perintah Allah Swt. Seorang Muslim meyakini bahwa makna
hidup manusia adalah sebagai hamba Allah Swt yang diberi tugas untuk beribadah
sebagaimana dalam QS. AI-Mu’minun: 115 dan QS. Adz-Dzariyat: 56. Selain itu,
manusia juga diciptakan oleh Allah Swt sebagai khalifah di bumi, yang bertugas
mengelola dan melestarikan alam semesta untuk memenuhi perintah-Nya,
sebagaimana dalam QS. Al-Baqgarah: 30. Islam mempengaruhi semua aspek
kehidupan sehari-hari karena Muslim menganggap bahwa agama mereka sebagai
“complete code of life”. Ritual keagamaan adalah bagian integral, dan hubungan
individu dengan Allah Swt adalah titik fokus dari spiritualitas Islam. Seorang
Muslim yang menjalankan Islam dalam kehidupan sehari-hari akan melihat bahwa
keyakinan agama dan spiritualitas mereka bersatu, dengan agama sebagai titik
awal dan spiritualitas sebagai tujuan.

Penelitian ini menggunakan desain penelitian tiga tahap. Tahap pertama
menggunakan studi obervasional analitik dengan rancangan cross-sectional. Besar
sampel sejumlah 222 responden gagal jantung di RSUD Dr. Soegiri Lamongan dan
RSUD Ibnu Sina Gresik. Sampel dipilih sesuai kriteria inklusi dan eksklusi dengan
teknik consecutive sampling. Instrumen penelitian berupa kuesioner yang telah
diuji validitas dan reliabilitasnya. Variabel penelitian terdiri atas variabel
independen dan dependen. Variabel independen terdiri dari: faktor penyakit (X1),
faktor psikososial (X2), faktor spiritual (X3), faktor demografi (X4), faktor
lingkungan (X5), penilaian stressor (X6), pembentukan makna (X7), strategi
koping (X8), dan spiritual well-being (X9). Sedangkan variabel dependen adalah
kualitas hidup (Y1). Analisis data menggunakan SEM-PLS dengan kemaknaan T-
statistik >1,96. Penelitian tahap kedua menggunakan pendekatan kualitatif dengan
desain descriptive exploratory pada partisipan pasien gagal jantung dan perawat
jantung. Pengambilan data pada partisipan pasien gagal jantung dilakukan dengan
teknik wawancara mendalam, observasi, dan field notes. Sampel diambil dengan
teknik purposive sampling, menghasilkan 15 pasien gagal jantung. Hasil
wawancara mendalam dianalisis secara tematik. Isu strategis yang muncul dari hasil
penelitian tahap satu dan wawancara mendalam, selanjutnya dibahas di dalam focus
group discussion (FGD) perawat untuk menghasilkan rekomendasi guna
penyusunan modul keperawatan spiritual untuk meningkatkan kualitas hidup pasien
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gagal jantung. Draft modul kemudian dikonsulkan kepada para pakar untuk
menghasilkan modul yang fit. Penelitian tahap ketiga merupakan tahap intervensi
modul dengan menggunakan desain quasi experiment. Terdapat dua kelompok uji,
yaitu kelompok perlakuan dan kontrol. Sampel dipilih sesuai kriteria inklusi dan
eksklusi menggunakan teknik consecutive sampling. Sejumlah 39 pasien gagal
jantung direkrut dalam penelitian ini dengan distribusi, 20 pasien kelompok
perlakuan dan 19 pasien kelompok kontrol. Variabel penelitian ini meliputi variabel
independen, yaitu pelatihan spiritual dan variabel dependen yang terdiri dari: 1)
spiritual well-being, 2) HRQoL, 3) NYHA class, 4) 6MWT, 5) sST2, dan 6) VMA.
Instrumen yang digunakan meliputi kuesioner, lembar observasi, dan pemeriksaan
serum menggunakan Auman ELISA kit. Intervensi pelatihan spiritual diberikan
dalam total waktu 1 bulan, dengan 6 kali tatap muka, yaitu 3 tatap muka untuk
pemberian intervensi dan 3 tatap muka untuk observasi dan penguatan. Seluruh
intervensi dan observasi dilakukan di rumah pasien masing-masing secara individu.
Pengukuran dilakukan 2 kali, yaitu pada saat pre- dan post- intervensi. Analisis data
dilakukan dalam bentuk deskriptif, yang terdiri dari frekuensi, presentase, mean,
dan standar deviasi, dan inferensial menggunakan beberapa uji, antara lain: ¢-test,
Mann Whitney fest, dan Wilcoxon sign rank test, chi-square test, dan Fisher exact
test.

Hasil penelitian tahap satu menunjukkan faktor psikososial (T=2,048),
faktor spiritual (T=1,990), dan faktor lingkungan (T=2,027) berpengaruh terhadap
kemampuan menilai stressor. Faktor penyakit (T=5,560), faktor spiritual
(T=3,673), dan faktor lingkungan (T=3,056) berpengaruh terhadap spiritual well-
being. Faktor penyakit (T=7,467), faktor psikososial (T=2,161), dan faktor
lingkungan (T=2,674) berpengaruh terhadap kualitas hidup. Kemampuan menilai
stressor berpengaruh terhadap pembentukan makna (T=3,516). Kemampuan
pembentukan makna berpengaruh terhadap strategi koping (T=3,424). Strategi
koping berpengaruh terhadap spiritual well-being (T=10,100). Spiritual well-being
berpengaruh terhadap kualitas hidup pasien gagal jantung (T=2,820). Nilai R-
square kualitas hidup sebesar 0,596 atau 59,6%. Hal ini menunjukkan bahwa
kontribusi pengaruh variabel independen terhadap variabel dependen dalam
penelitian ini sebesar 59,6%. Hasil penelitian tahap dua menghasilkan modul
keperawatan spiritual untuk meningkatkan kualitas hidup pasien gagal jantung yang
terdiri dari beberapa materi sebagai berikut: 1) pengkajian dan identifikasi masalah,
2) pencarian makna spiritual dalam sakit, 3) strategi koping, 4) pencarian makna
dan tujuan hidup, 5) hubungan sosial dan lingkungan, 6) pertaubatan, dan 7)
transendensi. Materi tersebut dibagi dalam 3 kali pertemuan dengan durasi waktu
60 menit. Hasil penelitian tahap tiga menunjukkan responden kelompok perlakuan
dan kontrol memiliki karakteristik demografi yang sama. Hasil uji statistik sebelum
intervensi pelatihan spiritual menunjukkan tidak ada perbedaan signifikan pada
spiritual well-being (p=0,921), NYHA class (p=0,611), 6MWT (p=0,255), dan
kadar VMA (p=0,638) antara responden kelompok perlakuan dan kontrol. Namun
pada variabel HRQoL dan sST2 terdapat perbedaan yang signifikan pada responden
kedua kelompok dengan nilai p-value masing-masing 0,045 dan 0,001. Hasil
pengukuran akhir setelah intervensi menunjukkan bahwa responden kelompok
perlakuan menunjukkan perbedaan yang signifikan dibandingkan pengukuran
sebelumnya pada variabel spiritual well-being (p=0,008), NYHA class (p=0,046),
6MWT (p=0,000), dan kadar VMA (p=0,031). Sedangkan pada kelompok kontrol
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tidak didapatkan perbedaan yang berarti. Selain itu, nilai beda rerata variabel
HRQoL dan sST2 pre- dan post-test pada kelompok perlakuan menunjukkan
penurunan yang lebih banyak dibandingkan dengan responden kelompok kontrol,
yaitu masing-masing sebesar 23 dan 11,6.

Hasil penelitian menunjukkan bahwa spiritual well-being memegang
peranan penting dalam meningkatkan kualitas hidup pasien gagal jantung.
Intervensi pelatihan spiritual dalam penelitian ini melibatkan proses
psikoneuroimunologi dalam memperbaiki kualitas hidup pasien gagal jantung.
Edukasi yang diajarkan kepada pasien dari tahap awal mengenali stressor yang
mengenai saat ini, melibatkan fungsi kognitif di prefrontal cortex. Proses
pembelajaran ini selanjutnya akan menghasilkan respons kognitif berupa penilaian
terhadap stressor yang disebut sebagai stress perception. Proses penilaian yang
baik/tepat terhadap stressor (stimulus) yang diterima menghasilkan stress response
yang positif dalam bentuk pembentukan makna dan penggunaan strategi koping
yang sesuai. Hal ini selanjutnya berdampak pada peningkatan spiritual well-being.
Peningkatan tersebut selanjutnya mempengaruhi berbagai proses fisiologis di
dalam tubuh yang berefek pada peningkatan kualitas hidup pasien gagal jantung.
Temuan baru dari penelitian ini berupa model struktural keperawatan spiritual
untuk meningkatkan kualitas hidup pasien gagal jantung. Selain itu, temuan lain
yang didapatkan adalah pembuktian bahwa pelatihan spiritual meningkatkan
kualitas hidup pasien gagal jantung yang dapat dilihat dari beberapa indikator, yaitu
spiritual well-being, HRQoL, status fungsional (NYHA), six minutes walk test
(6MWT), kadar vanillyl mandelic acid (VMA), serta ekspresi biomarker
remodeling ventrikel dan progresivitas gagal jantung soluble suppression of
tumorigenicity 2 (sST2).

Dengan demikian dapat disimpulkan dari hasil penelitian ini bahwa
pengembangan model keperawatan spiritual dalam meningkatkan kualitas hidup
pasien gagal jantung dipengaruhi oleh faktor penyakit, faktor psikososial, faktor
lingkungan, dan spiritual well-being. Spiritual well-being menjadi variabel penting
karena dapat berpengaruh langsung terhadap kualitas hidup maupun sebagai
mediator bagi variabel lain untuk meningkatkan kualitas hidup pasien gagal
jantung. Selain itu, pelatihan spiritual terbukti berpengaruh signifikan dalam
meningkatkan kualitas hidup pasien gagal jantung.
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SUMMARY

DEVELOPMENT OF SPIRITUAL NURSING CARE MODEL
ON QUALITY OF LIFE, 6MWT, sST2 LEVELS, AND VMA OF
PATIENTS WITH HEART FAILURE

Low quality of life was found in heart failure patients. The results of studies
in several countries showed that heart failure patients have a poor quality of life
with a mean MLHFQ score of more than 45 (Igbal et al., 2010; Aggelopoulou,
Fotos, Chatziefstratiou, Giakoumidakis, et al., 2017). Other studies also showed a
low quality of life, especially in the physical and mental components (Aburuz,
2018). Improvement of the quality of life of heart failure patients is influenced by
various factors, one of which is spirituality. The results of a systematic review
showed that spiritual well-being was positively related to quality of life globally
(Abu et al., 2018). However, almost half of the heart failure respondents studied by
Park & Sacco (2016) reported a level of unmet spiritual need and a strong desire to
get spiritual care from a health professional. The results of observations in several
hospitals in East Java showed that spiritual nursing care was still not widely
integrated into nursing practice. So far, the spiritual nursing model to enhance the
quality of life of heart failure patients has not been widely developed. The purpose
of this study was to develop a spiritual nursing model in ienhancing the quality of
life of heart failure patients. The theoretical benefit of this research was expected to
enrich existing theories related to the development of spiritual nursing models and
explain the mechanism of influence of spiritual training in improving the quality of
life of heart failure patients. The expected practical benefits were increasing
spirituality and meeting the spiritual needs of patients during illness through the
search for spiritual meaning during illness and the application of effective coping
strategies. Increased spirituality was expected to improve spiritual well-being so
that the quality of life of heart failure patients increases.

The spiritual nursing model in this study was developed from the theory of
self-transcendence, spiritual well-being in illness, self-regulation, transactional
model of stress and coping, and the psychoneuroimmunology paradigm. The main
theory that forms the basis is the self-transcendence theory proposed by Reed
(1991). The theory of self-transcendence has three basic concepts, namely
vulnerability, self-transcendence, and well-being. These three concepts are used to
explain the idea that spiritual nursing enhance quality of life. The concept of
vulnerability describes the susceptibility that arises in patients with heart failure.
This vulnerability is not clearly described in the theory of self-transcendence.
Several vulnerability factors are found in the theory of spiritual well-being in
illness, including: severity of illness, stressful life events, personal faith, spiritual
contentment, religious practice, and social support. Furthermore, the transactional
model of stress and coping theory and the self-regulation model are used to explain
how or the process of forming self-transcendence, namely through appraisal stages
(primary and secondary), relational meaning (formation of meaning), and coping
strategies. Coping strategy efforts activate the pre frontal cortex to carry out a
learning process that produces stress perception. Patients find spiritual meaning in
their experience of illness so that it affects fluctuations in their boundaries, resulting
in a spiritual state of well-being in illness as a stress response. This situation
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stimulates the hypothalamus to decrease CRF. Decreased levels of CRF stimulate
the activation of parasympathetic and neurohormonal complexes to suppress
upregulation of proinflammatory cytokines so that ventricular remodeling is
inhibited and functional status is improved. This situation further affects the
improvement of the quality of life of heart failure patients. The concept of spiritual
nursing used in this study was according to Islamic spirituality based on the Qur'an
and the hadith of the Prophet Muhammad Sallallahu 'Alayhi wassalam. Spirituality
in Islam integrates religiosity (the practice of worship) as a framework for achieving
spirituality that is different from the secular spirituality that develops in Western
countries (Yusuf et al., 2016). Islamic spirituality has the root of monotheism that
Allah SWT is the only Illah (God) who is worshiped so that all meaning, purpose,
and connectedness in the spiritual dimension are aimed only at and to fulfill Allah's
commands. A Muslim believes that the meaning of human life is as a servant of
Allah SWT who is given the task to worship as stated in the QS. AI-Mu'minun: 115
and QS. Adz-Dzariyat: 56. In addition, humans were also created by Allah SWT as
caliphs on earth, whose task is to manage and preserve the universe to fulfill His
commands, as in the QS. Al-Baqarah: 30. Islam affects all aspects of daily life
because Muslims regard their religion as a “complete code of life”. Religious rituals
are an integral part, and the individual's relationship with Allah is the focal point of
Islamic spirituality. A Muslim who practices Islam in his daily life will see that their
religious beliefs and spirituality are united, with religion as the starting point and
spirituality as the goal.

This study used a three-stage research design. The first stage used an
analytical observational study with a cross-sectional design. The sample size was
222 respondents with heart failure in RSUD Dr. Soegiri Lamongan and RSUD Ibnu
Sina Gresik. Samples were selected according to inclusion and exclusion criteria
using consecutive sampling technique. The research instruments were
questionnaires that had been tested for validity and reliability. Research variables
consisted of independent and dependent variables. The independent variables
consisted of: disease factors (X1), psychosocial factors (X2), spiritual factors (X3),
demographic factors (X4), environmental factors (X5), stressor assessment (X6),
meaning formation (X7), coping strategies (X8), and spiritual well-being (X9).
While the dependent variable was the quality of life (Y 1). Data analysis used SEM-
PLS with T-statistics significance >1.96. The second phase of the study used a
qualitative approach with a descriptive exploratory design on heart failure patients
and cardiac nurses. Data collection on heart failure patient participants was carried
out using in-depth interviews, observation, and field notes. Samples were taken by
purposive sampling technique, resulting in 15 patients with heart failure. The results
of in-depth interviews were analyzed thematically. Strategic issues that emerged
from the results of the first phase of research and in-depth interviews were then
discussed in a nurse focus group discussion (FGD) to produce recommendations
for the preparation of spiritual nursing modules to enhance the quality of life of
heart failure patients. The draft module was then consulted to the experts to produce
a fit module. The third stage of the research was the module intervention stage using
a quasi-experimental design. There were two test groups, namely the treatment and
control groups. Samples were selected according to inclusion and exclusion criteria
using consecutive sampling technique. A total of 39 heart failure patients were
recruited in this study by distribution, 20 patients in the treatment group and 19
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patients in the control group. The variables of this study included independent
variables, spiritual training and the dependent variable consisting of: 1) spiritual
well-being, 2) HRQoL, 3) NYHA class, 4) 6MWT, 5) sST2, and 6) VMA. The
instruments used include questionnaires, observation sheets, and serum
examination using the human ELISA kit. Spiritual nursing interventions were given
in a total time of 1 month, with 6 face-to-face meetings, consisted of 3 face-to-face
meetings for giving intervention and 3 face-to-face meetings for observation and
reinforcement. All interventions and observations were carried out in each patient’s
home individually. Measurements were carried out twice, at pre- and post-
intervention. Data analysis was carried out in descriptive, consisting of frequency,
percentage, mean, and standard deviation, and inferential using several tests,
including: t-test, Mann Whitney test, and Wilcoxon sign rank test, chi-square test,
and Fisher exact test.

The results of the first stage showed that psychosocial factors (T=2,048),
spiritual factors (T=1,990), and environmental factors (T=2,027) had an effect on
the ability to assess stressors. Disease factors (T=5.560), spiritual factors
(T=3.673), and environmental factors (T=3.056) had an effect on spiritual well-
being. Disease factors (T=7,467), psychosocial factors (T=2,161), and
environmental factors (T=2,674) affected the quality of life. The ability to assess
stressors affected the formation of meaning (T=3.516). The ability to form meaning
had an effect on coping strategies (T=3,424). Coping strategies had an effect on
spiritual well-being (T=10,100). Spiritual well-being affected the quality of life of
heart failure patients (T=2.820). The R-square value of quality of life was 0.596 or
59.6%. It showed that the contribution of the influence of the independent variable
on the dependent variable in this study was 59,6%. The results of the second phase
was a spiritual nursing module to improve the quality of life of heart failure patients
which consisted of the following materials: 1) assessment and identification of
problems, 2) searching for spiritual meaning in illness, 3) coping strategies, 4)
searching for meaning and purpose in life, 5) social and environmental relations, 6)
repentance, and 7) transcendence. The material was divided into 3 meetings with a
duration of 60 minutes. The results of the third stage of the study showed that the
respondents in the treatment and control groups had the same demographic
characteristics. The results of statistical tests before the spiritual nursing
intervention showed no significant differences in spiritual well-being (p=0.921),
NYHA class (p=0.611), 6MWT (p=0.255), and VMA levels (p=0.638) between
respondents in the treatment group and control. However, in the HRQoL and sST2
variables, there were significant differences in the respondents of the two groups
with p-values of 0.045 and 0.001 respectively. The results of the final measurement
after the intervention showed that the treatment group respondents showed
significant differences compared to the previous measurements on the variables of
spiritual well-being (p=0.008), NYHA class (p=0.046), 6MWT (p=0.000), and
VMA levels (p=0.031). Meanwhile, in the control group, there was no significant
difference. In addition, mean difference value HRQoL and sST2 pre- and post-test
variables in the treatment group showed a greater decrease than the control group
respondents, which were 23 and 11.6, respectively.

The results showed that spiritual well-being plays an important role in
enhancing the quality of life of heart failure patients. The spiritual training
intervention in this study involved a psychoneuroimmunological process in
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enhancing the quality of life of heart failure patients. Education taught to patients
from an early stage recognizes current stressors, involving cognitive function in the
prefrontal cortex. This learning process produce a cognitive response in the form of
an assessment of the stressor which is referred to as stress perception. A
good/appropriate assessment process of the stressor (stimulus) received produces a
positive stress response in the form of meaning formation and the use of appropriate
coping strategies. This in turn has an impact on increasing spiritual well-being. This
increase then affects various physiological processes in the body that have an effect
on improving the quality of life of heart failure patients. A new finding from this
study is a structural model of spiritual nursing to improve the quality of life of heart
failure patients. In addition, other findings obtained are evidence that spiritual
training improve the quality of life of heart failure patients which can be seen from
several indicators, namely spiritual well-being, HRQoL, functional status (NYHA),
six minutes-walk test (6MWT), vanillyl mandelic acid (VMA) levels, and
expression of ventricular remodeling biomarkers and progression of heart failure
soluble suppression of tumorigenicity 2 (sST2).

It can be concluded from the results of this study that the development of
spiritual nursing care model in enhancing the quality of life of heart failure patients
was influenced by disease factors, psychosocial factors, environmental factors, and
spiritual well-being. Spiritual well-being is an important variable because it can
directly affect the quality of life and as a mediator for other variables to improve
the quality of life of patients with heart failure. In addition, spiritual training have
been shown to have a significant effect in improving the quality of life of heart
failure patients.
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ABSTRAK

PENGEMBANGAN MODEL KEPERAWATAN SPIRITUAL
TERHADAP KUALITAS HIDUP, 6MWT, KADAR sST2, DAN VMA
PASIEN GAGAL JANTUNG

Pendahuluan: Kualitas hidup yang rendah ditemukan pada pasien gagal jantung.
Peningkatan kualitas hidup dipengaruhi oleh spiritualitas. Sejauh ini model
keperawatan spiritual untuk meningkatkan kualitas hidup pasien gagal jantung
belum dikembangkan. Tujuan penelitian ini adalah mengembangkan model
keperawatan spiritual dalam meningkatkan kualitas hidup pasien gagal jantung.
Metode: Tahap 1 menggunakan desain cross-sectional. Sejumlah 222 pasien gagal
jantung direkrut secara consecutive sampling. Instrumen menggunakan kuesioner
dan analisis data menggunakan SEM-PLS. Tahap 2 pengembangan modul. Tahap
3, desain quasi-experiment melibatkan 39 pasien gagal jantung. Instrumen
menggunakan kuesioner, lembar observasi, dan Auman ELISA kit. Analisis data
menggunakan ¢-fest, Mann Whitney fest, dan Wilcoxon sign rank test. Hasil dan
temuan baru: Tahap 1: Faktor psikososial (T=2,048), spiritual (T=1,990), dan
lingkungan (T=2,027) berpengaruh terhadap kemampuan menilai stressor. Faktor
penyakit (T=5,560), spiritual (T=3,673), dan lingkungan (T=3,056) berpengaruh
terhadap spiritual well-being. Faktor penyakit (T=7,467), psikososial (T=2,161),
dan lingkungan (T=2,674) berpengaruh terhadap kualitas hidup. Penilaian stressor
berpengaruh terhadap pembentukan makna (T=3,516). Pembentukan makna
berpengaruh terhadap strategi koping (T=3,424). Strategi koping berpengaruh
terhadap spiritual well-being (T=10,100). Spiritual well-being berpengaruh
terhadap kualitas hidup (T=2,820). Tahap 2: Modul keperawatan spiritual. Tahap
3: Pelatihan spiritual berpengaruh terhadap peningkatan spiritual well-being,
HRQoL, 6MWT, serta penurunan NYHA class, kadar sST2, dan VMA pasien gagal
jantung (p<0,05). Temuan baru: Model keperawatan spiritual untuk meningkatkan
kualitas hidup pasien gagal jantung. Pembahasan dan kesimpulan: Model
keperawatan spiritual dapat meningkatkan kualitas hidup pasien gagal jantung.
Pembentukan model dipengaruhi oleh faktor penyakit, psikososial, lingkungan, dan
spiritual well-being. Pelatihan spiritual terbukti berpengaruh signifikan dalam
meningkatkan kualitas hidup pasien gagal jantung.

Kata kunci: spiritualitas, kualitas hidup, gagal jantung
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ABSTRACT

DEVELOPMENT OF SPIRITUAL NURSING CARE MODEL
ON QUALITY OF LIFE, 6MWT, sST2 LEVELS, AND VMA OF
PATIENTS WITH HEART FAILURE

Introduction: Low quality of life was found in heart failure patients. Enhancement
of the quality of life is influenced by spirituality. So far, a spiritual nursing care
model to enhance the quality of life of heart failure patients has not been developed.
The purpose of this study was to develop a spiritual nursing model in enhancing the
quality of life of heart failure patients. Methods: Phase 1 used a cross-sectional
design. A total of 222 heart failure patients were recruited by consecutive sampling.
The instrument used a questionnaire and data analysis used SEM-PLS. Phase 2 of
module development. Phase 3, quasi-experimental design involved 39 heart failure
patients. The instrument used a questionnaire, observation sheet, and human ELISA
kit. Data analysis used t-test, Mann Whitney test, and Wilcoxon sign rank test.
Results and new findings: Phase 1: Psychosocial (T=2,048), spiritual (T=1,990)
and environmental (T=2,027) factors affected the ability to assess stressors. Disease
(T=5,560), spiritual (T=3,673), and environmental (T=3,056) factors affected
spiritual ~ well-being. Disease (T=7,467), psychosocial (T=2.161), and
environmental (T=2,674) factors affected the quality of life. Stressor assessment
affected the formation of meaning (T=3.516). The formation of meaning affected
the coping strategy (T=3,424). Coping strategies had an effect on spiritual well-
being (T=10,100). Spiritual well-being affected the quality of life (T=2.820). Phase
2: Spiritual nursing care module. Stage 3: The spiritual training had an effect on
increasing spiritual well-being, HRQoL,6MWT, and decreasing NYHA class, sST2
levels, and VMA in heart failure patients (p<0.05). New findings: A spiritual
nursing care model to enhance the quality of life of heart failure patients.
Discussion and conclusion: The spiritual nursing model is able to improve the
quality of life of heart failure patients. The formation of model is influenced by
disease factors, psychosocial factors, environmental factors, and spiritual well-
being. Spiritual training interventions have been shown to have a significant effect
on improving the quality of life of heart failure patients.

Keywords: spirituality, quality of life, heart failure
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