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Abstract

Objective This study investigated the effects of spirituality,
religiousness, and personal beliefs on the quality of life (QOL)
of medical students affiliated with a religious faith and those
without affiliation.

Methods Using a cross-sectional design, 275 medical students
(78 % response rate) in their fourth and fifth year of study
completed the WHOQOL-BREF quality of life instrument
and the WHOQOL-SRPB module for spirituality, religious-
ness, and personal beliefs.

Results For religious students, a larger range of characteristics
of existential beliefs were positively related to quality of life.
For all students, hope and optimism and meaning of life
predicted higher scores on psychological.

Conclusions For religious and nonreligious medical students,
reduced meaning in life and hope were the strongest indicators
of psychological distress. Interventions to improve the mental
well-being of medical students may be more effective if aimed
at teaching students how to find meaning and purpose in their
lives and how to foster an enduring sense of hope and
optimism.
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The function of spirituality and religiousness as a stress-coping
mechanism is widely acknowledged [1]. Although earlier
research tended to investigate the effects of religiousness in
older adults and in times of very high psychological distress or
terminal illness, more recent research has been documenting
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the beneficial effects of religiousness also in younger people
and in people applying dispositional religious coping in re-
sponse to mild to moderate levels of stress [2]. The role of
religious coping is complex and is sometimes reported to be
expressed in an adaptive problem-focused manner, sometimes
in an adaptive and instrumental emotion-focused manner, and
other times in a maladaptive-avoidant manner [3]. For univer-
sity students, levels of religiousness and spirituality has been
found to predict the way in which religious coping functions,
such that highly spiritual individuals tend to use religious
coping as a way of gathering psychological resources to con-
front the problem actively, while individuals with lower levels
of spirituality were found to use religious coping in ways that
avoid dealing directly with the source of the stressor [4].
Spirituality and religiousness are very closely related, often
with overlapping meaning. For the purposes of the present
study, we define “religiousness” as formal and organized sets
of beliefs and practices, and “spirituality” as individuals’
existential and personal beliefs that may or may not be related
to a religious faith [5]. For medical education, spirituality and
religiousness are relevant in two ways. On the one hand,
future medical professionals need to be trained to be aware
of existential concerns that their clients might present with and
how to respond to invitations to discuss spirituality in clinical
settings appropriately and respectfully. Training and aware-
ness in this area has often been lacking, although, recently,
systematic efforts to incorporate spiritual and religious issues
are increasingly found [6]. Student attitudes toward the formal
inclusion of spirituality in university curricula also tend to be
positive, such as reported in a recent study of psychiatry
residents in Canada [7]. On the other hand, spiritual, religious,
and existential concerns are also relevant to students them-
selves as they search to find meaning in their own activities
and develop resilience and effective stress-coping mecha-
nisms. The highly demanding and stressful nature of medical
studies is well known, and the concomitant effects on stress,
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mental health, and well-being are well documented. A sys-
tematic review by Dyrbye et al. [8] identified many challenges
to medical students’ quality of life (QOL), such as a higher
prevalence of depression and anxiety compared to age-
matched peers.

The purpose of the present study was to investigate the role
of spirituality, religiousness, and personal beliefs on the QOL
of medical students. Previous studies investigated the effects
of spirituality and religiousness in samples of general univer-
sity students [2] but very little is known about the role that
spirituality and religiousness play in medical students’ lives.
Given the fact that religious coping is directly related to the
extent of spiritual and religious beliefs [4], the present study
compared religious with nonreligious medical students in the
way in which specific aspects of their spiritual, religious, and
personal beliefs, such as meaning, hope, and inner peace, are
related to their QOL.

Method
Participants and Procedure

Participants were medical students in their fourth and fifth
years of study at one of the two medical schools in New
Zealand. The University of Auckland offers a 6-year under-
graduate medical course that consists of 3 years of predomi-
nantly basic science training, followed by 3 years with focus
on clinical teaching. The students recruited in the present
study were in their first two clinical years.

With the permission from senior faculty, the researchers
introduced the purpose and nature of the present study to
students immediately before lecture time. Participation was
voluntary and anonymous, and the response rate was 78 %.
The study was approved by the university’s institutional ethics
committee and was part of a larger multi-method study on the
effects of QOL on academic performance.

Measures

QOL was assessed using the generic short form of the World
Health Organization quality of life questionnaire (WHOQOL-
BREF), previously validated for use in New Zealand with
medical students [9]. The WHOQOL-BREEF has 26 items on
a S5-point Likert scale, consisting of two items about global
QOL and global health, as well as 24 items relating to each of
the following four QOL domains: physical (7 items), psycho-
logical (6 items), social (3 items), and environmental QOL (8
items). For the purposes of the present study, domain scores
were presented as item means.

Given the likely diversity of religious and nonreligious
belief systems, the WHOQOL-spirituality, religiousness and
personal beliefs (WHOQOL-SRPB) [10] was deemed as the
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most appropriate tool to assess spirituality and religiousness,
as it captures a wide range of spiritual, religious, and personal
beliefs that may or may not be aligned with any formal belief
system or group. This 32-item questionnaire also uses a 5-
point Likert scale and provides scores for eight separate facets,
using the sum of four items each: connectedness to a spiritual
being or force; meaning of life; awe; wholeness and integra-
tion; spiritual strength; inner peace/serenity/harmony; hope
and optimism; and faith.

Results

Of the total of 275 students who participated, 127 were in
their fourth year and 148 were in their fifth year of study; 156
were females, 118 were males, and 1 did not answer. The age
range was 20 to 26 years, with a mean of 22.86 years. The
two largest ethnic groups were European (41 %) and Asian
(32 %), and 12 % were international students. The number of
individuals affiliated with a religious faith was 156 (104
Christians, 18 Buddhists, 16 Hindus, 7 Muslims, 1 Jewish,
and 10 others). The number of those indicating no affiliation
was 117.

Table 1 shows mean WHOQOL-SRPB facet scores and
WHOQOL-BREF domain item means separately for partici-
pants who were affiliated with a religious faith (»=156) and
those who were not (n=117). Controlling for age, gender,
student status, year of study, and ethnicity as co-variates, a
MANCOVA yielded a significant effect of religious affiliation
(F(12, 246)=20.13, p<0.01). Because Box’s M test for

Table 1 Means and standard deviations of WHOQOL-SRPB facet
scores and WHOQOL-BREF domain scores, presented separately for
individuals affiliated with a religious faith and those with no affiliation

Religious (n=156) Nonreligious (n=117)

M SD M SD

Connectedness 13.81%%* 4.69 6.69 3.64
Meaning of life 15.80%** 3.26 13.46 3.55
Awe 14.54%%* 2.78 13.42 3.23
Wholeness 13.94%* 294 11.60 3.36
Spiritual strength 14.02%* 3.85 7.99 3.98
Inner peace 13.75%%* 3.10 12.62 3.38
Hope 14.75 292 14.49 3.19
Faith 14.21%* 4.40 6.36 3.62
Physical QOL 4.04 0.50 4.08 0.56
Psychological QOL 3.66 0.58 3.57 0.62
Social QOL 3.83 0.65 3.72 0.79
Environmental QOL 3.79 0.60 3.82 0.49
**p<0.01
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equality of variance was significant, the result was verified by
non-parametric Mann—Whitney U tests adjusting for multiple
tests (requiring p<0.05/12), and the same significant differ-
ences were obtained.

The relationships between the individual WHOQOL-
SRPB facet scores, WHOQOL-BREF domain scores, and
demographic variables were investigated separately for
religious and nonreligious participants. Using a hierarchical
multiple-linear regression, individual WHOQOL-BREF do-
main scores were used as outcome variables, predicted by
WHOQOL-SRPB facets and demographic variables. The
demographic variables gender, age, and student status were
entered as the first step, followed by year of study, two
ethnicity dummy variables (European versus Asian and
European versus Other), and the WHOQOL-SRPB facets.
Inspection of IVF values indicated some issues with
multicollinearity (correlations >0.80 between connected-
ness, spiritual strength, and faith), and for that reason,
connectedness and faith were excluded from these
analyses.

For participants affiliated with a religious faith, a variety of
WHOQOL-SRPB facets were significant predictors for
WHOQOL-BREF domains (Table 2). Most notable were
awe, which was a significant predictor for physical, social,
and environmental QOL, and hope, which significantly pre-
dicted scores of psychological and social QOL. Spiritual
strength was negatively associated with all QOL domains.
For nonreligious participants, WHOQOL-SRPB facets were
only significant predictors for physical and psychological
domains. For the physical domain, awe was a negative pre-
dictor and wholeness positive, and for the psychological do-
main, hope and meaning of life both positively predicted QOL
scores.

Discussion

Slightly more than half of the participants in the present
sample indicated affiliation with a religious faith and their
scores were higher than those of nonreligious participants
on all facets of the WHOQOL-SRPB, except for hope.
QOL domain scores, however, did not differ significantly
between religious and nonreligious participants. Instead,
WHOQOL-SRPB scores were linked to higher QOL do-
mains (Table 2), indicating that the extent of spiritual,
religiousness, and personal beliefs, but not religious affilia-
tion, per se, is associated with increased QOL perceptions
in medical students. This result is consistent with a large
number of studies [1] that found that formal religious
involvement is less predictive of psychological well-being
than religious orientation. As opposed to individuals with
an extrinsic religious orientation who have the tendency to
be involved in religious activities to obtain tangible rewards
such as social status and recognition, individuals with an
intrinsic orientation and who thus view religion as an end
in itself, are more frequently found to enjoy psychological
health benefits.

The novel contributions of the present study were a detailed
facet-level analysis of the effects of spirituality, religiousness,
and personal beliefs on QOL, and an investigation of any
differences between religious and nonreligious medical stu-
dents. The beliefs of religious individuals tended to have
positive effects on their QOL via provision of hope and
optimism, as well as a sense of awe and appreciation for things
in nature and their surroundings. Somewhat surprisingly, spir-
itual strength negatively predicted scores for all QOL domains
for religious participants. This result is most likely explained
by the way in which questions in this facet are worded. In

Table 2 Results from a hierar-

chical multiple-linear regression Religious Nonreligious
(proportion of variance explained, ] ]
72, and standardized beta coeffi- ” Predictor g ” Predictor B
cient, ) with WHOQOL-BREF
domains as outcome variables and PhySiCﬁl QOL 0.35 Awe 0.30%* 0.34 Awe —0.24*
with demographic variables and Meaning 0.27* Wholeness 0.27*
WHOQOL-SRPB facets as Strength —0.60%*
predictors. Regressions were Psychological QOL 0.61 Hope 0.27** 0.55 Female —0.20*
conducted separately for the . x .
religious and nonreligious groups Meaning 035 Year of study —0.18
Peace 0.46%* Other ethnicity 0.17*
Strength —0.51%* Hope 0.30%*
Meaning 0.25%*
Social QOL 045 Asian —0.24%%* 0.25 Asian —0.24*
Awe 0.28**
Hope 0.44%*
Strength -0.27*
Environmental QOL 0.35 Awe 0.27%%* 0.21 International —0.20%*
Strength -0.31%*

£p<0.05, **p<0.01
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contrast to the facets awe, hope, meaning, peace, and whole-
ness, where questions inquire about positive aspects of be-
liefs (e.g., “To what extent are you grateful for the things in
nature that you can enjoy?” or “To what extent do you have
inner peace?”), questions in the facet spiritual strength had
more to do with coping during times of stress (e.g., “To
what extent do you find spiritual strength in difficult
times?””). In the present sample, spiritual strength scores
were highly correlated with scores on connectedness and
faith. Also here, questions tend to be more about religious
coping than spiritual well-being (e.g., “To what extent does
any connection to a spiritual being help you get through
hard times?” and “To what extent does faith give you
comfort in daily life?”). The negative association between
these facet scores with QOL scores thus do not necessarily
imply that these aspects of spirituality and religiousness are
maladaptive, but that these are coping strategies that are
particularly evident in individuals who are currently
experiencing stress [1, 11].

For medical students who tend to have a high likelihood
of experiencing psychological distress [8], understanding
the factors that influence their psychological QOL appears
to be particularly appropriate. Students’ sense of meaning
and optimism in life may be challenged by the commonly
reported experience of stress and intense emotions as a
result from exposure to human suffering during training
[8], although rewarding experiences, such as witnessing
childbirth, are also frequently described as having signifi-
cant long-lasting impact [12]. The present study found that,
in both religious and nonreligious medical students, hope
and optimism and meaning of life are aspects of existential
beliefs that are positively related to psychological QOL and
thus potentially protective against psychological distress. In
other words, no matter whether a student’s existential be-
liefs are based on a formal religious faith, whether beliefs
are more informal and spiritual, or whether beliefs are
based on a personal and general philosophy of life, the
common underlying positive health benefits of these beliefs
appear to be provided by giving the individual a sense of
purpose and meaning, as well as hope and optimism for the
future.

The implications for university student support systems
[13] are thus that expressions of lack of meaning in life
and lack of hope constitute particularly strong warning
signs for existential and psychological distress. More for-
mal integration of spirituality and religiousness into medi-
cal education [6] will likely encourage students to engage
in critical reflection about their own existential beliefs and
how these impact on their own QOL, thus enabling them
to draw on a larger range of coping mechanisms. Skills
learned from such self-reflection will also help students
understand the perspectives of their future patients and
prepare them to become well-rounded medical professionals
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who are able to adapt the full range of needs of their
patients [14].

Implications for Educators

* In both religious and nonreligious medical students, lack of meaning in
life and hope are the aspects of existential beliefs, which are the
strongest indicators of psychological distress.

» Formal integration of spirituality and religiousness into medical
education will likely encourage reflection on existential concerns and
thus help develop skills to become medical professionals who are able
to adapt to the full range of needs of their patients.
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