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Abstract
Background: Nurses who work in special care units are at great risk of developing mental health problems. The present study was
performed to examine the correlation of religious orientation with depression among critical care and emergency room nurses.
Methods: This descriptive, analytical study was performed in 2015 on 109 nurses working in critical care units and emergency rooms
of Valiasr and Imam Reza hospitals, Birjand, Iran. The nurses were recruited through census sampling. Data were collected using
Beck Depression Inventory and Allport’s Religious Orientation Scale. For statistical analysis, independent sample t test, one-way
analysis of variance, Tukey’s post hoc test, and Pearson’s correlation coefficient test were performed, using SPSS v. 16 at a significance
level of less than 0.05.
Results: The nurses’ mean scores of extrinsic and intrinsic religious orientations were 31.56 ± 7.39 and 29.73 ± 4.26, respectively.
There was no significant correlation between the general religious orientation and depression (r, 0.02; P = 0.83). However, depression was correlated negatively with intrinsic religious orientation (r, -0.37; P = 0.001) and positively with extrinsic religious orientation (r, 0.24; P = 0.01). Overall, 27.5% and 0.9% of nurses had mild and moderate depression, respectively. Depression was significantly
correlated with the nurses’ gender and income (P = 0.01).
Conclusions: Given the significant correlation of depression with intrinsic and extrinsic religious orientations, it seems that health
authorities need to develop plans for purifying and strengthening nurses’ religious beliefs.

Keywords: Religious Orientation, Allport’s Religious Orientation Scale, Beck Depression Inventory, Critical Care Nurse, Emergency
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1. Background
Depression has been a major mental health problem
for centuries. It is among the most prevalent debilitating
conditions in different countries. Currently, about 330 million people suffer from depression around the world, and
800 000 depression-related suicides are annually committed (1). Almost 15% of the general population experience a period of major depression during their lives (2).
The prevalence of depression in Iran has been reported to
widely range from 4.2% to 37% (3). Overall, the prevalence
of depression and some other physical health problems is
progressively increasing worldwide due to social, economical, and environmental changes.
Depression and its associated complications can negatively affect the work environment, cause interpersonal
tensions, disrupt the process of work, and affect employee
work attendance, efficiency, and precision. People with
depression are almost 27 times more likely to feel unable
to perform their professional duties, compared to healthy
people. In fact, depression accounts for 30% of reduced

productivity and absence from work and 70% of workrelated errors and disabilities (1). Also, depression is not
specific to certain populations or groups; yet, some people
are more susceptible due to their unique conditions (2).
Workplace continuously affects individuals. Also, job
characteristics and one’s personal and mental features are
continuously in a mutual and dynamic relationship with
each other (4). Nurses are under great psychological pressure, and consequently, depression, anxiety, and fatigue
are highly prevalent among them (5). At workplace, nurses
experience different stressors and pressures, which can affect their mood and cause depression. A study in Tehran,
Iran, showed that 73.1%, 21.5%, and 5.4% of nurses had mild,
moderate, and severe depression, respectively (4). Nelson
and Simmons (2001), citing the U.S. National Institute for
Occupational Safety, showed that among 130 professions,
nursing was the 27th profession with the highest prevalence of mental and occupational problems (6).
Compared with other groups of nurses, critical care
nurses experience higher levels of stress due to the unique
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conditions of their clients and their work conditions.
There is a wide range of stressors in critical care units,
which include, but are not limited to, heavy workload,
great responsibility of patient care, need for quick reactions in emergency situations, and unique characteristics
of critically ill patients (including their severe health problems and inability to communicate) (7).
Moreover, critical care nurses are usually under great
strain due to different factors, such as frequent contact
with critically ill patients, patients’ variable health conditions, working with incompetent colleagues, low nursepatient ratio (or shortage of competent staff), medical residents’ lack of knowledge or expertise, rotational shifts,
poor nurse-manager communication, and shortage of diagnostic and therapeutic equipments. Such strains cause
job burnout, frustration, fatigue, anger, isolation, and ineffective decision-making among nurses.
Critical care and emergency room nurses are responsible for problem identification, situational and environmental assessment, and implementation of appropriate
interventions (8). Emergency room nurses also experience
higher levels of stress, compared with other nurses due to
their exposure to frequent stressors and tensions (9).
The negative effects of depression and the associated complications can be reduced through employing
different strategies including religiosity. In this regard,
Rezapour-Mirsaleh et al. (2011), quoting Rash, the father of
American psychology, stated that “religion is as important
for the human soul as air for respiration” (10). In fact, religious beliefs can promote one’s personal integrity and give
meaning to life.
Mentally ill patients are reported to lack the stability
and integrity arising from religious beliefs (11). Therefore,
as a cultural factor and an inner need, religious beliefs can
affect one’s mood and predict some mood-related characteristics. Intrinsic and extrinsic religious orientations
give people direction, support, and hope; thereby, they can
play a significant role in understanding and coping with
stressful life events. Religiosity has been found to exert
its coping-related effects through 3 main mechanisms: giving meaning to life, helping people have a sense of control
when facing different situations, and creating a sense of
self-confidence (10).
Religiosity is a source of meaning and hope, which
can alleviate mental and physical health problems (11).
Stronger faith in God is associated with stronger immunity
to psychological and mental health problems. Ghanbari et
al. (2011) also noted that religiosity is a firm basis for coping with problems, difficulties, and shortcomings in life
(12). Studies have shown that the spiritual aspects of religiosity or intrinsic religious orientation can decrease the
symptoms of depression (12).
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Moreover, religiosity, extrinsic religious orientation,
and religion rituals (eg, saying prayers and reading holy
books) can protect people against mental disorders (13, 14).
Moreover, religious beliefs seem to decrease the symptoms
of depression among students, as well as patients with
schizophrenia and acquired immunodeficiency syndrome
(AIDS) (10, 12, 15). However, according to 2 previous studies,
religiosity has no significant effects on general health (16)
and depression (17).
Considering the conflicting findings of previous studies on the relationship between depression and religious
orientation and the importance of these factors in the
health of nurses and their patients, in the present study, we
aimed to examine the correlation of religious orientation
with depression among critical care and emergency room
nurses.
2. Methods
This descriptive, analytical study was performed in
2015 on 109 nurses working in critical care units and emergency rooms of Valiasr and Imam Reza hospitals, Birjand,
Iran. The nurses were recruited through census sampling.
The inclusion criteria were work experience of at least 1
year in critical care units or emergency rooms, no use
of psychiatric medications, and minimum of 15 six-hour
work shifts per month.
A 3-part instrument was used to collect the data. The
first part comprised of 9 items on nurses’ demographic
characteristics, such as gender, marital status, hospital
ward, and income level (categorized as excellent, good,
moderate, and low). The second part was the 21-item Beck
Depression Inventory (BDI), which measures the severity
of depression-related emotional, cognitive, and physical
symptoms.
In BDI, there are 4 possible responses for each item,
scored from 0 (absent) to 3 (severe). Therefore, the total BDI
score ranges from 0 to 63 (18). Besides reporting the mean
BDI score, we categorized the total BDI score into 4 categories: 0 - 16, no depression; 17 - 32, mild depression; 33 - 47,
moderate depression; and 46 - 63, severe depression. BDI
has been used in different studies and has been reported
to have acceptable reliability (4, 18).
The third part of the instrument included Allport’s religious orientation scale (ROS). ROS was developed in 1950
by Allport and Ross for measuring intrinsic and extrinsic
religious orientations (19). It contains 12 items on extrinsic religious orientation and 9 items on intrinsic religious
orientation (21 items in total). Mokhtari et al. (2001) crossculturally adapted ROS for the cultural and religious context of Iran and reported a Cronbach’s alpha of 0.71 for the
Farsi version of the scale (20).
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The items of the extrinsic religious orientation domain
were scored as follows: completely disagree, 1; almost disagree, 2; almost agree, 4; and completely agree, 5. On
the other hand, all items of the domain of intrinsic religious orientation were reversely scored. The questionnaires were administered to 120 critical care and emergency room nurses. Finally, 109 nurses completed the questionnaires; eleven nurses were excluded due to incomplete
questionnaires.
SPSS v. 16 was used to describe the data through measuring descriptive statistics (eg, mean, standard deviation, and raw and relative frequencies). To analyze the
data, independent sample t test, one-way analysis of variance (ANOVA), Tukey’s post hoc test, and Pearson’s correlation coefficient test were performed. All statistical
analyses were performed at a significance level of < 0.05.
The ethics committee of Birjand University of Medical Sciences, Birjand, Iran, approved the study (approval code
IR.BUMS.1394.386)

4. Results
This study was performed on 109 nurses working in
critical care units and emergency rooms of Valiasr and
Imam Reza hospitals, Birjand, Iran. The majority of nurses
were female (82.2%) and married (80.7%), held a bachelor’s
degree in nursing (93.6%), worked in critical care units
(58.7%), and were affiliated to Valiasr hospital (75.2%). Moreover, 33% of the nurses had secured conditional permanent
employment, while 28.4% had nonconditional permanent
employment (Table 1).
The nurses’ mean scores of depression, extrinsic religious orientation, and intrinsic religious orientation were
10.83 ± 8.36, 31.56 ± 7.39, and 29.73 ± 4.26, respectively.
Around 71.6% of nurses had no depression, while 27.5% and
0.9% had mild and moderate depression, respectively. The
results revealed that depression was correlated negatively
with intrinsic religious orientation (r, -0.37; P = 0.001) and
positively with extrinsic religious orientation (r, 0.24; P =
0.01).
Further analysis of the data indicated that depression
was significantly more prevalent among female nurses (P
= 0.03). Moreover, nurses with conditional permanent
employment and those on postgraduation mandatory service obtained higher extrinsic religious orientation scores,
compared to those who had nonconditional permanent
employment or those who worked under contract (P =
0.02; Table 2). Furthermore, there was a negative significant correlation between depression and income (r, -0.24;
P = 0.02).
Mod Care J. 2016; 13(3):e12470.

Table 1. The Frequency Distribution of Participants’ Demographic Characteristics

Variables

N (%)

Gender
Female

90 (82.6)

Male

19 (17.4)

Marital status
Single

21 (19.3)

Married

88 (80.7)

Affiliating hospital
Valiasr

82 (75.2)

Imam Reza

27 (24.8)

Extra work
Yes

102 (93.6)

No

7 (6.4)

Hospital ward
Emergency room

45 (41.3)

Critical care unit

64 (58.7)

Number of children
No children

60 (55)

One child

25 (22.9)

Two or more

24 (22)

Employment status
Contract

20 (18.3)

Permanent

31 (28.4)

Conditional permanent

36 (33)

Postgraduation service

22 (20.2)

Organizational position
Head nurse
Nurse
Auxiliary nurse

2 (1.8)
102 (93.6)
5 (4.6)

5. Discussion
Based on the results of the present study, the prevalence of mild depression among critical care and emergency room nurses was 27.5%. Similarly, the World Health
Organization reported that the prevalence of depression
is 15% - 20% and 15% - 30% in the general population and
among nurses, respectively (6). In previous studies, the
prevalence of depression among military nurses, employees of Zanjan University of Medical Sciences, (Zanjan, Iran),
and first-year students of Birjand University of Medical Sciences (Birjand, Iran) was 24.9%, 40%, and 12.1%, respectively
(1, 3, 4).
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Table 2. Comparison of Nurses’ Depression and Intrinsic and Extrinsic Religious Orientation Scores Based on Demographic Characteristics

Variables

Intrinsic Religious Orientation, Mean ±
SD

Extrinsic Religious Orientation, Mean
± SD

Depression, Mean ± SD

Gender
Male

31.58 ± 8.73

29.16 ± 3.71

7.05 ± 7.44

Female

31.55 ± 7.14

29.85 ± 4.37

11.6 ± 8.36

P = 0.99

P = 0.52

P = 0.03*

31.12 ± 7

29.62 ± 4.35

11.41 ± 8.56

32.89 ± 8.47

30.08 ± 4.02

9.04 ± 7.6

P = 0.28

P = 0.63

P = 0.2

Critical care unit

31.44 ± 7.01

29.33 ± 4.22

11.47 ± 8.53

Emergency department

31.73 ± 7.98

30.31 ± 4.29

9.91 ± 8.12

P = 0.84

P = 0.24

P = 0.34

29.05 ± 4.43

35.5 ± 7.32

11.3 ± 10.38

29.03 ± 6

30.71 ± 3.8

9.74 ± 9.11

31.89 ± 7.88

30.28 ± 4.63

11.03 ± 7.8

Postgraduation service

31 ± 7.28

28.09 ± 3.73

11.59 ± 6.28

P value (one-way ANOVA)

P = 0.02*a

P = 0.11

P = 0.85

P value (independent sample t test)
Hospital
Valiasr
Imam Reza
P value (independent sample t test)
Hospital ward

P value (independent sample t test)
Employment status
Contract
Permanent
Conditional permanent

a

The extrinsic religious orientation scores of nurses with conditional permanent employment and those on mandatory postgraduation service were significantly greater
than nurses with nonconditional permanent employment or those who worked on contract.

Moreover, the prevalence of mild, moderate, and severe depression among 130 nurses working in Namazi
Hospital of Shiraz, Iran, was reported to be 42.4%, 13.8%,
and 2.6%, respectively (21). The main reasons for depression among nurses and medical staff were stress, tension,
distress, witnessing patients’ death, poor psychological
preparation for managing patients’ emotional problems,
heavy workload, unclear clinical guidelines, treating aggressive patients, and work pressure (6, 21).
Mokhtari et al. (2001) noted that the mentioned factors could cause psychological tension. Moreover, they reported that untreated work-related cumulative psychological tension might finally lead to depression (20). The contradiction between the present findings and the results of
some previous studies may be due to differences in the
context, setting, data collection instruments, and sample
size of these studies. Moreover, sampling from critical care
units and emergency rooms might have produced different findings in the present study.
The present findings also revealed a significant negative correlation between depression and intrinsic religious
orientation; accordingly, nurses with firmer religious be4

liefs had milder depression. The results of a comprehensive study in the Netherlands also showed that strong faith
and religiosity were among the main 3 components of life
among hospitalized patients. Moreover, only 38% of patients, who were deeply religious, were at risk for depression. Also, depressed patients who valued religious beliefs
could recover from depression faster (22).
In line with our findings, Bayani et al. (2008) and Amrai et al. (2011) reported a significant negative correlation
between depression and religious orientation among university students (2, 23). Most previous studies have shown
that religious beliefs could alleviate depression among different populations, including students and patients with
schizophrenia and AIDS (10, 12, 15). Similarly, Smith et al.
(2003) reported a moderate correlation between depression and religious orientation (17).
In contrast, Drayl et al. (2003) reported that religiosity had no significant effect on mental health (16). Such
contradiction may be due to differences in the context, religion, and measurement tools in these studies. For instance, Drayl et al. (2003) used the Francis scale of attitude
towards christianity (FSAC), which mainly deals with perMod Care J. 2016; 13(3):e12470.
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sonal religious rituals rather than all aspects of religiosity.
Allport noted that differentiation of intrinsic and extrinsic religiosity helps make a distinction between those
who consider religiosity as an aim and those who use it
as an instrument. The present findings also showed that
nurses who considered religiosity as a goal had lower levels
of depression, compared with those who used it to receive
support. Considering their instrumental approach to religiosity, people with an extrinsic religious orientation have
shakable faith, and therefore, they are not as mature and
peaceful as people with an intrinsic religious orientation.
It is worth noting that people with an intrinsic religious orientation believe that everything happens at God’s
will, and as a result, no one except God can cause them
distress. Moreover, people with firm religious beliefs usually use problem-focused coping mechanisms, and therefore, they show more effective coping in different situations (20).
The findings also revealed that the mean score of extrinsic religious orientation was greater than the mean
score of intrinsic religious orientation (20). People with
an intrinsic religious orientation have coherent and wellorganized religious beliefs, consider religious values as an
aim, and pay little attention to nonreligious values and
needs. Contrarily, people with an extrinsic religious orientation use religiosity as a means to fulfill their needs, reach
personal and social balance and security, and attract others’ attention to themselves. In other words, they use religiosity as a means for achieving other objectives (24).
Another finding of the present study was that nurses
who worked permanent and post-graduation service obtained higher extrinsic religious orientation scores probably due to their younger ages and greater time and desire
for doing group works and participating in social and religious activities. On the other hand, the findings showed
a significant difference between male and female nurses
with respect to the depression scores. Most previous studies have also reported the higher prevalence of depression
among female medical students and military nurses due
to their greater susceptibility to depression (4, 24). These
findings contradict the findings reported in 2 previous
studies on students and emergency room staff in Birjand,
Iran, and New York, USA, respectively (3, 25).
Another finding of the present study was the negative
correlation of depression with income; in fact, nurses with
higher income had lower levels of depression. Similarly,
Dalmida et al. (2012) reported higher levels of tranquility
among Master’s degree students who had a greater family
income (26).
Mod Care J. 2016; 13(3):e12470.

5.1. Conclusion
Considering the 27.5% prevalence of mild depression
among nurses and the positive correlation of depression
with extrinsic religious orientation, it seems that nurses
paid greater attention to the superficial aspects of religiosity. On the other hand, the negative correlation of
depression with intrinsic religious orientation indicates
nurses’ little attention to the superficial aspects of religiosity. Therefore, specialized counseling services by religious
experts can help improve nurses’ religiosity and reduce
their depression.
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