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Methods: This cross-sectional correlational study included 300 nurses recruited through convenience
sampling from CCUs, SICUs, MICUs, and EDs. Data were collected using standardized questionnaires
assessing spiritual well-being, hope, and positive mental health and analyzed using Pearson and partial
correlation coefficients and multiple linear regression.

Results: Participants had a mean age of 32.05 (SD=6.23) years and a mean work experience of 8.34
(SD=5.92) years. Spiritual well-being was positively associated with positive mental health after
controlling for hope (r = 0.178, p = 0.002). Hope also remained significantly associated with positive
mental health after controlling for spiritual well-being (r = 0.500, p = 0.001). In the final regression
model, religious well-being and hope were significant predictors, explaining 29% of the variance in
positive mental health.

Conclusion: Spiritual well-being and hope were significantly associated with positive mental health
among nurses. Strengthening these factors may enhance nurses' well-being and improve the quality of
patient care.

Implications for Nursing and Midwifery Preventive Care

= Strengthening spiritual well-being and hope as preventive strategies may help reduce the decline
in nurses’ positive mental health and prevent occupational burnout.

= Nursing managers, by fostering supportive work environments in both spiritual and psychological
dimensions, can implement preventive interventions before the onset of psychological distress
among nurses, thereby enhancing the quality of patient care.
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Introduction

Human beings are multidimensional, encompassing
biological, psychological, social, and spiritual
aspects, and the interdependence of these dimensions
requires that health and well-being be approached
holistically [1]. Within this framework, mental
health, as one of the fundamental pillars of overall
health, is influenced by complex interactions among
individual, occupational, and spiritual factors.
Nurses, as a vital component of the healthcare
workforce, are considered a vulnerable group in
terms of mental health due to continuous exposure to
patient suffering, pain, death, irregular shift work,
and persistent occupational stressors [2, 3].

In particular, nurses working in Intensive Care Units
(ICUs) and Coronary Care Units (CCUs), as well as
emergency departments, are at greater risk of
psychological distress due to the critical nature of
their work environment, high levels of stress, and
constant exposure to mortality and acute clinical
conditions [2]. Evidence indicates that more than
90% of nurses experience occupational stressors,
which may lead to emotional exhaustion, reduced
performance, decreased job satisfaction, and
psychological disorders [3].

In recent decades, the focus of mental health research
has shifted from emphasizing risk factors toward
identifying protective and strengthening factors.
Within this framework, hope is introduced as a
fundamental concept in positive psychology that
plays a central role in human adaptation to adverse
conditions [4]. Hope is a cognitive-motivational
state that directs individuals toward goal setting, the
development of pathways to achieve those goals, and
the maintenance of motivation for their attainment
[5]. Evidence indicates that individuals with higher
levels of hope demonstrate greater resilience in the
face of stress and experience more favorable mental
health outcomes [6].

In recent years, spirituality and spiritual well-being
have also received increasing attention as important
dimensions of human health [7]. Spiritual well-being
is a multidimensional construct comprising two core
components: religious well-being, which reflects an
individual’s relationship with God or a higher power;
and existential well-being, which refers to the sense
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of meaning, purpose, and an inner connection with
oneself, others, and the universe [8]. Diminished
spiritual well-being has been associated with
feelings of emptiness, depression, and anxiety [9],
whereas a positive relationship with the spiritual
dimension is associated with enhanced resilience,
life satisfaction, and a reduction in the negative
consequences of stress [10, 11].

Spiritual well-being, as an indicator of the
integration of spiritual experience into daily life,
reflects an individual’s positive interaction with the
self, others, and existence as a whole [12].
Individuals with higher levels of spiritual well-being
tend to demonstrate greater psychological stability,
and various studies have confirmed a positive and
significant correlation between spiritual well-being
and variables such as hope and positive mental health
[13, 14].

In the nursing profession, which is inherently
stressful and influenced by the critical conditions of
the healthcare environment [15], the presence of
internal resources such as hope and spiritual well-
being may play a protective and buffering role.
Nurses experiencing low levels of positive mental
health may lack the necessary capacity to provide
effective and safe patient care, and this issue can
significantly compromise the quality of healthcare
services and patient satisfaction [16, 17].
International studies have also documented the
importance of this association. Coppola et al. and
Gonzélez-Sanguino et al. demonstrated that spiritual
well-being, particularly in crisis situations, is one of
the most important protective factors against
depression, anxiety, and the deterioration of positive
mental health [18, 19].

In Iran, similar findings have been reported in
internal studies. Kord et al. demonstrated that
spiritual well-being serves as a significant predictor
of hope and optimism among women attending
healthcare centers [13]. Similarly, Samadi Fard et al.
reported that religious beliefs and spiritual well-
being are positively associated with hope in patients
with diabetes [20].

Although numerous studies have independently
examined spiritual well-being, hope, and positive
mental health, their findings suggest that these
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constructs are associated with psychological well-
being and adaptive functioning. To the best of our
knowledge, no study in Iran has simultaneously
investigated the relationship between spiritual well-
being, hope, and positive mental health among
nurses working in critical care and emergency
departments. Identifying these protective factors
may provide a foundation for developing preventive
interventions that promote nurses' mental health and
improve the quality of patient care.

Objectives

This study aimed to investigate the relationship
between spiritual well-being, hope, and positive
mental health among nurses working in CCUs,
surgical intensive care units (SICUs), medical
intensive care units (MICUs), and emergency
departments (EDs) of teaching hospitals in Zanjan,
Iran.

Methods

Study Design
This study was a correlational cross-sectional design
conducted in 2023.

Participants and Sampling

The target population consisted of all nurses working
in CCU, SICUs, MICUs, and EDs of Ayatollah
Mousavi and Vali-Asr (PBUH) teaching hospitals
affiliated with Zanjan University of Medical
Sciences. The total number of eligible nurses was
estimated to be 356. Using a convenience sampling
method and with the direct presence of the
researcher, invitations were distributed to all eligible
nurses, and they were voluntarily invited to
participate in the study. Participation was entirely
voluntary, and there was no obligation to take part.
Inclusion criteria were having at least a Bachelor’s
or Master’s degree in Nursing and a minimum of one
year of work experience in critical care or emergency
departments.

Exclusion criteria included experiencing major
stressful life events such as divorce or the death of a
first-degree relative within the past six months, self-
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reported history of psychiatric disorders or use of
specific psychotropic medications, incomplete
completion of more than 50% of the questionnaire
items or providing uniform responses (e.g., the same
option) for more than 50% of items, and transfer to
general wards during the course of the study.

The sample size was determined using G*Power
software (version 3.1.9.7) and the “Linear multiple
regression: Fixed model, R? deviation from zero”
module, which is consistent with the main statistical
analysis of the study (multiple linear regression).
With a statistical power of 0.95, a significance level
of 0.05, and a medium effect size based on the
correlation coefficient reported in a previous similar
study (r = 0.48; Samadi Fard et al., 2015) [20], the
required sample size was estimated to be 288
participants. Considering a 10% attrition rate, the
final sample size was increased to 320 participants.
Measurement Instruments
Reliability)

Data were collected using four instruments. First, a
demographic  information  questionnaire  was
completed, including variables such as age, gender,
marital status, level of education, total work
experience, and work experience in critical care or
emergency departments, as well as history of
psychiatric disorders and exposure to stressful life
events. It should be noted that self-reported history
of psychiatric disorders and medication use were
included in the demographic questionnaire solely for
screening purposes to apply the exclusion criteria,
and these variables were not entered into any of the
statistical analyses of the study.

The Spiritual Well-Being Scale (SWBS) developed
by Paloutzian and Ellison was used to assess spiritual
well-being. This instrument consists of 20 items
across two subscales: Religious Well-Being (10
items) and Existential Well-Being (10 items). Items
are scored on a six-point Likert scale (1 = strongly
disagree to 6 = strongly agree), and negatively
worded items are reverse scored. The score range for
each subscale is 10 to 60, while the total score ranges
from 20 to 120. Scores of 20-40 indicate low
spiritual well-being, 41-99 moderate, and 100-120
high levels of spiritual well-being [21]. The validity

(Validity &
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of this instrument in Iran was confirmed by Fatemi
et al. through expert review by 10 specialists [22],
and its reliability was reported by Abbasi as
acceptable, with a Cronbach’s alpha coefficient of
0.82 [23].

The Snyder Hope Scale (SHS) consists of 12 items
structured into two subscales: Agency thinking (4
items) and Pathways thinking (4 items), along with 4
filler items. Responses are rated on a five-point
Likert scale (1 = strongly disagree to 5 = strongly
agree), and items 3, 7, and 11 are reverse scored. The
total score ranges from 12 to 60, with scores below
24 indicating low hope, 25-36 moderate hope, and
above 36 high hope [24]. In the study by Kermani et
al., the Cronbach’s alpha coefficient was reported as
0.86 for the total scale, 0.77 for the Agency subscale,
and 0.79 for the Pathways subscale [25].

The Positive Mental Health Scale (MHPK),
developed by Mahmoudi et al., consists of 10 items
rated on a six-point Likert scale (0 = I don’t know, 1
= not true, 2 = somewhat true, 3 = moderately true, 4
= true, 5 = completely true).The total score is
calculated as the mean of the 10 items, yielding a
range from 0 to 5. Scores below 1.6 indicate low
positive mental health, 1.7-3.3 indicate moderate
levels, and scores above 3.4 represent high positive
mental health. The scale demonstrated acceptable
reliability, with a reported Cronbach’s alpha of 0.81
and a Guttman coefficient of 0.79 [26].

Data Collection Procedure

The study protocol was first approved by the
Research Council and the Ethics Committee. After
obtaining an official introduction letter from the
Deputy of Research at the university, sampling was
initiated through on-site presence in the clinical
wards. Following an explanation of the study
objectives to the participants and obtaining written
informed consent, the questionnaires were
distributed.

The researcher remained present in the clinical
settings, considering nurses’ work schedules, until
the required sample size was reached and data
collection was completed. A checklist was used to
ensure the accuracy and completeness of the
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collected data. Incomplete or improperly completed
questionnaires were excluded from the study.

Statistical Analysis

Data were analyzed using SPSS software version 22.
The Kolmogorov—Smirnov test was applied to assess
the normality of data distribution. Descriptive
statistics, including mean, standard deviation, and
frequency percentages, were used to describe
participants’ characteristics and study variables. To
examine relationships between variables, Pearson
correlation coefficient was used, depending on the
normality of the data distribution.

To evaluate the predictive role of spiritual well-being
and hope in positive mental health, multiple linear
regression analysis was performed using the
backward method. This approach was selected to
identify the most parsimonious set of significant
predictors. Prior to conducting the regression
analysis, its assumptions were tested: normality of
residuals was assessed using P—P plots, homogeneity
of variance was examined through scatter plots, and
multicollinearity was evaluated using Tolerance
values (> 0.1) and Variance Inflation Factor (VIF <
10), all of which were confirmed. Independent
samples t-test was used to compare the mean scores
of the main variables across gender, marital status,
and type of ward (ICU versus emergency). A
significance level of 0.05 was considered for all
statistical analyses.

Results

Out of 320 distributed questionnaires, 300 were
eligible for analysis (response rate: 93.75%). Twenty
guestionnaires were excluded based on predefined
exclusion criteria. These included cases in which
participants selected a single response option (e.g.,
neutral/disagree) for more than 50% of the items or
failed to return the questionnaire. As a result, 20
participants were excluded from the study, and
ultimately the data of 300 participants were included
in the final analysis.

Demographic Characteristics of Participants
The demographic characteristics of the participants
are presented in Table 1. The majority of participants
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were female (51.7%), employed in ICU settings
(46%), and married (60%). More than half of the
participants had no children (53.3%), and most
nurses held a bachelor’s degree (84%). The majority
of participants worked rotating shifts (86%) and did

The mean age of participants was 32.05 years (SD =
6.23), the mean total work experience was 8.34 years
(SD = 5.92), and the mean work experience in
critical care units was 5.66 years (SD = 4.46).

not have a second job (78.3%).

Table 1. Demographic Characteristics of Nurses (N = 300)

Variable Category n (%)
Gender Male 145 (48.30)
Female 155 (51.70)
Ward ICU 138 (46.00)
Emergency 111 (37.00)
CcCu 51 (17.00)
Marital status Single 114 (38.00)
Married 180 (60.00)
Divorced 6 (2.00)
Number of children 0 160 (53.30)
1 75 (25.00)
2 53 (17.70)
>3 12 (4.00)
Education Bachelor’s degree 252 (84.00)
Master’s degree 48 (16.00)
Position Nurse 283 (94.30)
Charge Nurse / Supervisor 17 (5.70)
Shift work Fixed shift 42 (14.00)
Rotating 258 (86.00)
Second job Yes 65 (21.70)
No 235 (78.30)
History of mental disorder Yes 3 (1.00)
No 297 (99.00)
Continuous Variables
Variable M (SD)
Age (years) 32.05(6.23)
Total work experience (years) 8.34 (5.92)
Work experience in critical care (years) 5.66 (4.46)

* History of mental disorder was assessed only for the purpose of applying the exclusion criterion and was not included in any statistical analyses.

Mean Scores of the Main Study Variables

The mean scores for religious well-being (36.26, SD
= 4.25) and existential well-being (35.12, SD =4.09)
were classified as low.

The total spiritual well-being score (71.37, SD =
6.72) was categorized at a moderate level. The mean
score of positive mental health was 32.15 (SD =
8.97) out of 50, indicating a moderate level. In
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contrast, the level of hope among nurses was
evaluated as high, with a mean score of 43.6 (SD =
4.44) (Table 2).

Association between Demographic Variables and
Main Study Variables

Pearson correlation analysis (Table 3) showed that
hope had a positive and significant relationship with
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work experience in critical care units (r = 0.153, p =
0.008), total work experience (r = 0.196, p = 0.001),
and age (r = 0.204, p = 0.001). No significant
associations were observed between age or work
experience and either the dimensions of spiritual
well-being or positive mental health. Additionally,
independent samples t-test results indicated no
significant differences in mean scores of spiritual
well-being, positive mental health, or hope
according to gender and marital status. In this study,
to maintain statistical power and focus on clinical
settings with the highest level of acute stress and

exposure to critical conditions, the main group
comparisons were conducted between nurses
working in EDs and those working in ICUs.
Although the CCU is also considered a critical care
unit, it was not included in the primary dichotomous
comparison due to differences in the acuity level of
care compared to ICU and emergency settings, as
well as to avoid significant imbalance in group
sample sizes (n = 51 in the CCU subgroup).
Therefore, the group comparison was limited to the
two primary high-acuity clinical environments
(emergency versus ICU).

Table 2. Mean and Standard Deviation of Main Study Variables (N = 300)

Variable Score range M SD Level
Religious well-being 20-60 36.26 4.25 Low
Existential well-being 20-60 35.12 4.09 Low
Total spiritual well-being 40-120 71.37 6.72 Moderate
Positive mental health 0-50 32.15 8.97 Moderate
Hope 12-60 43.06 4.44 High

Level classification cut-offs: Spiritual well-being total (20—120): Low=20—40, Moderate=41-99, High=100—120. Religious/Existential well-being
subscales (10—-60): Low<34, Moderate=34—59, High=60. Positive mental health (0-50): Level classification was based on the corresponding mean item
score reported by Mahmoodi et al. (Low <1.6, Moderate =1.7-3.3, High >3.4). Hope (SHS, 12-60): Low<24, Moderate=25-36, High>36.

Table 3. Correlation Matrix among Main Variables (N = 300)

1. Simple Pearson Correlations Variables r p
Spiritual well-being with mental health 0.220 0.001
Hope with mental health 0.530 <0.001
Hope with age 0.204 0.001
Hope with total work experience 0.196 0.001
Hope with work experience in critical care 0.153 0.008
2. Partial Correlations (controlling for a third variable)

Variables

Spiritual well-being with mental health (controlling for hope) 0.178 0.002
Hope with mental health (controlling for spiritual well-being) 0.500 0.001

Association between Spiritual Well-Being and
Positive Mental Health

Partial correlation analysis showed that even after
controlling for the effect of hope, the relationship
between spiritual well-being and positive mental
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health remained statistically significant (r = 0.178, p
=0.002).

Association between Hope and Positive Mental
Health
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Partial correlation results, controlling for spiritual
well-being, indicated that the relationship between
hope and positive mental health also remained
significant (r = 0.500, p = 0.001).

Predictive Role of Spiritual Well-Being and Hope
in Positive Mental Health

Multiple linear regression analysis was performed
using the backward method (Table 4), religious well-

being (B=0.401, =0.190,t=3.79, p = 0.001, 95%
CI[0.193, 0.609]) and hope (B = 0.941, p = 0.466, t
=9.28, p = 0.001, 95% CI [0.742, 1.141]) remained
the only significant predictors of positive mental
health. The final model demonstrated an acceptable
fit (F(2,297) = 62.4, p < 0.001, R2 = 0.30, Adjusted
R2=0.29).

Table 4. Multiple Linear Regression (Backward Method) Predicting Positive Mental Health (N=300)

Predictor B B (standardized) t p 95% CI for B
Religious well-being 0.401 0.190 3.79 0.001 [0.193, 0.609]
Hope 0.941 0.466 9.28 0.001 [0.742, 1.141]

Model fit: R2=0.30, Adjusted R?=0.29, F(2, 297)=62.4, p<0.001

Existential well-being was excluded from the final model due to non-significance (p=0.34). Tolerance and VIF values confirmed the absence of

multicollinearity (all Tolerance>0.10, VIF<10).

Discussion

The findings of this study indicated that the level of
spiritual well-being among nurses was moderate.
This result is consistent with previous studies
conducted in Iran and other countries [27, 28],
suggesting that despite high occupational stress,
nurses still possess an acceptable level of spiritual
resources. It appears that spirituality, as a
psychological coping strategy, may help nurses
better interpret and make meaning of challenging
clinical experiences and adapt to occupational
stressors [16, 17].

A notable finding of the present study was that,
although overall spiritual well-being was at a
moderate level, both subdimensions (religious well-
being (mean = 36.26) and existential well-being
(mean = 35.12)) were independently classified as
low. This discrepancy may be attributed to the
intense workload in critical care settings, which
limits opportunities for deep spiritual reflection.
Furthermore, continuous exposure to death and
suffering may challenge nurses’ sense of meaning
and purpose in life, thereby negatively affecting
existential well-being.

Given the nature of the nursing profession, which
involves continuous exposure to suffering, illness,
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death, and critical situations, an acceptable level of
spiritual well-being can be considered an important
internal resource for attributing meaning to work-
related experiences and enhancing psychological
resilience. Spirituality and religiosity represent
fundamental pathways to meaning, purposefulness,
and hope in life and play a protective role in crisis
situations [29].

Previous studies have also demonstrated that higher
levels of spiritual well-being are associated with
positive outcomes such as increased job satisfaction,
organizational commitment, reduced occupational
stress, and improved quality of life [30, 31]. From
this perspective, the findings of the present study
underscore the importance of addressing nurses’
spiritual well-being as a key component of
professional health.

The findings of the present study indicated that the
mean level of hope among nurses was high. This
result is consistent with a study conducted in Iran
[32], although it was higher than those reported in
other studies conducted in different regions of the
country or under different conditions [33].

The observed differences may be attributed to
contextual factors such as cultural conditions, social
support, religious beliefs, economic status, and
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temporal variations (e.g., the COVID-19 pandemic
period).

Existing evidence suggests that religious beliefs and
engagement in religious practices are positively and
significantly associated with increased levels of
hope. Religion, by providing a coherent meaning-
making system, attributing meaning to suffering, and
offering social support, can play an important role in
strengthening hope. In this regard, the findings of the
present study are consistent with those of Lehmann
and Samadi Fard, who reported a positive
association between religiosity and hope [20, 34].
The results indicated that nurses’ positive mental
health was at a moderate level. This finding, when
compared with studies conducted during the peak of
the COVID-19 pandemic that reported high levels of
anxiety and psychological distress [35, 36], suggests
a relatively more favorable situation. However,
existing evidence indicates that nurses, particularly
those working in critical care and emergency
departments, remain at risk of psychological harm
due to direct contact with critically ill patients and
high occupational demands. Anxiety, feelings of
insecurity, and occupational burnout are common
consequences of health crisis conditions that can
negatively affect nurses’ positive mental health.
Partial correlation results indicated that after
controlling for the effect of hope, spiritual well-being
remained positively and significantly associated with
nurses’ positive mental health. This finding suggests
the independent role of spiritual well-being in
enhancing positive mental health.

Another notable finding was the positive relationship
between hope and both age and work experience
among nurses. This result may indicate that with
increasing professional experience, nurses develop
more effective coping strategies in response to
occupational stressors and strengthen internal
resources such as hope. However, a more precise
interpretation of this relationship  requires
longitudinal studies.

Several studies have also emphasized the role of
religious and existential well-being in maintaining
and promoting positive mental health. Religious
well-being contributes to improved psychological
status through the provision of social support,
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strengthening of positive coping strategies, and
reduction of unhealthy behaviors, whereas
existential well-being enhances mental health by
fostering meaning in life and a sense of purpose [18,
37].

The findings indicated that hope had the highest
standardized coefficient in the regression model (=
0.466), such that after controlling for spiritual well-
being, a strong and positive association was
observed between hope and positive mental health.
This result is consistent with previous studies
reporting the strong role of hope in psychological
well-being and mental health outcomes across
different populations [38]. Hope, as a fundamental
component of positive mental health, enables
individuals to identify effective pathways toward
goal attainment and to cope with challenges [39].
Nurses with higher levels of positive mental health
are better able to maintain hope, engage in goal-
directed decision-making, and manage stress
effectively.

In the second step of the present study, only religious
well-being and hope emerged as significant
predictors of positive mental health, while existential
well-being was excluded from the model due to non-
significance (p = 0.34). Although existential well-
being may show a simple bivariate association with
positive mental health, its unique contribution
becomes negligible after controlling for religious
well-being and hope. This may be explained by
conceptual overlap and potential multicollinearity,
whereby shared variance between existential well-
being, religious well-being, and hope is accounted
for by the latter variables.

The regression analysis showed that religious well-
being and hope together explained 29% of the
variance in nurses’ positive mental health. This
finding suggests that although both dimensions of
spirituality are important, in this specific sample, the
religious dimension alongside hope plays a more
prominent role in predicting positive mental health.
This study had several limitations that should be
considered when interpreting the findings. First, the
cross-sectional design of the study precludes the
inference of causal relationships among the variables
and only allows for the examination of associations.
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Second, the data were collected using self-report
instruments, which may be subject to response bias
and participants’ subjective perceptions. Third, the
study participants were limited to nurses working in
teaching hospitals in Zanjan; therefore, the
generalizability of the findings to other cities or
nursing populations should be made with caution. In
addition, the lack of cooperation from some nurses
due to workload and time constraints was another
limitation of the study, which was addressed by
extending the data collection period and making
multiple follow-up visits.

It should be noted that the findings of this study were
specifically obtained within the context of nurses
working in critical care units (ICU, CCU) and
emergency departments.

Due to higher levels of stress, continuous exposure
to death, and critically ill patients, this group may
exhibit different patterns compared to nurses
working in general wards. Therefore, the
generalization of the results to other nursing
populations should be made with caution.

Conclusion

The findings of the present study indicated that
spiritual well-being and hope are positively and
significantly associated with nurses’ positive mental
health. Moreover, hope and religious well-being
were identified as significant predictors of positive
mental health in this study.

It is important to note that although the observed
correlation was statistically  significant, its
magnitude was weak; therefore, strong clinical
interpretations should be made with caution.

These results suggest that strengthening internal
psychological resources such as hope and spirituality
may be associated with improved positive mental
health among nurses.

Considering the psychological burden in critical care
and emergency settings, the design of intervention
programs aimed at enhancing hope, spirituality, and
adaptive coping strategies may contribute to
improving nurses’ positive mental health and,
ultimately, the quality of nursing care.
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