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Abstract
This study addresses the gap in the literature regarding the impact of nurses’ per-
sonal religious and spiritual beliefs on their mental well-being and burnout. A 
model of the association between these factors was tested based on surveys of 207 
nurses  located in southeastern USA and analyzed to determine the association 
between religion/spirituality, mental well-being, and burnout. A path analysis sup-
ported a model in which, through its positive impact on mental well-being, religion/
spirituality was negatively associated with emotional exhaustion and depersonaliza-
tion and positively associated with personal accomplishment.
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Introduction

Healthcare organizations are eager to improve the mental well-being of nurses 
because such actions support the Quadruple Aim to improve staff engagement and 
promote joy in practice (Bodenheimer and Sinsky 2014). Nurses experience tremen-
dous stress in their jobs in direct care as evidenced by escalating reports of depres-
sion, compassion fatigue, and secondary trauma (Kelly 2020; Letvak et  al. 2012; 
Nolte et  al. 2017). Nursing burnout is an increasingly prevalent problem that has 
personal as well as patient safety implications (Hall et al. 2016; Medicine, National 
Academies of Sciences, & Medicine 2019). In addition, burnout is associated 
with turnover in direct care nurses, and though estimates of turnover vary, it has 
been reported that over 19% of nurses leave their positions annually (NSI Nursing 
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Solutions 2019). Thus, organizations must focus strongly on prevention and mitiga-
tion of burnout and related conditions. While many interventions focus on reducing 
stressors and building resilience (Magtibay et  al. 2017; Sarazine et  al. 2020), few 
focus on improving overall mental well-being.

The literature on religion and spirituality (r/s) in nursing primarily focuses on the 
provision of spiritual care to patients (Mamier et al. 2019; Pike 2011; Taylor et al. 
2014). Nurses’ personal spirituality often is only considered as it affects the ability 
to comfortably and competently provide whole-person care to patients and families 
(Taylor et al. 2019). Nurses are expected to be spiritual care “generalists”—assess-
ing and meeting patients’ basic spiritual care needs (Donesky et  al. 2020). While 
the importance of the spiritual needs of patients is understood, there has not been 
extensive research to date on the personal r/s beliefs of nurses and its impact on their 
mental health outcomes.

The purpose of this analysis is to assess the current state of religion and spir-
ituality in hospital-based nursing staff and to examine its associations with mental 
well-being and burnout. This whole-person assessment of nurses may inform future 
well-being strategies focused on faith-based interventions.

Background

Mental well-being is a complex construct that incorporates both hedonic and eudae-
monic happiness. The former includes subjective happiness and avoidance of pain, 
while the latter focuses on personal attainment of purpose and meaning in life (Ryff 
and Keyes 1995). Ryff (1989) describes mental well-being as a eudaemonic con-
struct with six dimensions, including self-acceptance, positive relations with oth-
ers, autonomy, environmental mastery, purpose in life, and personal growth. These 
constructs in the workplace may be characterized as realization of personal values 
and meaning in and through work (Bartels et al. 2019; Lee 2015). Reports regard-
ing clinical staff suggest that loss of meaning in work is one of the drivers of burn-
out in both physicians (Shanafelt 2009; Shanafelt and Noseworthy 2017) and nurses 
(Schadenhofer et al. 2018). Conversely, finding meaning in work has been associ-
ated with protective factors against workplace stress (Moreno-Milan et al. 2019).

Burnout is a major driver of poor well-being and is widespread in the nursing 
workforce, with conservative estimates of 30% of nurses experiencing one or more 
aspects of burnout (Canadas-De la Fuente et al. 2018; Gomez-Urquiza et al. 2017). 
A report from the National Academy of Medicine reports burnout rates of between 
35 and 54% among nurses and physicians. (National Academy of Medicine 2019) 
Burnout is a work-specific phenomenon characterized by emotional exhaustion, 
depersonalization, and a decreased sense of personal accomplishment (Maslach and 
Jackson 1981). Emotional exhaustion involves feeling overextended and psychologi-
cally under-resourced. Depersonalization is marked by indifference to care recipi-
ents and cynicism towards those being treated. Decreased personal accomplishment 
involves feelings of incompetence and decreased capacity to fulfill one’s role.

Burnout is associated with symptoms and conditions inconsistent with well-
being, including stress (Oyeleye et al. 2013), post-traumatic stress disorder (Mealer 
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et al. 2009), anxiety (Colville et al. 2017), and depression (Garrouste-Orgeas et al. 
2015). For nurses, burnout has been associated with higher patient infection rates 
(Cimiotti et al. 2012) and perception of lower perceived patient safety grades (Hal-
besleben et al. 2008).

Nurses with symptoms of burnout, like others in distress, often turn to religion 
and spirituality to make meaning out of stressors and threats (Park 2005a, b; Perera 
et al. 2018). In other clinical personnel, there is evidence of a negative association 
between spirituality and burnout, depression, and anxiety (Doolittle et  al. 2013; 
Hsiao et al. 2012; Wachholtz and Rogoff 2013). Nurses have been reported to rely 
on r/s when coping directly with death and dying (Palmer Kelly et al. 2019).

There are no consensus definitions of r/s in the literature (Koenig 2015; McSherry 
and Cash 2004; Pike 2011). Hill et al. (2000) define spirituality as the search for the 
sacred, and religion as the means through which to search for the sacred. Koenig 
defines religion as “beliefs and practices related to the Transcendent” (Koenig 2015, 
p. 19). In contrast, a consensus definition formed by multidisciplinary health and 
spiritual care providers characterized spirituality as “a dynamic and intrinsic aspect 
of humanity through which persons seek ultimate meaning, purpose and transcend-
ence, and experience relationship to self, family, others, community, society, nature, 
and the significant or sacred” (Puchalski et al. 2014, p. 646).

The literature reflects the positive relationship between r/s beliefs and practices 
and mental well-being. There is a significant relationship between religiosity and 
measures of life satisfaction (Ellison 1991). In a large study of over one-million 
Americans, frequency of religious service attendance is positively associated with 
both affective and cognitive measures of well-being across religious traditions (Lim 
2015). Ivtzan et al. (2013) measured religiousness and spirituality among 250 indi-
viduals of varying religions and reported those who self-identified as spiritual were 
more likely than those who were not spiritual to score higher on measures of self-
actualization (Short Index of Self-Actualization) and presence of meaning in life 
(Meaning in Life Questionnaire) (Ivtzan et al. 2013).

Typically, the study of nursing mental health focuses on the negative—stress, 
compassion fatigue, and burnout. Literature regarding mental well-being in nurses is 
uncommon. Studies addressing positive psychological profiles in nurses often relate 
to workplace resilience and positive coping, both of which are associated with posi-
tive mental well-being (Gao et al. 2017; Gloria and Steinhardt 2016).

This study seeks to address the gap in the literature regarding nurses and their 
personal religious and spiritual beliefs and their impact on mental well-being and 
burnout. Based on summarizing the literature, we propose a model that posits 
positive r/s beliefs impact mental well-being in nurses and that mental well-being 
impacts burnout scores. To test this model, a path analysis was conducted to deter-
mine the relationship between these variables. Ultimately, interventions that seek 
to address the whole person—mind, body, and spirit—may enable organizations to 
address determinants of nursing burnout and turnover.
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Methods

Data Collection

Data were collected via a confidential, web-based, survey of nurses in six faith-based 
community hospitals, all a part of a large non-profit health system headquartered in 
Florida, USA. Inclusion criteria consisted of the requirement to be a hospital-based 
nurse at one of the six identified hospitals—including nurses at all levels of practice 
and job role—the ability to access the survey from a computer or mobile device, 
and ability to speak and understand English. Exclusion criteria included inability or 
unwillingness to complete the survey, and inability to speak or understand English. 
Nurses received an internally funded stipend of $50, added to paychecks, for com-
pleting the surveys, which included a combined 154 questions. All non-demographic 
questions were mandatory. The health system’s Institutional Review Board approved 
the study. The invitations, distributed by e-mail, explained the research and directed 
participants to links which opened to the informed consent, where they were offered 
the option to continue with the research or to decline participation. The survey itself 
comprised demographic questions and nine validated instruments. For this study, 
three of the instruments were used in the final analysis. The surveys were created 
and hosted using Formstack, a HIPAA-compliant web-based platform.

Sample Size

The minimum sample size for this study was established at 194 participants to 
detect a difference for the result variables, emotional exhaustion, depersonalization, 
and personal achievement based on power = 0.80, beta = 0.20, [alpha] = 0.05, and a 
medium effect size. Invitations were mailed to 2267 nurses. The anticipated sample 
size was 200, to account for missing or unusable data.

Measures

World Health Organization Quality of Life—Spirituality, Religion and Personal 
Beliefs (WHOQOL-SRPB) is a 32-item validated instrument that assesses eight fac-
ets of religion, spirituality, and personal beliefs as they impact quality of life (WHO-
QOL SRPB Group 2006). This instrument is an addition to the existing four-item 
spirituality facet in the WHOQOL-100 measure of quality of life. The WHOQOL-
SRPB facets include connectedness to a spiritual being, meaning of life, awe, whole-
ness & integration, spiritual strength, inner peace/serenity/harmony, hope & opti-
mism, and faith. Each facet consists of four questions on a 5-point Likert scale, from 
the least extent to the most, and total domain scores range between 4 and 20. Strong 
internal consistency is reported (alpha = 0.91).

There has been some criticism of the WHOQOL-SRPB as a measure of r/s due 
to the focus of several of its facets on psychological well-being (Moreira-Almeida 
and Koenig 2006). When utilizing the instrument in conjunction with mental health 
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outcomes, Moreira-Almeida and Koenig question, “Is it not surprising that psycho-
logical health is correlated with…[itself]?” (Moreira-Almeida and Koenig 2006, p. 
844), noting that only three of the eight facets on the WHOQOL-SRPB purportedly 
measure r/s (connectedness to a spiritual being, spiritual strength, and faith.) While 
the measure is intended to be an assessment of r/s as it pertains to quality of life, and 
broadly worded for cross-cultural suitability (WHOQOL SRPB Group 2006), there 
likely may be conflation between the measures and the outcome.

Krägeloh et al. (2015) utilized data from a sample of 679 university students to 
provide evidence for a two-factor model for the WHOQOL-SRPB. The three fac-
ets identified by Moreira-Almeida and Koenig were strongly correlated with each 
other and particularly with the religion subscale of the Brief COPE (Carver 1997; 
Krägeloh 2011; Krägeloh et  al. 2015). The model wherein facets loaded into the 
two factors of spiritual coping and spiritual quality of life presented the best fit (Krä-
geloh et al. 2015), with the three facets in question comprising the spiritual coping 
factor.

The three facets—faith, connectedness to a spiritual being, and spiritual 
strength—were utilized in this model as the measure of spirituality, religion, and 
personal belief as it impacts quality of life. This broad interpretation, as intended by 
the creators, incorporates r/s coping as a meaning-making adaptation in the wake 
of threats and challenges (Park 2005b). Each of the three facets includes items that 
address coping, but their scope is beyond coping alone.

The faith facet is composed of four questions that explore the association between 
faith and well-being, comfort, strength, enjoyment of life. Spiritual strength items 
include: the extent to which strength is felt, presence during difficulties, and contri-
bution to living better and feeling happy. Connectedness to a spiritual being meas-
ures helpfulness during difficulties, stress tolerance, understanding of others, and 
source of comfort. The Cronbach’s alpha was calculated in this study. The result was 
very acceptable with 0.97 for the total 12 items, and 0.97, 0.90, and 0.98 for the con-
nection to a higher being, strength, and faith facets, respectively.

The Warwick-Edinburgh Mental Well-being Scale (WEMWBS) is 14-item instru-
ment of positively worded statements that measure mental well-being over the pre-
vious two weeks. It measures various aspects of affective and psychological well-
being, including interpersonal relationships, healthy functioning, and happiness 
(Stewart-Brown et al. 2009; Tennant et al. 2007). The scale ranges from 1–5 with 1 
indicating “none of the time” and 5 indicating “all of the time.” Scores range from 
14–70. The National Health Service (UK) utilizes the scores of 40 or lower and 59 
or higher as cutoff scores (Taggart et al. 2015). Cronbach’s alpha for student samples 
was 0.89 and 0.91 for the general population (Tennant et al. 2007). It was 0.95 for 
this RN population in this study.

The Maslach Burnout Inventory (MBI) (Maslach and Jackson 1981) is a self-
reported measure of burnout on three scales: emotional exhaustion, depersonali-
zation, and personal accomplishment. Higher scores in emotional exhaustion and 
depersonalization and lower scores in personal accomplishment indicate higher 
levels of burnout. The scales have been designed for use with specific audiences, 
and in this case, the Human Services Survey for Medical Personnel version of 
the MBI was used among clinical staff. It is a 22-item instrument, and Cronbach 
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alphas are reported as 0.90 for emotional exhaustion, 0.79 for depersonalization, 
and 0.71 for Personal Accomplishment scales (Maslach et  al. 2010). The Cron-
bach alpha in this study was 0.92 for emotional exhaustion, 0.74 for depersonali-
zation, and 0.85 for Personal Accomplishment.

Analysis Data analysis was performed using SPSS 25 software (IBMCorp 
2017). Once the data file was examined for accuracy, missing data, and outli-
ers, descriptive statistics were used to describe the sample population. Since the 
dependent variables are not normally distributed, the Kruskal–Wallis one-way 
analysis of variance test, which is a rank-based nonparametric test, was conducted 
to determine if there were statistically significant differences in the study out-
comes among categories of each demographic variable, i.e., to examine the dif-
ference in r/s, mental well-being, emotional exhaustion, depersonalization, and 
personal accomplishment by age, marital status, work area, years of nursing expe-
rience, degree, and religion. The variable religion was clustered to four catego-
ries—catholic, protestant, agnostic/atheist, and other—to represent the major reli-
gious classifications represented in this sample.

Based on the associations found in published literature between (1) r/s and 
mental well-being and (2) mental well-being and burnout, a path model was cre-
ated to determine the nature of the relationships between these variables (Chang 
and Chan 2015; Koenig et  al. 2012; Laurencelle et  al. 2002; Lim 2015). Then, 
a path analysis (Mertler and Reinhart 2016) was conducted to test the proposed 
model presented in Fig.  1. Bivariate correlation coefficients were calculated to 
measure the strength of the association between pairs of variables. Specifically, 
Pearson product–moment correlation was used for pairs of continuous variables, 
while Spearman rank-order correlation was used for pairs of ordinal variables. 
Statistical significance was determined at the 0.05 level.

Mental Well-being Depersonaliza�on

Personal 
Accomplishment

Religion/Spirituality Mental Well-being Burnout

Faith
Strength 

Connec�on  

Emo�onal Exhaus�on

Fig. 1  A model of the association between religion/spirituality, mental well-being, and burnout. The top 
line consists of theoretical constructs, while the bottom line consists of the indicators for those constructs
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Results

The final sample was 207 nurses. There were no outliers identified through data 
cleaning. Since all questions except demographics were mandatory, there were 
no missing values. As indicated in Table 1, most nurses were white (79.7%), and 
nurses aged 25–29 represented the largest percentage of the sample (17.9%). Of 
the participants, 43.5% possessed at least 11  years of nursing experience, and 
43.5% held bachelor’s degrees as their highest degree, while 49.8% held associ-
ates degrees in nursing.. By work area, there were 114 acute care, 56 intensive 
care, and 37 ambulatory care nurses.

When asked to identify religious affiliation, 33.3% of nurses reported they 
were Christian or non-denominational, while 27.5% named a specific Protestant 
denomination; 25.6% of nurses identified as Catholic, 2.4% as Buddhist, and 
0.5% as Jewish. Those who identified as agnostic/atheist were 7.2%, and “other” 
included subject-provided answers, such as “I believe in God but do not associate 
with a religion” comprised 3.4% of the sample.

Table  2 presents the mean scores of r/s, mental well-being, and burnout, 
including emotional exhaustion, depersonalization, and personal accomplish-
ment. Kruskal–Wallis one-way analysis of variance test reveals that except for 
r/s, all measures have significant results by comparison of demographic varia-
bles among groups. Intensive/critical care work area is associated with the high-
est depersonalization score (M = 6.23), and ambulatory care is associated with 
the lowest depersonalization score (M = 1.51). Having 2–5  years of experience 
is associated the highest emotional exhaustion score (M = 20.15) and the highest 
depersonalization score (M = 5.83). RNs who hold MSN/PhD/DNP degrees have 
the highest mental well-being score (M = 61.57), the lowest emotional exhaus-
tion and depersonalization scores, and the highest personal accomplishment score 
(M = 6.64, 0.57, and 44.29, respectively). Finally, RNs who identify as Protestant 
as their religious affiliation have the lowest emotional exhaustion and deperson-
alization scores (M = 15.64 and 3.69, respectively).

A path analysis was conducted to test the proposed model (Fig.  1), starting 
with including all the significant variables presented in Table  2 using linear 
regressions (stepwise). Prior to the analysis, outliers were checked, and no cases 
were removed. As shown in Fig. 2, the initial model (2a) includes a demographic 
variable, 2–5 years of RN experience, and a revised model (2b) is without this 
variable. All paths were significant at the 0.05 level. The initial model, presented 
in Fig.  2a, was not consistent with the empirical data. More specifically, four 
of the reproduced correlations exceeded a difference of 0.05. A revised model 
was generated by removing the variable, 2–5  years of RN experience. Calcula-
tion of reproduced correlations for the revised model indicated consistency with 
the empirical correlations as only one reproduced correlation exceeded a differ-
ence of 0.05 (see Table 3). All path coefficients were significant at the 0.01 level. 
The result demonstrates that in RNs, higher r/s has a positive impact on reducing 
burnout indirectly through an increase of their well-being.
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Table 1  Characteristics of 207 
RNs

N %

Age
 20–24 8 3.9
 25–29 37 17.9
 30–34 27 13
 35–39 16 7.7
 40–44 24 11.6
 45–49 23 11.1
 50–54 23 11.1
 55–59 24 11.6
 60 + 25 12.1

Race
 American Indian or Alaska Native 6 2.9
 Asian 11 5.3
 Black or African American 3 1.4
 Multi-racial/multi-heritage 11 5.3
 Native Hawaiian or other Pacific Islander 1 0.5
 Other 10 4.8
 White 165 79.7

Ethnicity
 Hispanic or Latino 19 9.2
 Non-Hispanic or Non-Latino 176 85.0

Marital status
 Divorced 30 14.5
 Married 123 59.4
 Partnered 9 4.3
 Separated 2 1.0
 Single 41 19.8
 Widowed 2 1.0

Work area
 Ambulatory care 37 17.9
 Intensive/critical care 56 27.1
 Non-ICU acute care 114 55.1

Years of nursing experience
 0–1 19 9.2
 2–5 52 25.1
 6–10 46 22.2
 11–20 31 15
 21 + 59 28.5

Highest degree
 AS 103 49.8
 BSN 90 43.5
 MSN 11 5.3
 PhD/DPN 3 1.4
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Discussion

This cross-sectional study of community hospital nurses sought to determine the 
nature of the relationships between three combined facets of r/s—faith, connect-
edness to a spiritual being, and spiritual strength—on mental well-being in nurses 
and the consequential impact on burnout. Surveys of 207 nurses indicated over 90% 
of nurses had a faith orientation and while 50% identified as religious, approxi-
mately 75% identified as spiritual. In addition, the survey revealed that nurses with 
2–5 years of experience, those in intensive/critical care settings, and those without 
advanced degrees in nursing reported the highest levels of burnout.

Building from the foundation in the literature, which supports the associations 
between faith, mental well-being, and burnout, a path analysis was developed to 
better understand the nature of the relationship between these variables (Chang and 
Chan 2015; Koenig et al. 2012; Laurencelle et al. 2002; Lim 2015). The path analy-
sis revealed a direct positive effect between r/s and mental well-being and a direct 
negative effect of mental well-being on burnout, i.e., higher mental well-being was 
associated with lower burnout in the domains of emotional exhaustion, depersonali-
zation, and higher scores in the domain of personal accomplishment.

Burnout Levels in Terms of Experience, Setting, and Education

The nurses in this study reported relatively low levels of burnout compared to 
other nursing samples, where published norms include means of 22.9 for emotional 
exhaustion (16.74 in this sample), 7.12 for depersonalization (4.44), and 36.53 for 
personal accomplishment (37.58) (Beckstead 2002). Given the prevalence of high 
levels of spirituality and lower burnout, personal spirituality may contribute to men-
tal well-being such that it serves as a buffer against burnout. This model suggests 
that mental well-being mediates the association between r/s and burnout.

In this study, early career nurses—those with two to five years of experience—
demonstrated the highest burnout in both the emotional exhaustion and depersonali-
zation domains, which is consistent with studies of burnout in nurses during the first 
three years of practice (Rudman and Gustavsson 2011).

Table 1  (continued) N %

Religion
 Catholic 53 25.6
 Protestant (named denomination) 57 27.5
 Christian/non-denominational 69 33.3
 Agnostic/atheist 15 7.2
 Jewish 1 0.5
 Buddhist 6 2.4
 Other 7 3.4
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Similarly, intensive/critical care nurses scored significantly higher in deperson-
alization and emotional exhaustion. Intensive care nurses face increased patient acu-
ity, end-of-life issues, and moral distress associated with futile care (Mobley et al. 
2007), and they experience increased levels of burnout as a result (Rushton et  al. 
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Fig. 2  Path diagram for initial and revised models including path coefficients. a Initial model, b revised 
model. *p < 0.05, **p < 0.01

Table 3  Empirical and reproduced correlations for the initial model and the revised model

a p > 0.05
b Difference between reproduced and observed correlation is greater than .05

Emotional 
exhaustion

Depersonalization Personal accom-
plishment

Mental well-being

Observed correlations
Mental well-being − .53 − .36 .39
Religion/spirituality − .30 − .26 .31 .57
2–5 years experience .21 .20 − .11a − .10 a

Reproduced correlations (initial model)
Mental well-being − .52 − .34 .39
Religion/spirituality − .30 − .19b .22b .57
2–5 years experience − .13b − .14b

Reproduced correlations (revised model)
Mental well-being − .53 − .36 .39
Religion/spirituality − .30 − .21 .22b .57
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2015). Reinforcing mental well-being via a spiritually based intervention may be 
part of a multi-faceted approach to offer spiritual care to nurses in distress in high 
acuity areas.

Nurses with advanced degrees demonstrated the lowest levels of burnout in this 
study, as master’s and doctorate-level nurses scored lower on emotional exhaustion 
and depersonalization, and higher in personal accomplishment. A study comparing 
burnout among nurse practitioners, nurse managers, and emergency nurses revealed 
that nurse practitioners have a greater sense of control and lower burnout than their 
counterparts (Browning et  al. 2007). It is likely that nurses with more advanced 
degrees are in positions with more autonomy than that of a direct care nurse, e.g., 
nurse educator, and feelings of control over practice are related to lower burnout. 
Direct care nurses with associate and bachelor level degrees are more likely to bene-
fit from interventions targeting mental well-being, as they experience less autonomy 
and higher burnout than nurses with more advanced degrees.

Well‑Being in Nursing

The two-stage analysis indicates the impact from r/s to burnout is indirect through 
mental well-being; thus, it is essential to understand what mental well-being means 
in nurses. Mental well-being in clinical personnel is often discussed in terms of its 
absence rather than its presence. A systematic review of well-being in intensive care 
nurses yielded only four primary research papers (Jarden et al. 2020). While there 
are several studies on individual components of mental well-being in nurses, such 
as dispositional optimism (Chang and Chan 2015; Cruz et al. 2018), there is little on 
what constitutes mental well-being in a nursing population. This study supports inte-
gration of spirituality into the conceptualization of mental well-being in nurses and 
informs the creation of interventions to bolster mental well-being in this population.

Also, as discussed above, well-being consists of both hedonic and eudaemonic 
elements. In the case of nurses in a professional environment, eudaemonia may be 
achieved in part through finding meaning in work. Meaning in work may be defined 
as “the discovery of existential meaning from work experience, work itself, and 
work purpose/goals” (Lee 2015, p. 2263). Nursing is often regarded as a calling, i.e., 
a vocation with intrinsic motivation that verges on the religious (Emerson 2017). 
For some, this calling may be strictly internal, but for others there may be a sense of 
calling from a higher power. In nursing, it is possible for there to be a confluence of 
religion and work stemming from a higher sense of purpose and meaning.

Interventions that stress r/s as a means of experiencing meaning in work and rec-
ognizing the calling to nursing may help to alleviate burnout through improved men-
tal well-being.

The inverse relationship between mental well-being and emotional exhaustion 
and depersonalization signifies that a state of eudaemonic mental well-being may be 
protective against burnout. Conversely, a lack eudaemonic well-being may contrib-
ute to further burnout. For example, in physicians, spending less than 20% on mean-
ingful activities was associated with higher odds of burnout (Shanafelt et al. 2009). 
Nurses likely face the same dilemma. A time motion study of medical-surgical 
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nurses indicated they spent over 35% of time documenting and less than 20% of time 
directly caring for patients (Hendrich et  al. 2008). This disconnect between what 
enables nurses to find meaning in work and their other responsibilities presents an 
opportunity for intervention on the part of hospitals and healthcare organizations.

Implications for Nursing Practice, Education, and Research

These findings present an opportunity to create meaningful spiritually based inter-
ventions for nurses. A systematic review and meta-analysis by Gonçalves et  al. 
(2015) concluded that r/s-based interventions were associated with better mental 
health outcomes in both patients and healthy populations (Gonçalves et al. 2015). 
Consequently, these interventions would apply to nurses across the spectrum of 
mental and physical health conditions and burnout could be addressed in nurses any-
where on the emotional exhaustion and depersonalization continuum. Also, future 
research is needed to determine whether this model is applicable in non-faith-based 
organizations.

Due to high burnout in the early career stage of nursing, it would be advantageous 
to target nurses prior to this stage—either as students or new graduate nurses—with 
spiritually based interventions to bolster mental well-being as a burnout prevention 
strategy. This targeting could be integrated into a broader self-care strategy intended 
to increase retention in nurses with 2–5 years at the bedside, as up to one third of 
nurses leave direct care by the second year of nursing (Blegen et al. 2017; Kovner 
et al. 2014). Possible interventions include group orientation sessions co-facilitated 
by chaplains and licensed mental health professionals that discuss reconnecting to 
purpose and meaning in work, resilience, self-compassion, and stress recovery. The 
same can be applied to intensive/critical care nurses, who also scored significantly 
higher in depersonalization and emotional exhaustion.

Implications for Nursing Administration and Policy

Identification of the path from r/s to burnout through mental well-being is an impor-
tant finding for health systems engaged in efforts to retain nurses at the bedside. 
Burnout is associated with turnover intent (Leiter and Maslach 2009), and mitigat-
ing burnout among nurses should be a key retention strategy. Targeting spirituality 
is a novel approach that may help nurses reconnect with meaning and increase their 
overall mental well-being. Spiritually based interventions are a part of a whole-per-
son care strategy intended to improve mental well-being and consequently to reduce 
the prevalence of burnout.

Limitations

This study has several limitations, including the potentially tautological relationship 
between r/s as it impacts quality of life and mental well-being. In measuring r/s, there 
has been wide criticism of the WHOQOL-SRPB by those who would argue that it is 
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more a measure of psychological well-being than of spirituality; as such, the instrument 
was not used in its entirely and only three of eight facets were selected for analysis.

Additionally, the participants’ demographics is a significant limitation as partici-
pants were self-selected from a relatively homogenous population from a group of 
community hospitals within the same faith-based healthcare organization. Therefore, 
this model is only applicable to those who identify as religious or spiritual and utilize 
r/s as a positive coping mechanism; those who use negative religious coping (i.e., God 
is punishing me) may not experience mental well-being associated with r/s.

Another limitation was study design, which was a cross-sectional survey of a con-
venience-based sample, and it did not differentiate job roles (e.g., managers, assistant 
managers) in analysis. In addition, all measures were self-reported, and thus, the data 
are limited by the weaknesses in this methodology. Some demographic variables, like 
age, were collected categorically for ease of user experience. Consequently, a non-
parametric test was used in the analysis; collecting these data as a continuous variable 
would have strengthened the study. Finally, only one demographic variable was signifi-
cant and retained in the initial model and further removed for the revised model. More 
variables that might contribute to the model need to be collected in the future studies.

Conclusion

This paper presents a model illustrating the positive association between religion/spir-
ituality and mental well-being and the negative association between mental well-being 
and burnout in direct care nurses in a faith-based hospital system. Implications include 
an impetus for healthcare organizations to explore spiritually based interventions with 
nurses to promote mental well-being in a population that often suffers from burnout. 
Promoting mental well-being in the nursing workforce is both clinically and financially 
desirable, as nursing turnover is detrimental to patient care outcomes and the bottom-
line. An investment into the spiritual health of the nursing workforce—to reconnect 
nurses with meaning and purpose—may be part of a valuable retention.
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