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ABSTRACT 

In recent years, stress has become an unspoken epidemic that has affected many working 

adults. Many adults spend much of their waking hours working, contributing to their stress. 

This quantitative study examined the relationship between spirituality and stress among 

rural and urban healthcare workers. The data for this study was collected through social 

media platforms, email, and word of mouth. An online survey consisting of ten 

demographic questions, twenty questions from the Spiritual Well-Being Scale, and ten 

questions from the Perceived Stress Scale was administered to healthcare workers at least 

18 years old through an anonymous survey. Pearson correlations were used to analyze 

relationships between stress and spirituality among rural and urban healthcare workers. A 

multivariate analysis of variance (MANOVA) was used to determine if there were 

differences in stress and spirituality levels between rural and urban healthcare workers. The 

results confirmed the hypotheses that there would be a significant negative relationship 

between stress and spirituality among healthcare workers (r(171) = -.33, p < .001), a 

significant negative relationship between stress and spirituality among urban healthcare 

workers (r(81) = -.28, p = .010), and a significant negative relationship between stress and 

spirituality among rural healthcare workers (r(88) = -.34, p = .001). Finally, MANOVA 

did not find a difference in stress levels between rural and urban healthcare workers. These 

findings indicate a commitment to spirituality as a coping mechanism, promoting mental 

health benefits and improving one’s well-being. 

 Keywords: stress, spirituality, coping, healthcare, rural, urban, rural healthcare 

workers, urban healthcare workers, mental health, Christianity, COVID-19 pandemic, 

spiritual well-being, mental wellbeing 
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CHAPTER 1: INTRODUCTION TO THE STUDY 

Introduction 

Healthcare workers encountered many demands and stress when providing quality 

treatment to patients (Su et al., 2007). These healthcare professionals experienced 

exhaustion, tension, and emotional distress, which negatively affected their mental health 

and quality of life (Çelmeçe et al., 2020). There was growing awareness of the 

significance of investigating and promoting well-being and delivering an effective 

healthcare system (Søvold et al., 2021). Promoting healthcare workers’ well-being by 

providing current research was critical for managing the stress of the job (Sen et al., 

2022). This dissertation investigated the relationship between stress and spirituality 

among healthcare workers in rural and urban healthcare settings. 

Health disparities were frequently experienced by individuals residing in rural 

areas in the United States, primarily due to limited accessibility to healthcare services 

(Rural Health Information Hub, 2017). Rural residents have been characterized by a 

strong spiritual affiliation (Abell & Blankenship, 2019). 

Spirituality provided a framework for finding meaning and purpose in times of 

difficulty (Lloyd et al., 2022; Manning, 2004) and was a source of strength and support 

for individuals experiencing difficulty (Sen et al., 2022; Manning et al., 2019). According 

to research, one’s spirituality helped individuals deal with stress and misfortune (Ano & 

Vasconcelles, 2002). For instance, religious coping strategies, such as prayer, meditation, 

and asking for help from spiritual groups, were linked to improved mental health 

outcomes in the face of stress (Sen et al., 2022). More research needed to be conducted to 
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examine the impact of spirituality in this professional context, even though spiritual 

beliefs helped healthcare professionals cope with stress (Prazeres et al., 2020). 

This study explored the relationship between stress levels and spirituality of 

healthcare workers in relation to rural versus urban areas. It analyzed these variables 

using a biblical foundation to interpret the study’s results. The Bible was referenced to 

understand the significance of rural and urban settings, the importance of caring for the ill 

and needy, the principles of serving others and working with dedication and fairness, and 

the provision of coping skills for managing stress and hardships. The research highlighted 

the benefits and importance of integrating spirituality into stress management for 

healthcare professionals. By examining the connection between stress and spirituality of 

rural and urban healthcare professionals, this research sought to close this gap in the 

literature (Chow et al., 2022). 

This research intended to create a quality support system that would provide 

resources and interventions that would be effective in different healthcare settings 

(Fischer et al., 2012). This study aimed to help improve the well-being and mental health 

support provided to rural and urban healthcare professionals by identifying spirituality-

related mental well-being (Chow et al., 2021). 

In conclusion, this dissertation investigated the association between spirituality 

and stress levels in rural and urban healthcare workers. The study sought to contribute to 

an established knowledge base of spirituality’s role in promoting stress management 

through intervention and support systems. 

Background 
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The World Health Organization ([WHO], 2020) defined workplace stress as the 

circumstances of individuals' reactions to work demands and pressures that exceed their 

cognitive and skill capacities, impeding their ability to manage such stressors. It was the 

subjective evaluation of a disparity between the demands placed upon an individual and 

the resources at their disposal to manage those demands within a given context (Giessing 

et al., 2019). Such demands included a lack of advancement in one’s career, not being 

recognized on the job, job workload, organizational restriction, and personal conflicts 

with coworkers (Kath et al., 2013; Zhang et al., 2020), leading to stress (Palanci et al., 

2021). Healthcare workers provided essential services to individuals in rural and urban 

areas, and their job was crucial in delivering high-quality healthcare services to patients 

within healthcare facilities (Wasik, 2020). Research indicated that job-related stress 

progressively became a concern in contemporary society (Achour et al., 2019). 

Supporting healthcare workers’ mental health has been a top priority for 

organizations in recent years (Afulani et al., 2021). Strategies for keeping healthcare 

workers psychologically safe became important tasks for administrators and managers 

within these organizations (d’Ettore et al., 2021; Selamu et al., 2019). Studies found that 

this support could be practical when provided through psychological first aid, training, 

education, and updated or new policies (Blake et al., 2021; Gray et al., 2021; Kaufman et 

al., 2020; Labrague & Santos, 2021; Matloob et al., 2020; Vagni et al., 2020). 

Healthcare workers who experienced stress over the years attributed it to loss of 

power and daily routine, grief, mental and emotional exhaustion, clinical decision-

making, changes in job roles, and feelings of depersonalization (Liberati et al., 2021; 

Lorente et al., 2021; Rao et al., 2021; Woon et al., 2020; Yang et al., 2021). 
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Psychological resources, however, aided in helping protect workers from traumatic 

experiences that may lead to stress and burnout (Di Giuseppe et al., 2021; Iran, 2021). 

The healthcare workforce operated within diverse settings, including rural and 

urban areas (Rosenblatt et al., 2002). Healthcare professionals were crucial for delivering 

indispensable care and services to individuals who required them (Joseph & Joseph, 

2016). The arduous demands of their profession frequently subjected them to elevated 

stress levels, potentially exerting considerable ramifications on their welfare, 

occupational contentment, and holistic standard of living (Søvold et al., 2021). Using 

developed coping mechanisms had been vital in managing stress and enhancing one’s 

mental well-being (Labrague, 2021). Shaw et al. (2019) credited individuals’ religious 

convictions with managing a level of stress. Rural and urban healthcare workers faced 

unique issues that were specific to them and affected them individually (Gold, 2020). 

The healthcare environment in which professionals operated, whether in rural or 

urban settings, presented distinctive factors that could impact their stress levels (Gold, 

2020). Healthcare providers in rural areas were presented with problems specific to rural 

living such as having limited resources and isolation, whereas urban areas provided a 

broader spectrum of services, resources, and prospects for professional advancement 

(Chipp et al., 2011). Urban environments presented additional stressors, such as high 

patient volumes and having less time to do one’s job (McComiskey et al., 2018). Hence, 

it was imperative to distinguish the differences in coping among healthcare professionals 

in rural and urban healthcare environments to address them appropriately. 

Spirituality provided support and strength during hardship and stress, establishing 

a sense of direction by providing a structure for understanding and interpreting the world 
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(Walsh, 2020). Using spirituality as a resource within healthcare environments was 

common regardless of needing to integrate spiritual elements into policy (Ibrahim et al., 

2020). The Christian religious doctrine, which placed significant importance on faith, 

prayer, and communal practices, demonstrated a notable impact on the development of 

coping mechanisms and the promotion of overall wellness among individuals (del 

Castillo & Alino, 2020). 

Problem Statement 

This quantitative study addressed the need for a comprehensive understanding of 

the relationship between spirituality and stress levels among healthcare professionals in 

rural and urban areas. While the influence of spirituality on stress was recognized, there 

was a scarcity of research explicitly investigating the variations in coping outcomes and 

the correlation between mental outcomes and spirituality among healthcare workers. The 

findings of this research provided a deeper understanding of the challenges faced by 

healthcare practitioners in rural and urban work environments and the role of spirituality 

in fostering an effective coping strategy (Dolcos et al., 2021). 

Rural and urban healthcare environments had unique challenges and strategies for 

coping with these challenges (Koinis et al., 2015; Wallace et al., 2009). Their coping 

strategies also differed (Hartley, 2004). For example, Chow et al. (2021) described rural 

healthcare workers as being more grounded in spiritual beliefs than their urban 

counterparts. While the potential influence of spirituality on stress management was 

recognized, there was a lack of research specifically investigating the variations in coping 

strategies and the correlation between mental health outcomes and spirituality among 

healthcare workers in rural and urban areas (Kuchinka, 2021). 
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Healthcare workers in rural healthcare settings endured working with insufficient 

resources, increasing workloads, and increased stress levels (Selamu et al., 2019). The 

non-urban healthcare workforce employed different coping strategies than those in urban 

settings, where resources were more readily available, though with distinct stressors, such 

as high patient volumes and a fast-paced work environment. Effectively managing stress 

and other mental health concerns was crucial for healthcare workers' job performance and 

well-being (Nowrouzi-Kia et al., 2021). Using spirituality to improve mental health 

wellness and decrease stress helped alleviate the mental health burdens brought on by 

stress in rural areas (Koenig, 2020). Developing strategies aligned with one's spiritual 

level aided rural healthcare workers in coping with mental health stress and reducing its 

impact on their jobs (Sen et al., 2022). 

For this and other research, spirituality provided a framework for understanding 

and responding to stress and adversity, highlighting spirituality with faith, prayer, and 

reliance on a supreme being (Manning, 2014; Park, 2013). A belief in this framework 

influenced how individuals managed stress and other difficulties, including those 

encountered in the healthcare sector (Koenig, 2012; Rosmarin et al., 2019). However, the 

extent to which spirituality contributed to stress management among healthcare workers 

in rural and urban healthcare settings required further examination. 

This research sought to address the existing gap in the literature by investigating 

the relationship between spirituality and stress levels among healthcare professionals in 

rural and urban healthcare environments. The study explored the relationship between 

stress and spirituality among healthcare workers in rural and urban areas and the 

differences that influenced this relationship. The research sought to develop strategies for 
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stress management aligned with spirituality among healthcare professionals in these 

environments. 

Purpose of the Study 

The purpose of this quantitative study was to investigate the association between 

spirituality and stress levels in healthcare workers in rural and urban healthcare settings. 

In addition, this study examined the relationship between stress levels and spirituality for 

both rural and urban healthcare workers. Finally, this study examined the difference in 

spirituality between rural and urban healthcare workers. 

Research Question(s) and Hypotheses 

Research Questions  

RQ1: Is there a relationship between stress and spirituality among healthcare 

workers? 

RQ2: Is there a relationship between stress and spirituality among urban 

healthcare workers? 

RQ3: Is there a relationship between stress and spirituality among rural healthcare 

workers? 

RQ4: Is there a difference between rural and urban stress and spirituality for 

healthcare workers? 

Hypotheses  

Hypothesis 1: There is a relationship between stress and spirituality among 

healthcare workers. 

Hypothesis 2: There is a relationship between stress and spirituality among urban 

healthcare workers. 
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Hypothesis 3: There is a relationship between stress and spirituality among rural 

healthcare workers. 

Hypothesis 4: There is a difference between rural and urban stress and spirituality 

for healthcare workers. 

Assumptions and Limitations of the Study 

Some assumptions impacted the study. Schieman (2008) found that religion and 

faith were personal to many people. It was assumed that the pandemic has significantly 

affected the coping mechanisms of healthcare workers (Cai et al., 2020). However, 

because participation was voluntary, the study depended on the participants’ honesty in 

providing honest responses to the survey (Bhagavathula et al., 2020). 

The study identified certain limitations relevant to this research approach. 

Individuals may have answered questions about their spirituality in a way that was 

thought to be more socially acceptable or favorable, as Demaio (1984) described. 

Another limitation noted by Pirutinsky et al. (2020) was that the research did not look at 

or compare non-religious ways of coping or pro-social behavior, which signal, and aid 

improved coping with stresses. The results might have been less potent because of self-

reporting questionnaires rather than clinical assessments (Babore, 2020). The research 

also revealed that rural and urban healthcare workers have varying spiritual beliefs 

(Harris & Tao, 2022). 

Theoretical Foundations of the Study 

The theoretical foundation for this research employed frameworks, such as coping 

theory, social support theory, and religious coping theory, to understand the underlying 

relationship between spirituality and dealing with healthcare worker stress (Lazarus & 
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Folkman, 1984; Cohen & Wills, 1985; Pargament et al., 2000). Coping theory suggested 

that individuals used a variety of cognitive and behavioral strategies to manage stress and 

adversity (Lazarus & Folkman, 1984, p. 141). According to social support theory, 

individuals who perceived they had access to supportive relationships and resources were 

better able to cope with stressors (Cohen & Wills, 1985). Religious coping theory also 

suggested that spirituality and religious beliefs and practices could help manage resources 

for individuals facing stressful or traumatic events through cognitive-behavioral 

techniques (Pargament et al., 2000). 

Due to limited resources and isolation, rural healthcare workers might have 

needed help accessing formal support systems, such as mental health services (Htay et al., 

2021). While previous research showed that problems such as isolation and lack of 

resources were evident for rural healthcare workers (Van Houtven et al., 2021), others 

argued that healthcare workers who adhered to spiritual conviction might have been more 

resilient when faced with hardships (Ano & Vasconcelos, 2005). Additionally, due to 

rural communities' isolation and tight-knit nature, spirituality was more significant for 

these workers (Weinberger-Litman et al., 2020). 

Likewise, while urban healthcare workers had greater access to formal support 

systems, they faced more challenges in developing supportive relationships due to the 

diverse nature of urban areas as opposed to rural areas (Berkman et al., 2000). Differing 

cultural norms and social supports between rural and urban areas made coping distinctive 

for each (Lu et al., 2020). For instance, Lu et al. (2020) suggested that rural individuals 

were more likely to depend on informal social support networks, such as family and 
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friends, whereas urban individuals were more prone to utilize more formal supports, such 

as mental health clinics and support groups. 

This research helped clarify spirituality’s role in rural and urban healthcare 

workers' responses to dealing with stress in healthcare. Using diverse theoretical 

frameworks, a more comprehensive and better understanding of the probable processes 

behind observed differences in coping techniques was developed. 

Definition of Terms 

The following is a list of definitions of terms that were used in this study. 

Burnout – A condition that is believed to be caused by unmanaged long-term 

occupational stress, distinguished by sensations of energy depletion or tiredness, 

increasing mental distance from one's employment, or thoughts of pessimism or cynicism 

towards one's work, and diminished professional effectiveness (WHO, 2019). 

Christian – A person who aligns with and accepts the substance of the Bible, 

maintaining traditional values and beliefs (Haugen, 2020). 

Coping – This refers to the cognitive and behavioral strategies individuals employ to 

manage the stressors arising from internal or external demands of a given situation 

(Budimir et al., 2021). 

Coping Strategy – This refers to the collection of cognitive and behavioral strategies, 

whether adaptive or maladaptive, that individuals employ to cope with stressful and 

adverse events (Finstad et al., 2021). 

Healthcare Worker – A healthcare worker provides care and services to the ill and 

suffering, directly as physicians and nurses or indirectly as aides, laboratory technicians, 

or even medical waste handlers (Joseph & Joseph, 2016). 
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Level of Stress – The extent to which an individual is stressed (Davis-Roberts, 2006).   

Pandemic – An epidemic that spreads worldwide (Grennan, 2019). 

Religious Coping – Specifically turning to God to seek solace, support, and direction 

from a divine being, within the framework of organized religion or on a more informal 

path through individual spiritual practices (Carver et al., 1989). 

Rural – Any non-urban territories, population, and housing (United States Census 

Bureau, n.d.). 

Spirituality – Distinguished by the presence of faith, an exploration for significance and 

direction in one's existence, a perception of interconnectedness with others, and a 

surpassing of self, leading to a feeling of internal serenity and overall welfare (Delgado, 

2005). 

Stress – A physical and emotional response humans feel when facing life's challenges 

(National Center for Complementary and Integrative Health, 2022). 

Stressor – Any occurrence, force, or circumstance that causes physical or emotional 

stress. They can be internal or external influences that need the afflicted person to change 

or develop coping techniques (American Psychological Association, n.d.).   

Urban – urbanized areas of at least 50,000 people (United States Census Bureau, n.d.).  

Work Environment – The space where individuals come together to accomplish their 

duties and produce results. The work environment, also known as the psychological 

climate, influences an individual's mental health (Donley, 2021). 

Significance of the Study 

Stress within the healthcare field created an awareness that could not be 

overlooked. The awareness of stress and spirituality among healthcare practitioners was 
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necessary for optimal well-being. This research provided significant context for the 

relationship between spirituality and stress in rural and urban healthcare settings. The 

knowledge gathered facilitated interventions and support systems specific to healthcare 

professionals' unique requirements and areas of work. This information facilitated 

viewpoints to improve healthcare workers’ general welfare, job contentment, and 

capability to deliver high-quality healthcare services. 

Examining the correlations and differences between stress levels and healthcare 

settings (rural vs. urban) among healthcare workers had practical implications for 

healthcare organizations and policymakers. Investigating stress levels in diverse 

healthcare settings helped devise strategies tailored to the distinctive obstacles healthcare 

professionals encountered in specific regions. This knowledge aided in developing 

specific interventions that assisted in alleviating stress and enhanced the work 

environment of healthcare professionals. 

Summary 

The study aimed to fill a significant gap in the existing literature by examining the 

correlation between stress levels and spirituality within healthcare settings. It provided 

practical implications for enhancing the quality of healthcare work environments and the 

overall experiences of healthcare professionals. Research on the relationship between 

stress and spirituality had shown comparable results. Studies indicated that healthcare 

workers in rural areas experienced more stress than those in non-rural areas (Owens, 

2021; Waddel-Henowitch et al., 2021). Research also found that there were differences in 

the beliefs held in rural and urban areas (Chalfant & Heller, 1991; Peach, 2003). Coping 

theory, social support theory, and religious coping theory laid the theoretical foundation 
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for understanding the study’s focus on the relationship between stress and spirituality 

(Lazarus & Folkman, 1984; Cohen & Wills, 1985; Pargament et al., 2000). 

The study held significance because it had the potential to provide information for 

evidence-based practices and interventions that could improve the well-being and support 

of healthcare workers. The investigation's outcomes could facilitate the creation of 

improved policies, programs, and resources that foster the welfare of healthcare 

practitioners. This study could benefit the provision of healthcare services and elevate the 

general standard of care. 

The study's biblical foundation focused on the New and Old Testaments of the 

Bible. Both Testaments referenced rural and urban life as important in following Jesus’ 

teachings. The Bible emphasized serving and caring for others, relinquishing worries to 

God, and praying as a way of coping with life's sufferings (New International Version 

Bible, 1973/2011). 

This chapter provided background for the research topic and offered a foundation 

and purpose for studying the topic. The chapter’s purpose was also directed by 

integrating biblical foundations for the study. This chapter introduced the research 

questions, hypotheses, and definitions that guided the study. The next chapter provides a 

comprehensive review of the literature on the topic as well as a biblical understanding 

through the Biblical Foundations introduced. 
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CHAPTER 2: LITERATURE REVIEW 

Overview 

This literature review established the structural basis from which the research 

emerged. It focused on the material deemed relevant to the study objectives, examining 

aspects of rural and urban healthcare employees, their work environments, stress levels, 

and coping strategies. A literature study was conducted on stress for rural and urban 

healthcare workers (Manchia et al., 2022). This review discussed the biblical foundation 

and how healthcare workers were trained in this area using the Bible. The review aimed 

to help future researchers understand the environment of the prospective question and the 

research on the topic. 

According to the American Psychological Association (n.d.), 71% of American 

workers experienced stress or tension during their workday. One-third or more of U.S. 

workers claimed to have chronic work stress, which could affect the health of workers as 

well as impact employers and organizations. The APA noted that the causes and types of 

stress experienced at work varied for many. The mission of providing care had become 

overwhelming for healthcare workers over the past few years (Koontalay et al., 2021). 

Description of Search Strategy 

The literature search technique used Liberty University's online Jerry Falwell 

Library, which generated findings from multiple databases. The literature review used the 

following databases: EBSCO, Emerald Insight, Google Scholar, JSTOR, ProQuest 

Central, PsycARTICLES, PsycINFO, SAGE Journals, Springer, and Wiley Online 

Library. These databases provided keyword searches by author, title, publication, and 

subject. Boolean searches used operators such as AND or OR, to combine or exclude 
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search terms. The following keywords and phrases were used to find relevant sources: 

“rural healthcare workers,” “rural,” “urban,” “urban healthcare workers,” “coping,” 

“mental health,” “Christianity,” “health,” “stress,” “COVID-19 pandemic,” “mega-

church,” “spirituality,” and “spiritual well-being.” 

In the biblical framework, a word study examined essential principles of dealing 

with a crisis. The words searched for in the study were rural, urban, crisis, coping, work 

environment, guidance, faith, and stress. All biblical verses utilized in this current 

research study and throughout this text originated from the New International Version 

Bible (1973/2011), described as the most widely used contemporary Bible translation 

(Perry & Grubbs, 2020). 

Review of Literature 

Healthcare Workers  

According to the Centers for Disease Control and Prevention ([CDC], 2017) 

occupations in healthcare were the most rapidly growing division in the U.S. In 2021, 

14% of all workers in the United States worked in the healthcare industry, accounting for 

22 million healthcare workers (U.S. Census Bureau, 2021), making the healthcare 

profession the leading employer in the U.S. Worldwide, the number increased to 59 

million (Joseph & Joseph., 2016). Healthcare workers included direct care workers who 

provided direct care, such as doctors and nurses, and indirect workers, such as medical 

waste handlers and aides. Healthcare providers encompassed primary care, nursing, and 

specialty care (MedlinePlus, 2020). The service area where they were employed 

governed their daily duties. Differences between healthcare workers did exist (U.S. 
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Census Bureau, 2021). One certainty was that the goal of the health professional was to 

care for those who were ill (Babiker et al., 2014). 

Healthcare professionals encountered various occupational risks and infections 

(Theodoridou, 2014; Çelmeçe & Menekay, 2020). Infections and other stressors 

negatively affected healthcare professionals' mental, physical, and emotional well-being 

(Søvold, 2021). A cross-sectional survey of 702 Australian nursing and healthcare 

professionals found that these professionals had poor mental health and elevated levels of 

work-related stress (De Cieri et al., 2019). Using regression analyses, the authors found 

that work-related stressors and mindfulness were critical in determining employee mental 

health. Measuring 35 work-related stressors using the Health and Safety Executive 

Management Standards Indicator Tool (HSE-MSIT), De Cieri et al. (2019) concluded 

from the data that healthcare professionals felt elevated work-related stress. While studies 

have shown that distinct categories of stressors exist, Hasbrouk and Waddimba (2017) 

cited four themes of stressors from their research: organizational stressors, provider/staff-

related, patient-related, and third-party-induced stressors. 

Healthcare workers, especially doctors and nurses, experienced long work hours, 

changes in job roles, responsibilities, work environment, and their connections with 

coworkers, which led to burnout and depression (Teraoka & Kyougoku, 2019). Citing 

stress's impact on health, Anjum and Zhao’s (2022) research findings were similar in that 

workload, work hours, job frustration, organizational policies, and coworker relationships 

were stressors that affected one’s health. The yearly cost of stress among healthcare 

employees in the United States was $191 billion; one-third and one-half of them reported 

work stress as causing burnout (White et al., 2021). According to Medscape’s 2019 
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National Physician Burnout, Depression, and Suicide Report, of the more than 15,000 

physicians who responded, 42% expressed burnout, and 14% admitted having suicidal 

thoughts (Kane, 2019). 

Primary Care    

Primary care providers or PCPs oversaw one’s complete health and care plan 

(MedlinePlus, 2020) and provided various preventative, wellness, and treatment services 

for common ailments (healthcare.gov, n.d.). Primary care providers included medical 

doctors, obstetricians/gynecologists, nurse practitioners, and physician assistants catering 

to a specific location, allowing the provider to focus on that area (MedlinePlus, 2020). 

Primary care was the foundation of a robust healthcare system that guaranteed favorable 

health outcomes and health fairness (Shi, 2012). Physicians were responsible for caring 

for and saving lives (Yardley et al., 2020; Bayerle et al., 2021). The duty of healthcare 

professionals not only imposed demands on them but also came with an inherent 

obligation and cost (Bayerle et al., 2021). 

The Primary Health Care Performance Initiative (2017) characterized primary 

care services as first-contact accessibility, coordination, continuity, comprehensiveness, 

and person-centeredness. Within the primary care type of healthcare, physicians were 

often family doctors and often remained long-term providers (Muldoon et al., 2006), 

often coordinated services and treatments with experts, and could treat various health-

related issues experts (healthcare.gov, n.d). This type of care, often administered by 

family doctors to a single patient, was patient-centered and longitudinal (Muldoon et al., 

2006). 

Nursing 
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Since the emergence of nurses, their roles and responsibilities changed, and they 

became an integral part of the healthcare system (Flaubert et al., 2021). Falling into the 

category of healthcare, those who trained to care for ill patients were licensed practical, 

registered, and advanced practice nurses (MedlinePlus, 2020). While the primary role 

was to provide direct patient care, including administering medications, preventing 

infections, assisting with activities of daily living, and clinical documentation (Digby et 

al., 2020), nurses were also required to promote health, prevent diseases, and educate 

patients (Babstable, 2021). Nurses provided care in hospitals, clinics, long-term care 

facilities, schools, and community health centers (Culley et al., 1996). 

A 2007 study by Skillman et al. (2007) recognized that there were minor 

differences in age and sex between rural and urban registered nurses in the United States, 

but non-Whites and Hispanics were underrepresented in both age and sex. This same 

study found that 97.4% of urban registered nurses worked and lived in the same region 

and commuted less. A more recent study revealed that rural nurses were permanently 

interwoven with trauma-related events because they often resided and worked in the same 

rural community during their careers and were deeply rooted in the sociocultural 

characteristics of rural community life (Jahner, 2020). Participants coped with this by 

leaning on others, finding inner strength, striving to let go of the past, and undergoing 

transformational change through time. The effect of the social environment revealed that 

nurses needed to remain resilient to continue dealing with future traumatic occurrences in 

their community. Urban nurses had advanced degrees or at least a four-year degree 

(Skillman et al., 2007). In this study, most (60.4%) urban nurses worked full-time and 
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mostly in hospital settings. In addition to their regular job duties, nursing personnel could 

link information to other nurses and staff (Zhang et al., 2021). 

Challenges in nursing have existed since the birth of the profession (Spring Arbor 

University Online, 2023). Some of the issues in nursing included a scarcity of nurses, a 

lack of incentives and work satisfaction, excessive turnover, and impaired competence 

(Ahmad & Shaheen, 2021). According to Ahmad and Shaheen (2021), despite these 

challenges, individuals used specific coping mechanisms to address these problems. 

Specialty Care 

Specialty care included services offered by health practitioners specializing in 

treating disorders affecting a particular bodily system (Politi et al., 2011). Specialty care 

healthcare workers included providers, nurse practitioners, and physician assistants 

practicing in pulmonary, nephrology, anesthesiology, gastroenterology, and many other 

areas (MedlinePlus, 2020). Specialists had in-depth, expert knowledge of a few illnesses 

within their respective fields because of their advanced education and training (Donohoe, 

1998). They were competent in diagnostics and treatments beyond a generalist’s training. 

For example, oncology nurses were found to be vital in delivering care to cancer patients, 

including coordinating care, educating patients and families, and managing symptoms 

(Rieger & Yarbro, 2003). Also, a review of nurse practitioners and physician assistants 

found that physician assistants in acute and critical care settings were able to provide 

high-quality care to patients in these specialist care settings (Kleinpell et al., 2019). 

Specialty care healthcare workers faced various challenges in delivering 

specialized care (Politi et al., 2011). For example, a 2020 study found that a significant 

challenge between the increasing demand for rheumatologists and the existing workforce 
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was a critical concern for the rheumatology profession (Miloslavsky & Bolster, 2020). 

The need for specialized medical services among rural populations was partly heightened 

by the prevalence of chronic illness in rural settings (Deprez, 2004). Another study found 

that burnout was a significant problem among oncology nurses, with over half reporting 

symptoms of burnout (Kohli & Padmakumari, 2020). 

Specialty care healthcare workers could improve the delivery of specialized care 

despite their challenges (Mitchell et al., 2019). One study found that advanced practice 

registered nurses (APRNs) played a key role in caring for older and elderly adults 

(Bakerjian, 2022). Integrating pharmacists into the healthcare team was found to improve 

patient outcomes in specialty care areas (Manolakis & Skelton, 2010). 

Rural Healthcare Workers 

According to Dobis et al. (2021), the rural population has transformed over the 

past ten years. In 2020, 46 million Americans lived in rural areas, or 14% of the 

population. Past studies found differences in procedures between rural and urban 

healthcare workers. According to MacQueen et al. (2018), rural healthcare professionals 

were often required to treat various illnesses and perform treatments in their communities 

without specific training. Although estimates varied by the type of provider, researchers 

discovered that only 12% of U.S. doctors worked in rural regions. A 2022 study of rural 

American physicians demonstrated that rural background was a strong and accurate 

predictor of rural practice and that new and seasoned doctors had distinct considerations 

when selecting a location (Hu et al., 2022). For example, the study found that patients’ 

requirements, pre-negotiated service commitments or visa/immigration status, financial 

remuneration, environment similarity to their upbringing, and patient demands were more 
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likely to be the driving forces behind physicians selecting rural practice sites rather than 

social network proximity. Concerning work practices, rural nurses were found to have 

greater exposure and, therefore, practiced safer occupational methods and processes 

(Akinleye & Omokhodion, 2008). However, rural healthcare workers working in specific 

conditions and with certain diseases worked with the fear of being infected, had 

inadequate training, and lacked the desire to deal with certain diseases (Der et al., 2022). 

According to the Rural Health Information Hub (2022), access to high-quality 

healthcare in rural areas depended on maintaining the healthcare workforce. Rural health 

professionals had to be appropriately licensed or certified, have the necessary education 

and training, and possess cultural competency to meet the rural community’s needs 

(Rural Health Workforce, 2000). Many barriers in rural healthcare were not necessarily 

barriers to urban and metropolitan healthcare professionals. For example, fewer prospects 

existed for job progression and career advancement in rural areas. Burnout might result 

from understaffing due to greater workloads, increased job assignments, longer work 

shifts, and less schedule flexibility. Compared to urban healthcare professionals, rural 

healthcare professionals were paid less, received fewer benefits, and worked in low 

working conditions. Other research suggested a need for more healthcare professionals in 

rural areas and persistent, long-term openings (Hempel, 2015). Hempel stated that 

healthcare professionals were often difficult to retain in rural towns. In a study of general 

practitioners in rural Scotland, research reported better mean work gratification, fewer 

mean job stresses, and fewer mean negative job qualities than their counterparts in other 

regions in Scotland, primarily attributable to the more considerable proportion of female 

general practitioners working in rural regions (Eaton-Hart, 2022). However, this same 
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research reported that general practitioners in rural areas were more likely to want to 

retire from medicine entirely in the following five years. 

With the growth of nonphysician providers, the provision of healthcare by 

nonphysicians such as nurse practitioners, physician assistants, and certified midwives 

was crucial to rural communities (Strickland et al., 2008). In a 2008 study of a statewide 

survey in Georgia, data found that rural providers were older, more experienced, but less 

educated and possessed fewer specialty qualifications than urban providers. This study 

also found that nonphysician providers working in rural communities felt safer and more 

relaxed. A survey of rural registered nurses (RN) in the United States found that while 

rural nurse practitioners were still in limited supply and there have been fewer doctors 

servicing rural populations recently, the number of rural registered nurses has 

continuously increased at a pace like that of urban registered nurse growth (Yates et al., 

2022). This study found that half of the RNs studied had a bachelor’s degree or higher. 

In comparison, more than 70% of RNs in urban areas had a bachelor's degree or 

higher (Yates et al., 2020). Rural RNs were noticeably less varied than those they served. 

A 2019 study found that nurses with an improved rural fit were less likely to quit their 

present job or unit in the upcoming six months and fewer planned to leave their 

organization in the forthcoming three years when work satisfaction, resiliency, 

determination, involvement, and rural fit were considered together (Sellers et al., 2019). 

Despite the lack of defining qualities for rural nurses, Winter (2021) argued that certain 

qualities—such as sound judgment, the capacity for prioritization, proficiency in physical 

evaluation, and emotional and physical fortitude were crucial to their success. 
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An earlier study of low- and middle-income county nurses supported the idea that 

the most significant factors affecting rural nurses’ job satisfaction were interpersonal 

interactions, the work environment, and supportive leadership (Jayasuriya et al., 2012). 

These results were consistent with previous qualitative research highlighting the value of 

people management in rural workplaces for maintaining a motivated workforce and 

delivering high-quality services (Irvin & Evans, 1995). 

Work Environment. Nursing work environments deteriorated over the years 

(Ulrich et al., 2022). A rural work environment was different compared to an urban work 

environment. Resources were only sometimes available (Rural Opportunity Institute, 

2023). For example, Taylor and Lee (2005) found that rural health providers needed more 

readily available access to computers since computers were used more than their urban 

peers for tasks such as email and teleconferencing. Some healthcare workers were 

deterred from wanting to continue working in rural areas because they felt isolated from 

peers and coworkers (Taylor & Lee, 2005). Baumann et al. (2008) concluded that the 

need for more government funding for rural institutions also made it challenging to keep 

personnel. While physicians and nurses made up only 25% and 38 %, respectively, in 

some rural communities (Nwanko et al., 2022), providers explained that the work 

environment was the second most common cause of work dissatisfaction (Wang et al., 

2020). 

Rural nurses in emergency departments and urgent care centers needed various 

clinical skills to treat complicated presentations, frequently with little assistance and 

funding (Beks et al., 2018). In other areas of healthcare, such as mental health, generalist 

nurses working in rural emergency departments and urgent care centers were routinely 
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required to assess and treat patients presenting with mental illness, often with little 

assistance from mental health expert services and little formal training. Beks et al. 

explained that when rurality increased, the patient-to-RN ratios rose. Remote healthcare 

institutions needed more resources to support and grow their employees, resulting in less 

employer support for personal progress for nurses in rural locations and geographic 

limitations. 

A qualitative study in Kerala, India, evaluated the level of primary medical care 

experience and work conditions of rural doctors and illustrated the importance of 

increasing the quality of health services (Vallikunnu et al., 2014). In this study of 30 

doctors, the researcher found that a lack of doctors led to a more significant workload for 

the current medical personnel, unfavorable working conditions, and low productivity. 

The study detailed that 90% of the doctors were not allowed enough time to examine, 

diagnose, and treat patients; twenty percent of doctors did not feel supported by 

management; and 60% of the doctors interviewed described not having any formal 

training on the administration of the job. 

In a 2020 study, researchers enlisted 1244 primary care nurse practitioners from 

Arizona, California, New Jersey, Pennsylvania, Texas, and Washington to compare the 

work environments, job outcomes, and practices of rural and urban primary care nurse 

practitioners (Germack et al., 2020). The study discovered that although rural nurse 

practitioners worked an average of more extended hours than urban nurse practitioners, 

they spent their time similarly. Compared to urban nurse practitioners, a higher 

percentage of rural nurse practitioners reported operating freely in charge of their 

patients, working as the lone provider or just with one to two additional clinicians. The 
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researchers noted that in remote areas, a higher proportion of nurse practitioners reported 

being the sole medical professional in their practice or sometimes one to two other 

providers. Compared to urban nurse practitioners, a higher proportion of rural nurse 

practitioners worked in nurse-managed health facilities (22.3% vs. 17.1%), community 

health centers (24.5% vs. 20.6%), and other settings. Nurse practitioners spent an average 

of 32.1 hours a week providing direct care to patients, 5.73 hours a week coordinating 

patient care, and 2.41 hours a week providing care management services, quality 

assurance, and improvement accounted for 1.79 hours a week and 1.7 hours in leadership. 

Rural primary care nurse practitioners worked more hours, and many worked in smaller 

practices, which may be reason for why they were often tasked with being the primary 

care providers in rural areas (Friedberg et al.,2015; Germack et al., 2020). Small and rural 

settings amounted to nurse practitioners needing more structural support, such as access 

to a communication system with their patients and colleagues. 

Stress. Stress exists in every job and was among many businesses and 

organizations’ most prevalent health concerns (Mensah, 2021). Stress at work affected 

people’s health globally (Mulugeta et al., 2021). The pressure could be slightly higher on 

healthcare and affect healthcare professionals’ well-being more. Low wages, lack of 

social support, and dissatisfaction with one’s job contributed to primary healthcare 

workers' stress (Asante et al., 2019). These contributions to stress affected U.S. 

healthcare workers at $191 billion yearly (White et al., 2021). Asante et al. (2019) 

concluded that improving healthcare workers’ work environment and managing ways to 

reduce job stress might improve their well-being. Work stress of rural healthcare workers 
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proved to have a positive yet indirect effect on whether workers intended to leave their 

current jobs (Liu et al., 2019). 

A study involving emergency room nurses in a rural part of Toronto sought to 

investigate the stressors that might lead to mental health issues and found that a lack of 

resources, worry about going outside of their area of expertise, and concerns regarding 

patients and their own privacy in the community were all problems faced by rural 

emergency nurses (Dekeseredy et al., 2020). These events also affected family members, 

as shown through angry outbursts, impatience, and withdrawal. Nurses who underwent 

work-related stress experienced physical and mental health impacts (Kilic et al., 2016). 

When nurses suffered from these mental health problems, patient care and safety were 

compromised (Van Bogaert, 2017). Rural health nurses were prone to anxiety, 

depression, burnout, and post-traumatic stress disorder (PTSD) (Dekeseredy et al., 2020), 

as was the case in a 2021 study where psychological stress and burnout affected the work 

of Kenyan providers. This study revealed that sustained high stress and burnout could 

decrease productivity and effectiveness, job satisfaction, and dedication to the job. As a 

result, there were dangers to patient safety, poor care quality, and negative attitudes 

toward patients. One of the goals of the World Health Organization (2017) in keeping 

patients safe was to reduce the stress and burnout of healthcare workers. In a study 

measuring burnout, adverse results, and well-being and psychological strain of thirteen 

rural doctors in Australia, researchers asserted that the level of stress and burnout among 

medical professionals varied by region (Rees et al., 2020). The strains of rural practice, 

such as social and professional isolation, increased the mental health of rural doctors. 
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Doctors had an increased risk of depression and suicide compared to other occupations. 

This increased risk affects patient care, interpersonal interactions, and job satisfaction. 

Rural nurses were more susceptible to psychological discomfort than their urban 

colleagues due to the specific characteristics of their work. Globally, death rates were 

more significant in rural and isolated locations than in urban areas and cities (Disler et al., 

2020). In rural areas, it was usual for nurses to work alone, give a broad spectrum of care 

to a diverse range of patients across their lifetime, and deal with various physical, 

psychological, and occupational health and safety difficulties while receiving little 

assistance (Jahner, 2022). 

Coping Strategies. Effective treatments reduced turnover, health expenditures, 

absenteeism, and injuries due to heightened stress (White et al., 2021). There was a 

greater understanding of the short- and long-term effects of exposing nurses to 

psychologically upsetting traumatic experiences (Carmassi et al., 2020). Because of their 

practice locations and shorter emergency response times, rural nurses who experienced 

trauma were more susceptible to secondary traumatic stress and post-traumatic stress 

disorder (Jahner et al., 2022). A qualitative study by Jahner et al. showed a lack of mental 

healthcare in rural practice settings. Findings from this study exposed the effects of 

exposure to traumatic events on rural nurses, their underappreciated psychological health, 

and how they dealt with and maintained strength over time. In the study of nineteen rural 

nurses, Jahner et al. noted the social processes nurses used to maintain their strength. The 

first process nurses experienced was “relying on others” by seeking support and stability 

from family and friends (p. 886). The second process was “seeking and sustaining 

strength” through self-reflection (p. 886). In addition to the external and internal methods 
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practiced, nurses buried their emotions and suppressed memories to “leave the past 

behind,” both in and out of their control (p. 887). 

While continuing to stay resilient, nurses felt they had undergone an unavoidable 

inward change (Jahner et al., 2022). In a recent qualitative study of rural nurse managers 

in western Canada, researchers studied the role of stresses, coping mechanisms, and 

resilience of nurse managers in rural settings (Udod et al., 2021). Udod et al. described 

resilience as a psychological trait that can negotiate, manage, and adjust to significant 

stress or trauma causes. Resilience as a coping mechanism developed as one of the 

fundamental characteristics for nurse managers, considering the recent focus given to 

stress, caregiver burnout, and moral distress across leadership positions. Building 

personal resilience was identified as being crucial in coping with work-related stress and 

adversity, maintaining job satisfaction, practicing self-care, and helping to address issues 

with workforce retention and staff well-being in response to the increasing pressures 

faced by rural nurses working within overburdened and under-resourced healthcare 

systems (Foster et al., 2019; Selamu et al., 2017). Udod et al. (2021) described coping 

strategies as how participants thought about and reacted to a particular situation that 

created the conditions for encouraging personal resilience. The coping strategies 

identified by Udod et al. included problem-solving, reconciliation of problems via 

introspection and perspective-shifting, loyalty towards one’s patients, and psychological 

support from coworkers, relatives, and friends—all of which helped nurse managers 

manage the demands of their day-to-day roles. 

Selamu et al. (2017) described the health of healthcare professionals as crucial for 

the efficient operation of health systems in a qualitative study conducted with 52 frontline 
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healthcare workers working in facility-based and community-based facilities in rural 

Ethiopia. While identifying threats to the study participants, the research also identified 

various strategies for the participants to manage work stressors. Among the coping 

strategies mentioned for managing stress by rural healthcare workers were using peer 

relationships and social support. Along with resilience, enduring the work situation was 

an important coping mechanism for managing stressors. The most frequent coping 

strategy mentioned by these rural participants was improving their education to bolster 

their careers and economic situation. Other factors that participants identified as helpful 

in addressing the threats to well-being were recognition, adequate staffing levels, fair and 

appropriate workloads, good career development, and reasonable salary and benefits 

packages. 

Urban Healthcare Workers  

As cities expanded across the United States and the rest of the globe, medical 

professionals became an important sector of the healthcare system (Joubert, 2020). 

Researchers conducting a study on urban healthcare workers in 2007 found that while age 

and sex showed similarities, non-white registered nurses were marginalized (Skillman et 

al., 2007). Skillman et al. suggested that understanding the differences in education, work 

locations, and work patterns would help reduce shortages. In a study of general 

practitioners, urban general practitioners (GPs) thought of themselves as offering medical 

care and perceived rural general practitioners as medical companions (Pohontsch et al., 

2018). Several factors influenced physicians' roles in urban areas. In a 2022 study, 

participants identified workload management, streamlined referral systems, integrated 

electronic health records, access to adequate financial and human resources, availability 
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of necessary equipment, and increased public involvement as crucial elements for the 

effective functioning of physicians (Shahabianmoghaddam & Zanganeh Baygi, 2022). 

Urban nurses often lacked this community sense while practicing (Bratt et al., 2014). 

Reath et al. (2019) suggested that healthcare professionals had to consider their demands 

when designing health services and the workforce to ensure fair access to healthcare and 

improved health outcomes. 

Work Environment. The work environment of urban healthcare professionals 

was significant to those who worked in it. According to Baernholdt et al. (2018), aspects 

of urban nursing, such as nurse staffing, education, and experience, differed from rural 

nursing. As with other research, low job satisfaction was attributed to heavy workloads, 

poor working conditions, and low income (Millar et al., 2017). This same study also 

found that although money was a financial incentive for healthcare workers, it also 

questioned their capacity to uphold the principles and characteristics of public service. A 

2018 study of urban and rural healthcare professionals in Serbia found that by fulfilling 

aspects of work motivation such as receiving recognition, positive work relationships, 

promotions, and supervisor support, urban healthcare professionals were more driven to 

work than they were happy with their jobs (Grujicic et al., 2018). 

Urban healthcare workers experienced changes to maintain job satisfaction. Du 

Plessis et al. (2019) discovered that urban healthcare professionals in South Africa were 

more likely than their rural counterparts to leave their positions due to discontent with the 

nonavailability and access to technology and training. In this study, more participants 

were highly qualified and relied on the ability to find employment elsewhere. 
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Yasin et al. (2020) determined that many factors correlated with the job 

satisfaction of urban healthcare professionals, such as personal and societal issues. 

According to the 2019 review by Yasin et al., the job satisfaction of urban healthcare 

workers, specifically nurses, was affected by extrinsic factors. In Yasin et al.’s review of 

38 studies, the most often cited criteria related to nurses’ job satisfaction were their 

physical work environment, level of authority, and level of independence. Earlier reviews 

discovered that depending on the care practice, several factors impact nurses’ pride in 

their jobs (Utriainen & KyngÄS, 2009). These factors included interpersonal 

relationships, patient care, and organizing nursing work. 

In a study of urban registered nurses in Canada, researchers examined what and 

how registered nurses perceived their work (Wagner et al., 2013). Using the Spirit at 

Work tool, Wagner et al. determined that in the study of 147 nurses, “engaging work” 

accounted for 63% of inherent factors in the model’s explained variance. Lewis and 

Malecha (2011) conducted a study to explore the impact of workplace incivility on 

nurses’ work environments and productivity. Compared to nurses working in the typical 

work environment, those working in healthy settings reported lower workplace incivility 

scores (Lewis & Malecha, 2011). Abimbola et al. (2018) suggested that highly motivated 

healthcare staff had to meet the constant and shifting demand for healthcare services. 

However, in work environments where healthcare employees experience 

demotivation, their work performance also deteriorated (Alfolabi et al., 2018). In a study 

on the current and future challenges in the nurse work environment, Smith (2018) 

concluded that an improved work environment could lead to higher nurse retention rates 

and improved patient outcomes. According to Hinno et al. (2011), 80% of nurses 
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attributed their quality of care at work to the support they receive on the job and 

described it as extremely high. Professional growth, sufficient staffing, supportive 

managers and management, and ensuring nursing competency also ensured a positive 

work environment. 

Stress. Individuals counted on healthcare professionals to care for them, so the 

health of these professionals was vital to delivering quality medical treatment (American 

Medical Association, n.d.). The CDC described stress as "the result of pressures or 

tensions and how our body responded" (The Centers for Disease Control, 2022, 

“Healthcare Workers” section). The quality of patient care and the health and wellness of 

the patients were affected by healthcare workers' stress (Sigurdson, 2021). Stress at work 

was commonly recognized in the healthcare profession (Lee et al., 2021). For example, in 

2018, researchers conducting a study of urban oncology healthcare providers found that 

the demands on cancer healthcare professionals working in urban hospitals, including 

their high caseloads, little control over their working environment, and organizational 

pressures, had been associated with higher stress and burnout (Saint-Louis & Senreich, 

2018). Reduced job fulfillment resulted in unfavorable workplace effects, including 

absenteeism, burnout from stress, and a higher intention to leave the company (Yasin et 

al., 2020). By evaluating the quality of work life of 75 Indonesian nurses using The 

Quality of Work Life scale, researchers determined that the employees were affected by 

stress at work at a rate of 87.30%, suggesting a correlation between elevated stress levels 

and the nurses' quality of work life (Kusumawati & Damayant, 2020). The nurses' 

feelings of pressure determined these conclusions and other stresses at work. In a similar 

study, researchers concluded that psychosomatic stress and job satisfaction were 



   
 

33 

significantly correlated, indicating that nurses were partially satisfied with their jobs (Al-

Khafajy et al., 2022). 

Deng et al. (2020) explained that stress caused decreased sleep quality in nurses. 

A long-term lack of sleep could impair healthcare workers’ job performance, making it 

hard to perform their duties (Medic et al., 2017). A study in urban China used the 

Pittsburgh Sleep Quality Index to determine the relationship between nurses' job stress 

and sleep quality (Deng et al., 2020). In this study of urban nurses, the logistic regression 

analysis presented findings that nurses' sleep quality was affected by job stress. Deng et 

al. concluded that as sleep quality declined, stress levels rose. 

A qualitative study of fourteen oncology nurse interviews examined the source of 

nurses' work stress working in a Saudi Arabia teaching hospital (Wazqar, 2019). The 

study found the "extent of work stress" and "work-related stressors" to be the two main 

focuses of the study (p. 103). For rural healthcare workers, workload and staff shortages, 

emotional demands, lack of social support, language barriers, lack of respect from 

patients and family members, and cultural differences were some of the stress-related 

concerns (Wazqar, 2019). In another recent study, all 71 public hospital nurses admitted 

experiencing high-stress levels (Cohen & Venter, 2020). Cohen and Venter expressed 

that stress was usually created by nurses' shift schedules, working a second job for extra 

money, tense relationships with other health professionals, violent behavior of families 

and patients, fear of contracting infectious diseases, exposure to death and sick patients, 

and the up-close and personal nature of their work. 

Stress frequently went untreated, leading to many other disorders, such as 

burnout, depression, and insomnia (Anupama et al., 2022). A cross-sectional study of 
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medical residents in south India found that 80% of the 251 participants reported being 

stressed, while 62% admitted to insomnia. The CDC (2022) reported that long and 

unbalanced shifts, the intensity and emotional strain of work, exposure to suffering and 

death, and the increased danger of contracting diseases and workplace violence all 

contributed to the difficult working conditions and frequent poor mental health results. 

Stress, burnout, sadness, anxiety, substance use disorders, suicidal thoughts, depression, 

and burnout all contributed to healthcare workers’ health issues (Kelly et al., 2022). 

Burnout, caused by long-term work stress, was reported by 79% of physicians (The 

Centers for Disease Control, 2022). Similarly, a 2018 Physician Workload Survey 

reported that over half (52%) of physicians suffered burnout (Carpenter, 2018). 

Coping Strategies. Despite the risk factors that could result in burnout and 

secondary stress, some safeguards lessened healthcare workers’ chances of experiencing 

these phenomena, such as improving working conditions to increase job satisfaction and 

well-being (Lee et al., 2021). According to Saint-Louis and Senreich's (2018) research, 

such protective influences included support from within the organization and supervisory 

support, training and early detection of secondary traumatic stress and burnout, and social 

activities such as writing. Others contended that improving job happiness and self-care 

was the best strategy to prevent secondary traumatic stress disorder and burnout (Steinlin 

et al., 2017). In a study of 174 nurses at an urban children’s hospital in Turkey, 

researchers found that almost half experienced secondary traumatic stress (Günüşen et 

al., 2018). Günüşen et al. concluded that secondary traumatic stress was less common in 

similar groups, i.e., hospice nurses and home care nurses within the U.S. The coping 

strategies identified in this study included social support, spirituality, and avoidance. In a 
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similar study by Hamama et al. (2019), the researchers concluded that providing social 

support within the organization was also necessary to strengthen the capacity for coping 

with stress sources. The stigma associated with seeking care, the belief that they can take 

care of themselves, or the fear of losing their medical licenses if they were found to have 

a mental disorder may prevent people in the health professions from recognizing the 

indicators of psychological stress (Kelly et al., 2022). 

Training in leadership and resilience, stress-management techniques, and 

organizational measures are among burnout prevention and coping mechanisms 

(Banerjee, 2019). A 2018 study reported that almost 23% or one in four physicians 

acknowledged using alcohol as a stress reliever; 41% admitted to self-isolate, and 32% of 

the physicians in the study stated that they consumed junk food as a way of coping with 

stress (Kelly et al., 2022). Researchers concluded in another study of primarily suburban 

and urban locations that undiagnosed PTSD could influence increased rates of drug 

addiction and suicide among doctors (DeLucia et al., 2019). This study of 546 emergency 

physicians found that the most crucial factors for protection are strong family and 

workplace support. However, humor and other adaptable coping mechanisms were also 

beneficial. Another study conducted in 2019 evaluated the coping methods used by 

emergency physicians in response to occupational stress by creating and refining a coping 

scale (Greenslade et al., 2019). The research identified problem-focused coping (e.g., 

discussing the problem with a professional, discussing the issue with someone who has 

experienced the situation, and information seeking), positive emotion-focused coping 

(e.g., hardiness attitude, using humor, and optimistic thinking), and negative emotion-

focused coping (e.g., drinking, risky behavior, and ignored problem) based on one’s 
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disposition and the environment to modify stress in a variety of ways. This research was 

consistent with other research in that poor coping techniques have been consistently 

connected to negative views of stress management, poor psychological health, and 

burnout. New healthcare providers are also affected by burnout, as evidenced by a 2017 

study that examined first-year medical and psychiatry residents at an urban teaching 

hospital (Chaukos et al., 2017). The study examined ten cross-sectional scales in a self-

reporting study of first-year residents. The results reveal that approximately one-third of 

the residents did not utilize any coping skills and, therefore, had evidence of stress, 

worry, and fatigue. 

Balayssac et al. (2017) expounded that stress in the workplace could be managed 

using coping skills. In this study of 1,332 responding pharmacists and pharmacy 

technicians, researchers examined the mechanisms for work-related stress as it related to 

burnout, depression, and anxiety using the Maslach Burnout Inventory (MBI) 

questionnaire and found that participants with burnout syndrome reported using fewer 

non-medical techniques to manage their work-related stress, such as leisure activities, 

psychotherapy, holidays, and time off. Other stress interventions included behavioral 

interventions such as cognitive behavioral coping skills (Clemow et al., 2018). A 2018 

study of 92 urban medical center employees examined the efficacy of a standardized 

stress management program delivered in groups at the workplace versus improved usual 

care in lowering blood pressure. The study included a ten-week stress management 

program that emphasized cognitive behavioral coping skills and the usefulness of 

lowering blood pressure. The results indicated that the strategy utilized in the research 
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would be beneficial when applied on a broader scale to lower blood pressure in 

hypertensive individuals and professionals with demanding jobs. 

Also, using the Maslach Burnout Inventory, another study involving 60 nurses 

working in Hazrat Fatima Hospital in Tehran in 2014, including head nurses and nurse 

supervisors, showed that training on coping strategies dramatically decreased nurse 

burnout (Bagheri et al., 2019). The study showed that teaching effective stress-coping 

strategies and group cognitive-behavioral therapy reduced nurse burnout. 

The Impact of the COVID-19 Pandemic on Healthcare Workers’ Stress 

Studies showed that elevated levels of stress and the overall impact that COVID-

19 had on the mental health of healthcare workers, including increased anxiety, increased 

post-traumatic stress, and increased depression (Dawood et al., 2022; Elvira et al., 2021; 

Jo et al., 2020; Xiao et al., 2020). Once the impact of the COVID-19 pandemic on 

healthcare workers was acknowledged, symptoms such as anxiety and stress could be 

treated (Galehdar et al., 2020; Al-Ghunaim et al., 2021). The COVID-19 outbreak 

strained healthcare personnel, who struggled to cope (Fang et al., 2021). Healthcare 

workers attempted to cope with both professional stresses at work and personal stress 

outside of work (Catania et al., 2021; Fang et al., 2021). Healthcare workers faced 

overwhelming mental and physical stress and were at a higher risk when encountering the 

COVID-19 virus (Abolfotouh et al., 2020). 

The healthcare workers who served as first responders and on the frontlines were 

most susceptible and vulnerable to the psychological risks of the pandemic (Arafa, 2021; 

Salazar de Pablo et al., 2020; Gross et al., 2021). The Ebola outbreak in West Africa in 

2014 proved that working in such a high-risk environment was incredibly stressful 
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(Mohammed et al., 2015). The fear and anxiety attributed to the COVID-19 pandemic 

were the leading causes of mental health symptoms (Brown & Schuman, 2021; Monteith 

et al., 2021). During the pandemic, direct healthcare providers were more susceptible to 

and experienced more anxiety, depression, insomnia, and other stresses than healthcare 

providers who were not providing direct care (Lai et al., 2020; Alshekaili et al., 2020; 

Amour et al., 2021). According to a recent study review of 65 studies, 22% of healthcare 

professionals suffered from mild to severe depression, anxiety, and post-traumatic stress 

disorder (Li et al., 2021). The National Institute for Health Care Management (NIHCM, 

2021) reported that 69% of medical professionals claimed to have experienced 

depression, and 13% reported having had suicidal thoughts. This same study reported that 

compared to other health professionals, nurses, frontline staff, and younger employees 

reported more psychologically severe issues. Also, 64% of physicians reporting burnout 

were women. 

As the challenges and events of the pandemic continued, research recognized the 

importance of not ignoring workers' psychological well-being (Bennett et al., 2020). The 

overwhelming fear, anxiety, and stress of COVID-19 impacting healthcare workers’ 

mental health led to changes in the workers’ mental well-being (Eftekhar et al., 2021; 

Golechha et al., 2022). Research found that shortly after working with COVID-19, the 

pressure and signs and symptoms of post-traumatic stress (PTSS) emerged (Yin et al., 

2020; Liu et al., 2020). 

COVID-19 directly and indirectly impacted the lives of both the urban and rural 

populations (Alshekaili et al., 2020; Hale et al., 2022). Many healthcare workers 

dedicated much of their time during the pandemic to saving the lives of those infected by 
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the deadly virus (Pandey & Sharma, 2020). As healthcare workers continued to work 

closely in treating and diagnosing the population affected by COVID-19, knowing how 

helpful faith and religion could be in lessening the psychological risk was valuable in 

maintaining the psychological well-being of healthcare workers (Chang et al., 2021). 

Stress 

Healthcare providers, such as doctors and nurses, experienced various kinds and 

levels of stress compared to other occupations (Teraoka & Kyougoku, 2019). Healthcare 

workers faced long working hours, higher responsibilities, distinct roles, relationships 

with peers and coworkers, and challenges in the work environment. Similar findings from 

earlier research on healthcare workers employed during previous pandemics indicated 

that they were under more significant mental strain (Rose et al., 2021). The MERS-CoV 

outbreak in Saudi Arabia triggered emotional stress due to the fear of having to work 

during that time (Khalid et al., 2016). Teraoka and Kyougoku (2019) noted that job-

related stress from pandemics negatively affected the care they provided to patients as 

well as their well-being. 

Frontline healthcare workers attributed their stress to fear, nervousness, and 

physical and emotional exhaustion (Rose et al., 2021). Staff shortages, a lack of adequate 

protective equipment, and concerns about spreading COVID-19 to family members and 

friends were felt by both nurses and physicians, further adding to their stress levels. 

Healthcare workers' quality of life was significantly impacted during the COVID-

19 pandemic (Çelmeçe & Menekay, 2020). In their study of 240 healthcare professionals, 

Çelmeçe and Menekay concluded that stress, quality of life, and anxiety showed a 

positive correlation with all variables examined (female, married, and those with 
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children). Caring for those infected with COVID-19 during the pandemic often led to 

stress brought on by fears of dying, aloneness, and anger. In Cai et al.’s (2021) study of 

534 healthcare workers in Hubei during the COVID-19 pandemic, the stress level 

experienced by the workers was extremely high. An earlier survey of 310 healthcare 

professionals in Wuhan, China, revealed moderate to severe stress (Çelmeçe & Menekay, 

2020). 

Research indicated that elevated stress levels could lead to burnout (Gandi et al., 

2011). Morgantini et al. (2020) conducted a study involving 2,707 healthcare 

professionals from 60 countries, revealing a significant positive association between 

stress and burnout. Another study exploring the connection between burnout, anxiety, and 

stress disorders during the COVID-19 pandemic found that medical professionals 

experienced elevated levels of mental health issues, including burnout (Sung et al., 2020). 

Kelly et al. (2022) observed that hospital employees in urban areas had a noticeably 

higher risk of burnout than those in rural areas and were less satisfied with their jobs 

regarding compassion. However, other research found no differences in burnout from 

stress among doctors in rural and urban areas (Ward et al., 2021). 

Stress was a familiar experience for healthcare workers, and it was shown that 

they experienced greater stress than the public (Allen et al., 2020; Luan et al., 2020). 

Research showed that healthcare workers experienced new stressors during the 2019 

COVID-19 pandemic such as stress related to high-risk exposure to self and others, 

supply shortages, and constant changes to hospital procedures and policies (Seitz et al., 

2022). The 2019 pandemic brought on stress related to. According to Seitz et al., ongoing 

emotional and interpersonal stressors led to burnout in healthcare personnel at a rate of 
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25% to 76%. The level of stress experienced by healthcare workers, especially nurses, 

during the COVID-19 pandemic may have caused adverse psychological effects such as 

burnout, compassion fatigue, sadness, anxiety, impatience, and in rare circumstances, a 

post-traumatic stress reaction because of the high stress associated with caring for 

patients during a pandemic. 

Coping Strategies 

Among the processes found to benefit healthcare workers during the pandemic, 

encouragement and support from colleagues, family, and friends were central sources of 

support (Cai et al., 2020; Balanco-Donoso et al., 2021; Dong et al., 2020; Giusti et al., 

2020). Hasbrouk and Waddimba (2017) described two types of coping strategies: 1) 

problem-focused coping and 2) emotion-focused coping. Problem-focused coping solved 

the problem or changed the cause of the stress, while emotion-focused coping aimed to 

lessen emotional adversity. In a study examining the physical and psychological 

symptoms that negatively affected the performance and daily activities of paramedics and 

sought a relationship between coping strategies and demographics, work influences, work 

and health behaviors, and socioeconomic features, researchers concluded that participants 

with more education or financial contentment were more prone to problem-oriented 

coping (Moskola et al., 2021). 

Jiloha (2020) concluded that mental health was as important as physical health. 

De Cieri et al. (2019) found that overall well-being was enhanced when nursing and other 

healthcare workers practiced mindfulness. Delivering mental health care to healthcare 

workers was essential in managing the comprehensive healthcare system as the pandemic 

and COVID-19 continued (Krystal & McNeil, 2020). Therapy and other mental health 
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assistance provided by the organization played a crucial role in helping reduce workplace 

stress, as agreed upon by nurses, physicians, and other healthcare workers (Rose et al., 

2021). Other researchers agreed that self-care, leisure, and productivity were critical in 

reducing stress and occupational dysfunction (Teraoka & Kyougoku, 2019). 

Like others, Thai et al. (2021) believed that healthcare workers were 

psychologically affected by the SARS-CoV-2 infection. Thai et al. suggested that 

healthcare workers' fears and concerns regarding COVID-19 were more damaging than 

the physical side of the disease. The research of 1423 participants identified the most 

common coping strategies for healthcare working: adhering to the protective protocol, 

avoiding reading about the pandemic, and not going out in public as the most common 

coping strategies for healthcare workers. Those with clinical roles within the hospitals 

had more elevated feelings of stress and more strategies for coping with pandemic stress. 

A 2016 study that evaluated the aspects that reduced stress during the MERS-CoV 

epidemic found related results (Khalid et al., 2016). Participants in the 2016 study found 

the following stringent PPE guidelines like avoidance of public places helpful, and other 

behaviors like talking and motivating themselves, and participation in relaxation 

activities, such as praying and exercising, were used to support their coping strategies. 

Religious or spiritual coping was not rare (Thuné-Boyle et al., 2011). Research in 

the United Kingdom saw that 73% of cancer patients benefited positively from religious 

or spiritual coping. Elliot and Daley (2013) also found this to be true with forensic 

healthcare professionals. Their findings established that emotion-focused coping 

strategies, such as religious ones, were used to combat psychological distress, burnout, 

and occupational stress. 
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Spirituality vs Religion 

Although there may have been some overlap between the terms spirituality and 

religion, it was essential to note that they are distinct concepts with separate definitions 

and evaluation criteria (Arrey et al., 2016; Hyman & Handal, 2006). This study's primary 

emphasis was on spirituality. Nevertheless, it is crucial to stress that religion 

encompassed a spiritual dimension, and conversely, spirituality may also have been seen 

as having religious attributes. 

According to Pargament and Mahoney (2009), spirituality may be defined as 

pursuing the holy. In a 2002 study, 65% of Americans identified as "religious and 

spiritual." Another 15% to 20% identified as "spiritual but not religious." Only 5% to 

10% identified themselves as "religious but not spiritual." Lastly, another 5% to 10% of 

Americans claimed to be "neither religious nor spiritual" (Marler & Hadaway, 2002). 

The concept of spiritual searching pertained to the belief in a divine entity or a 

higher power, wherein many aspects of an individual's life, whether positive or negative, 

might have been filled with sacred significance (Hill et al., 2000). The term "sacred" 

denotes an individual's lifelong exploration of a divine essence, establishing a bond with 

the sacred and developing a distinct personal trajectory, often independent of religious 

guidance  

Psychologists have proposed many conceptions of spirituality and religion 

(Murgia et al., 2020; Vieten & Lukoff, 2022; Paloutzian & Park, 2021). Paloutzian and 

Park (2021) asserted that the field of psychology offered several definitions for the 

concepts of religiousness and spirituality throughout the last century. Each of these 

notions exhibited multidimensionality as a recurring theme. In the past, there was a lack 



   
 

44 

of distinction between spirituality and religiousness until the advent of secularism in the 

twentieth century (Zinnbauer et al., 1997). According to Koenig (2012),   

[Religion] involves beliefs, practices, and rituals related to the transcendent, 

where the transcendent is God, Allah, HaShem, or a Higher Power in Western 

religious traditions, or to Brahman, manifestations of Brahman, Buddha, Dao, or 

ultimate truth/reality in Eastern traditions. This often involves the mystical or 

supernatural. Religions usually have specific beliefs about life after death and 

rules about conduct within a social group. Religion is a multidimensional 

construct that includes beliefs, behaviors, rituals, and ceremonies that may be held 

or practiced in private or public settings but are in some way derived from 

established traditions that developed over time within a community. Religion is 

also an organized system of beliefs, practices, and symbols designed (a) to 

facilitate closeness to the transcendent and (b) to foster an understanding of one's 

relationship and responsibility to others in living together in a community. (p. 2) 

In similar works, Peteet (1994) and Dollahite (1998) characterized religion as dedication, 

tradition, and commitment to one’s faith and doctrines. Studies by Lavorato Neto et al. 

(2018), Fowler (2017), and Florczak (2010) yielded comparable results. They described 

spirituality as having interconnectedness with external and internal dimensions. 

Spirituality often facilitated exploring concerns about human life's value and purpose 

(Arrey et al., 2016). 

Spirituality was characterized by its multidimensional nature, as it covered 

diverse interpretations shaped by many cultural, religious, and philosophical viewpoints 

(de Brito Sena et al., 2021). Various viewpoints might have been considered, including 
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those of religious scholars, scientists, and those without specialist knowledge. Spirituality 

might have been seen as a coping technique for navigating crises and elevated stress 

levels. Furthermore, attributing positive importance to difficulties, especially within 

health-related matters, had been linked to spirituality. Several conceptual frameworks 

defined spirituality, including value systems, belief systems, developmental trajectories, 

and inner self connections. Additionally, spirituality had been described as an intrinsic 

encounter (Garg, 2017). It had been characterized as an individual's ability to make a 

profound connection with their being, other individuals, and the broader universe 

(Mitroff & Denton, 1999). 

Krishnakumar and Neck (2002) proposed that spirituality might have been 

defined as a persistent pursuit of meaning and contentment in one's life. Koenig (2012) 

explained the following: 

Spirituality is distinguished from all other things— humanism, values, morals, 

and mental health—by its connection to that which is sacred, the transcendent. 

The transcendent is that which is outside of the self, and yet also within the self—

and in Western traditions is called God, Allah, HaShem, or a Higher Power, and 

in Eastern traditions may be called Brahman, manifestations of Brahman, Buddha, 

Dao, or ultimate truth/reality. Spirituality is intimately connected to the 

supernatural, the mystical, and to organized religion, although it also extends 

beyond organized religion (and begins before it). Spirituality includes both a 

search for the transcendent and the discovery of the transcendent and it also 

involves traveling along the path that leads from nonconsideration to questioning 

to either staunch nonbelief or belief, and if belief, then ultimately to devotion and 
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finally, surrender. Thus, our definition of spirituality is very similar to religion 

and there is a clear overlap. (p. 3) 

Studies have demonstrated positive associations between religiosity and spirituality (R/S) 

and various beneficial outcomes for individual well-being (Di et al., 2023). Extensive 

research revealed a positive link between religiosity and spirituality (R/S) and overall 

health, encompassing both physical and mental well-being (Jung, 2020). 

Rural Spirituality 

There were disparities between rural residents and their urban and suburban 

counterparts regarding healthcare attitudes and spiritual expectations (Jones, 2021). Jones 

(2021) suggested that religion was more prevalent in rural places. Pham et al. (2019) 

asserted that spirituality served as a crucial coping mechanism during times of crisis, 

particularly among ethnic minorities and rural communities in the United States. Pham et 

al.’s research of rural North Carolina residents uncovered the concept of "spiritual 

engagement" (p. 2959), which was expressed by having a belief in prayer, scripture, 

sharing in one’s faith with others, and other religious activities. Spiritual engagement 

played an important role in being able to cope. Arcury et al. (2000) also suggested that 

rural populations emphasized religion more than their urban counterparts. 

Dunfee et al.’s (2021) mixed-methods study examining the effects of religion and 

spirituality on caregivers' coping mechanisms revealed that religion and spirituality 

significantly aided coping strategies by providing a sense of purpose and perspective, 

fostering inner tranquility and perseverance, and enhancing stability and social cohesion. 

Urban Spirituality 
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In her original work, Kenel (1987) argued that spirituality needed to be people-

oriented. The study also maintained that exploring religion and Christianity from an 

urban lens was useful as it could serve as a guide to exploring Christian values in a 

contemporary way. According to Mattis et al. (2019), there was agreement with Kenel's 

(1987) claim that the many aspects of urban settings, such as their dimensions, 

concentration, and diversity, played a significant role in shaping people's experiences 

with the divine, their religious beliefs, and their understanding of the idea of the holy. 

The findings of Erşahin and Boz (2018) demonstrated that spirituality was 

naturally related to the human need for affiliation, security, transcendence, and 

communication. Spirituality also encompassed interpersonal connections. Their study 

also suggested that urban spirituality was guided by the need for safety, the need for 

communication, belonging, and transcendence. Healthcare workers who actively pursued 

their own spiritual beliefs may have had the capacity to address the unique needs of their 

patients while considering the broader aspects of familial interactions and environmental 

impacts. 

Biblical Foundations of the Study 

The biblical foundation of this study aimed to investigate the relationship between 

coping mechanisms, stress levels, and healthcare contexts (rural versus urban) among 

healthcare workers and their spirituality. Analyzing these variables through a biblical 

lens, with biblical insights and guidance, could inform one’s understanding and 

interpretation of the results. Historically, spirituality was prominent in the healthcare 

field, especially in nursing (Murgia et al., 2020). 



   
 

48 

The Bible includes suggestions for rural places and the people who lived there. 

The Old Testament (New International Version, 1973/2011) portrayed rural life as being 

close to the earth and God and a source of nourishment. For example, Adam was seen as 

the cultivator and custodian of Eden. Jesus performed miracles and preached many of his 

parables in rural areas in The New Testament. The Parable of the Sower in Matthew's 

Gospel, in which a farmer sows seeds in a field, was a parallel for spreading the gospel 

message (Matthew 13:1-23). 

Similarly, the Bible also referenced urban and metropolitan areas, depicting them 

as cities of wealth and trade centers. For instance, Isaiah (New International Version 

Bible, 1973/2011) represented the city of Babylon as a symbol of commerce. The New 

Testament also described towns and cities as central for spreading the gospel. For 

instance, Jesus was often seen in urban areas to teach and perform miracles. The Bible 

depicted the early Christian church as rapidly expanding in metropolitan areas. 

Although the Bible did not directly address healthcare professionals, it 

emphasized the significance of caring for the ill and the needy (Akpanika, 2020). For 

example, the book of James writes, “Is anyone among you sick? Let them call the elders 

of the church to pray over them and anoint them with oil in the name of the Lord” (New 

International Version Bible, 1973/2011, James 5:14). This chapter in James emphasized 

the responsibility of religious leaders in providing care for and consolation to the ill, and 

the belief in the healing power of prayer. James 2:14-17 also encouraged by explaining: 

What good is it, my brothers and sisters, if someone claims to have faith but has 

no deeds? Can such faith save them? Suppose a brother or a sister is without 
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clothes and daily food. If one of you says to them, “Go in peace; keep warm and 

well fed,” but does nothing about their physical needs, what good is it? 

 Additionally, Jesus cured the ill and crippled, highlighting the spiritual significance of 

caring for those in need (Luke 13:10-17). 

Serving others, particularly those in need of medical treatment, was a second 

principle, as seen in Mark 10:45, “For even the Son of Man did not come to be served, 

but to serve, and to give his life as a ransom for many. The Bible also urges us that 

whatever we do, we do for God, as described in Colossians 3:23-24 (New International 

Version Bible, 1973/2011): 

Whatever you do, work at it with all your heart, working for the Lord, not for 

human masters, since you know that you will receive an inheritance from the Lord 

as a reward. It is the Lord Christ you are serving. 

These ideas may guide and motivate healthcare professionals who strive to serve people 

with compassion, expertise, and commitment. 

The Bible contains several instructions on employment and the workplace. One of 

the critical topics of working with dedication and honor is expressed again in Colossians 

3:23-24 (New International Version, 1973/2011). A second instruction is to treat people 

with respect and fairness, as it is written in James 2:8-9, "If you really keep the royal law 

found in Scripture, ‘Love your neighbor as yourself,’ you are doing right. But if you 

show favoritism, you sin and are convicted by the law as lawbreakers". The Bible 

instructs one to serve, even in our workplace, as described in Mark 10:45, "For even the 

Son of Man did not come to be served, but to serve, and to give his life as a ransom for 



   
 

50 

many.” Finally, as demonstrated in Romans 12:18, the Bible urges us to pursue peace and 

avoid disagreements at work. 

Multiple verses in the Bible provide advice on managing stress. Philippians 4:6-7 

is one of the most well-known, stating: 

Do not be anxious about anything, but in every situation, by prayer and petition, 

with thanksgiving, present your requests to God. And the peace of God, which 

transcends all understanding, will guard your hearts and your minds in Christ 

Jesus. (New International Version, 1973/2011) 

When we pray, we offer gratitude and entrust our concerns to God. In Matthew 6:25-34,  

Jesus instructs us not to worry about life's essentials but to rely on what God will provide. 

Furthermore, 1 Peter 5:7 states, "Cast all your anxiety on him because he cares for you." 

These passages urge individuals to place their faith in God, to pray and offer gratitude, 

and to entrust one’s concerns to Him. 

The Bible offers several ways to manage stress and life's trials and hardships 

(New International Version, 1973/2011). One way is to put one's faith in God and depend 

on His power, as expressed in Isaiah 41:10, "So do not fear, for I am with you; do not be 

dismayed, for I am your God. I will strengthen you and help you; I will uphold you with 

my righteous right hand". When we are anxious, we are encouraged to pray for guidance 

(Philippians 4:6-7). Paul offers another approach for coping with stress through 

thanksgiving as he described in 1 Thessalonians 5:16-18, "Rejoice always, pray 

continually, give thanks in all circumstances; for this is God's will for you in Christ 

Jesus." In addition, the Bible urges us to aid and support others to discover life's meaning 

and purpose, as seen in Galatians 6:2, "Carry each other's burdens, and in this way, you 
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will fulfill the law of Christ.” Finally, the Bible instructs us to meditate on the word of 

God and seek wisdom, as seen in Psalm 119:105, “Your word is a lamp unto my feet, and 

a light on my path.” 

This research provided helpful information to assist healthcare workers in seeing 

the benefit of using spirituality to cope in stressful work environments. Some evidence 

showed that crises had led people to call upon their faith or religion (Unser & Riegel, 

2022). 

Summary 

Healthcare professionals, particularly nurses in rural areas, reported experiencing 

more isolation and loss of anonymity (Owens, 2021). In comparison to healthcare 

workers in non-rural areas, rural healthcare workers had experienced far more stress and 

had issues acquiring support to care for their mental well-being in recent years (Waddel-

Henowitch et al., 2021). Researchers had repeatedly found that positive religious/spiritual 

coping was related to improved mental health outcomes in the face of adversity (Thomas 

& Barbato, 2020). Current and past research had recognized differences in the belief 

systems between urban and rural areas (Chalfant & Heller, 1991; Peach, 2003). 

Metropolitan and urban regions had a more diversified population with more religious 

faiths (Bouma et al., 2022). In contrast, rural places often had a smaller population and a 

more homogeneous culture, which might have resulted in a stronger sense of community 

among members of the same denomination. It is important to remember that these were 

generalized tendencies, and there might have been differences in spiritual views and 

practices between urban and rural locations. 
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Christians believe the Bible commands everyone to love and serve others 

regardless of employment, location, or belief. Passages in the Bible reflect this servant 

attitude. For example, Matthew 25:40 writes, "Whatever you did for one of the least of 

these brothers and sisters of mine, you did for me” (New International Version, 

1973/2011). This idea represents healthcare professionals in both rural and urban settings. 

Regardless of the circumstances, healthcare professionals were called to assist individuals 

in need. 

Christians believe in the effectiveness of prayer and the direction of the Holy 

Spirit. During adversities, the teachings of Christianity urge followers to seek strength 

and guidance from God. Philippians 4:13 says, "I can do all things through Christ who 

strengthens me" (New International Version, 1973/2011). This passage reminds 

Christians that they can face any challenge with God’s strength and guidance. Even 

though rural and urban healthcare professionals may have had specific problems and 

experiences owing to their location, Christians depend on God's power and direction in 

times of adversity. 

This chapter presented an integrative review of the research literature. It examined 

the study’s biblical foundation using scripture references to understand the constructs 

investigated in the study. The next chapter will provide a complete description of the 

study's procedures. The chapter will deliver an overview of the research design, discuss 

the recruitment of the participants needed for the study, and examine the study 

procedures, instrumentation, and measurement. 
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CHAPTER 3: RESEARCH METHOD 

Overview 

The purpose of this chapter was to define a research study that could help uncover 

how healthcare workers in rural and urban areas used spirituality as a coping strategy. 

This dissertation addressed this research gap by examining the relationship between 

stress and spirituality among healthcare personnel in rural and urban settings. The study 

aimed to quantitatively examine the potential impact of spirituality on the stress of 

healthcare personnel in diverse healthcare settings by examining their spirituality. This 

chapter also included a summary of the study’s methodology. The study used the 

quantitative strategy to analyze the relationships of the variables described in the study. 

This chapter provided an overview of the research design, population, and justification 

for the sample, study protocols, instrumentation and measurements, operationalization of 

variables, data analysis strategy, delimitation, assumptions, and limitations. 

Research Questions and Hypotheses 

Research Questions 

RQ1: Is there a relationship between stress and spirituality among healthcare 

workers? 

RQ2: Is there a relationship between stress and spirituality among urban 

healthcare workers? 

RQ3: Is there a relationship between stress and spirituality among rural healthcare 

workers? 

RQ4: Is there a difference between rural and urban stress and spirituality for 

healthcare workers? 
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Hypotheses 

Hypothesis 1: There is a relationship between stress and spirituality among 

healthcare workers. 

Hypothesis 2: There is a relationship between stress and spirituality among urban 

healthcare workers. 

Hypothesis 3: There is a relationship between stress and spirituality among rural 

healthcare workers. 

H4: There is a difference between rural and urban stress and spirituality for 

healthcare workers. 

Research Design 

This study was conducted using the quantitative method to examine the role of 

spirituality on stress in healthcare workers in rural and urban settings. Using a 

quantitative research method allowed for statistically analyzing numerical data to test the 

hypotheses and answer the research question. A correlational design examined the 

relationship between the variables in the study using statistical methods to measure the 

degree of relationship between these variables (Bloomfield & Fisher, 2019). 

A survey was used to gather information on this type of research. Jones et al. 

(2013) noted that surveys were useful when large populations are involved, which can 

provide better statistical power. Further, surveys can validate models and collect sizeable 

amounts of data. 

Participants 

The research design sought healthcare participants aged at least 18 years old, 

working full-time or part-time in rural or urban settings. The gender of the study 
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participants did not matter. The study’s sample size was 174 participants. The inclusion 

criteria for this study included rural healthcare workers employed in rural and urban 

settings, encompassing direct care workers, those in support roles, and individuals in 

health management, if applicable. Study participants were recruited through social media 

sites like LinkedIn and Facebook (see Appendix A). Invitation through direct email and 

word of mouth was also used in recruitment. The research excluded participants under 18 

and those who did not complete the survey. The recruitment message clarified the 

research goal and the expectations for participation, with no incentives or pay offered 

(see Appendix B). 

The study adhered to the ethical rules of Liberty University's institutional review 

board (IRB) ethics committee and was granted ethical approval for the research. A 

screening process was conducted to ensure that potential participants met the eligibility 

criteria for the study. All participants were required to give informed consent before 

participating, with the right to withdraw from the study at any time. 

The study utilized a power analysis to calculate the required sample size for the 

investigation. G*Power was employed for a power analysis for an independent sample t-

test, identifying an adequate sample size using an alpha of .05, a power of 0.80, a 

medium effect size (d = 0.5), and two-tails (Faul et al., 2007). Each group was assigned 

an equal number of participants. Based on the assumptions, the required sample size was 

128, with a 25% overage applied to ensure an acceptable number of participants. 

Study Procedures 

Purposive sampling was employed to select participants who could best support 

the study. Participants were recruited using various social media platforms and word of 
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mouth and only healthcare workers were asked to participate. The recruitment process 

included requesting permission from the health director of Lee County Health 

Department in Sanford, North Carolina, and using social media to recruit (see Appendix 

D & E). Approval was given by the county’s health director, who allowed an email to be 

sent to the healthcare employees with a link to the survey for anonymous participation. 

Invitations to participate in the study were disseminated via written email invitations 

through the organization’s email system and word-of-mouth (see Appendix F). The 

recruitment message contained the study's purpose and participation requirements. 

Participants were not given any compensation for participation (see Appendix B). 

The IRB ethics committee granted ethical approval for the research to ensure 

adherence to ethical rules and safeguard the rights and well-being of the participants. All 

participants were required to give informed consent before participating and given the 

right to withdraw from the study at any time. A consent form and the researcher’s contact 

information were included before beginning the survey (see Appendix C). The study was 

only utilized through an online format. The study’s survey could only be accessed using 

the online application JotForm®. 

Instrumentation and Measurement 

   The study was conducted using previously validated survey instruments. Various 

tools, such as questionnaires and surveys, were utilized. Each survey was chosen based 

on its relevance to the study issue and the population studied. The Spiritual Well-Being 

Scale measured Healthcare workers' spirituality (Paloutzian & Ellison, 1982). Stress was 

measured with the Perceived Stress Scale 10 (Cohen et al., 1983). The scales are included 

in the appendix.  
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Demographic Questions    

The demographics of the population sets were analyzed through descriptive data 

analysis (see Appendix G). This included variables such as age, gender, ethnicity, marital 

status, level of education, type of employment, number of years as a healthcare worker, 

and type of church services attended. 

Scales 

Assessing spirituality involved using a scale that measured one’s perceived 

quality of life, including both religious and existential dimensions. The Spiritual Well-

Being Scale measured participants’ satisfaction with life and overall well-being 

(Paloutzian & Ellison, 1982) (see Appendix H). This study used the Perceived Stress 

Scale (Cohen et al., 1983) to measure personal stress in individuals’ lives (see Appendix 

I). 

Spiritual Well-Being Scale (SWB) 

The Spiritual Well-Being Scale (SWB), developed by Paloutzian and Ellison 

(1982, evaluates the perceived overall well-being. The scale is made up of twenty items, 

ten questions on the evaluation of religious well-being, while the other ten items 

pertained to the evaluation of existential well-being. The SWB scale included a subscale 

that measured Religious and Existential well-being. The Existential Well-Being Subscale 

(EWBS) evaluated the participant’s perception of life’s purpose and overall happiness 

with life. The Religious Well-Being Subscale (RWBS) allowed individuals to examine 

their connection with God (Paloutzian & Ellison, 1991). 

The scales (RWBS, EWBS, and SWBS) exhibited good reliability. As reported in 

four separate investigations, the test-retest reliability coefficients for the RWBS ranged 
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from .96, .99, .96, and .88. The time intervals between the tests in these studies varied 

from 1 to 10 weeks (about two and a half months). The coefficients for the EWBS were 

0.86, 0.98, 0.98, and 0.73. The coefficients for the total SWBS were .93, .99, .99, and .82 

(Paloutzian, & Ellison, 1991). 

The measure of internal consistency, sometimes referred to as the coefficient 

alpha, demonstrated a high reliability. In a study conducted by Bufford et al. (1991), the 

internal consistency coefficients for three different constructs were examined across 

seven samples. The coefficients for the construct of RWB varied from .82 to .94; for 

EWB, they ranged from .78 to .86; and for SWB, they ranged from .89 to .94 (Paloutzian 

& Ellison, 1991). 

The SWBS had strong validity, as shown by the substance of its items. Previous 

studies showed that the items exhibited the anticipated pattern of clustering, forming 

distinct subscales known as RWB and EWB. Earlier studies also demonstrated that the 

SWBS served as a reliable and comprehensive measure of overall well-being, particularly 

emphasizing its ability to accurately detect diminished well-being. The variables of SWB, 

RWB, and EWB had a positive correlation with a positive self-concept, a sense of 

purpose in life, physical health, and emotional adjustment. According to Bufford et al. 

(1991), a negative correlation existed between these factors and poor health, emotional 

maladjustment, and lack of purpose in life. 

The 20-item SWB instrument can be completed within 15 minutes. Each item is 

responded to using a 6-point Likert scale. The scale is defined by two ends, "Strongly 

Agree" and "Strongly Disagree," with intermediate gradations. Ten items in the 

assessment evaluated the concept of RWB and included the term "God" while ten 
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statements evaluated EWB without any religious implications. These statements inquired 

about life’s happiness, meaning, and direction. Roughly 50% of the items were phrased 

negatively to mitigate any response bias (Paloutzian & Ellison, 1991). 

The Spiritual Well-Being Scale yielded three main scores: Spiritual Well-Being, 

Religious Well-Being, and Existential Well-Being. The scoring for each SWBS item 

ranged from 1 to 6, with the higher numerical value indicating a better level of well-

being. Items with negative wording were scored in the opposite direction. The positively 

written were numbered as follows: 3, 4, 7, 8, 10, 11, 14, 15, 17, 19, and 20. The scoring 

system for these questions was as follows: a response of "Strongly Agree" was assigned a 

score of 6, "Moderately Agree" was assigned a score of 5, "Agree" was assigned a score 

of 4, "Disagree" was assigned a score of 3, "Moderately Disagree" was assigned a score 

of 2, and "Strongly Disagree" was assigned a score of 1. The elements phrased negatively 

were assigned the following numbers: 1, 2, 5, 6, 9, 12, 13, 16, and 18. The scoring system 

for these questions was as follows: a response of "Strongly Agree" was assigned a score 

of 1, "Moderately Agree" was assigned a score of 2, "Agree" was assigned a score of 3, 

"Disagree" was assigned a score of 4, "Moderately Disagree" was assigned a score of 5, 

and "Strongly Disagree" was assigned a score of 6. To get the overall score for SWB, it 

was necessary to sum the scores of the favorably and negatively phrased questions. A 

spiritual well-being score falling within the range of 20 to 40 indicates a perception of 

diminished overall spiritual well-being. A spiritual well-being score falling within the 

range of 41 to 99 indicated a moderate level of spiritual well-being. A spiritual well-

being score falling within the range of 100 to 120 indicated a heightened feeling of 

spiritual fulfillment (Paloutzian & Ellison, 1991). 
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The Religious Well-Being Score was used to assess an individual's perception of 

their spiritual connection with a higher power. The score identified an individual's 

experience with contentment and a relationship with a divine entity. The score for 

religious well-being was determined by the odd-numbered items 1, 3, 5, 7, 9, 11, 13, 15, 

17, and 19. The cumulative score for religious well-being (RWB) was calculated by 

summing the values given to each item by the respondent, ranging from 1 to 6. A score 

falling within the range of 10 to 20 indicated a perception of an inadequate connection 

with the divine. A moderate level of religious well-being was indicated by a score falling 

within the range of 21 to 49. A score falling within the range of 50 to 60 indicated a 

favorable perception of an individual's connection with the divine. The Existential Well-

Being score quantified an individual's degree of contentment and sense of meaning in 

life. The scores for existential well-being were represented by the even-numbered items, 

namely items 2, 4, 6, 8, 10, 12, 14, 16, 18, and 20. A cumulative score for existential 

well-being (EWB) was determined by summing the values provided by the individual for 

each question; a score falling between the range of 10 to 20 indicated a diminished level 

of contentment with one's existence and maybe a dearth of understanding of one's life's 

purpose. A score falling within the range of 21 to 49 indicated a modest degree of life 

satisfaction and a sense of purpose. A score within the range of 50 to 60 indicated a 

notable degree of life satisfaction and a distinct feeling of purpose in one's life 

(Paloutzian & Ellison, 1991). Permission to use the scale was obtained by the scale’s 

author (see Appendix J). 

Perceived Stress Scale 10 (PSS-10) 
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The Perceived Stress Scale 10 (Cohen et al., 1983) is a ten-item test that examines 

an individual's impression of stress, emphasizing how these people felt overburdened and 

if things were unmanageable or unexpected within the past month. This Likert-type scale 

ranges from zero to four: never, almost never, sometimes, fairly often, and very often, 

with a reliability of 0.78. To compute the overall PSS score, the replies to the four 

affirmatively stated questions (items 4, 5, 7, and 8) are first inverted (i.e., 0 => 4; 1 => 3; 

2 => 2; 3 => 1; 4 => 0). Items 1, 2, 3, 6, 9, and 10 are scored directly from 0 to 4, and 

items 4, 5, 7, and 8, conversely, from 4 to 0 (Campo-Arias et al., 2020). The PSS score is 

then calculated by adding all components together. Higher scores indicated greater stress 

levels. 

The PSS-10 exhibited satisfactory internal consistency reliability (α = .78) (Cohen 

& Williamson,1988). Additionally, the scores on the PSS-10 showed a moderate 

concurrent criterion validity with the level of stress experienced during a typical week (r 

= .39, p < .001). The scale exhibited reliability and internal structural validity (Cohen et 

al., 1983). The analysis was performed using IBM-SPSS software. Permission to use the 

scale was obtained by the scale’s author (see Appendix K). 

Cronbach’s Alpha 

Cronbach's alpha was a measure of internal consistency reliability that evaluated 

the degree to which a set of items in a questionnaire or survey quantified the same 

construct (Cronbach, 1951). In this study, Cronbach's alpha was used to assess the 

reliability of the survey instrument designed to measure rural healthcare employees' stress 

and spirituality. A high Cronbach's alpha indicated greater internal consistency and 

instrument reliability. If Cronbach's alpha value was less than 0.70, the items on the scale 
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were evaluated to determine whether any should have been omitted. Cronbach's alpha 

ensured that the results were reliable and that the survey instrument measured what it was 

designed to measure. 

Operationalization of Variables 

Rural Healthcare Setting – This nominal variable refers to the provision of medical 

services, healthcare facilities, and resources specifically tailored to meet the healthcare 

needs of individuals residing in urban areas. 

Urban Healthcare Setting – This nominal variable refers to the provision of medical 

services, healthcare facilities, and resources specifically tailored to meet the healthcare 

needs of individuals residing in urban areas. 

Spirituality – This interval variable is broad, complex, and subjective. It pertains to 

quality and meaning in life. It is associated with a connection to God, one’s surroundings, 

nature, and others (Paul Victor & Treschuk, 2020). 

Stress – This interval variable will be measured using the Perceived Stress Scale   

(Cohen et al., 1983) designed to help measure individual stress levels. 

Data Analysis 

The IBM SPSS program analyzed the data for this research. Numerical data was 

collected from participant surveys, and the data was prepared by recoding it where 

needed. The mean, median, and standard deviation were calculated for stress and 

spirituality variables. 

A Pearson correlation assessed the relationship between spirituality and stress for 

Research Questions 1, 2, and 3. For Research Question 4, a multivariate analysis of 

variance (MANOVA) was used to determine if there were differences in stress and 
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spirituality levels between rural and urban healthcare workers. Levene’s tests were 

conducted to assess the equality of variance for each dependent variable. A reliability 

analysis evaluated the internal consistency of the spirituality measures employed in the 

research, utilizing Cronbach's alpha. The findings from this analysis provided insight into 

how rural healthcare workers coped with stress in relation to their spirituality. 

Delimitations, Assumptions, and Limitations 

This study defined whether a relationship existed between rural healthcare 

workers' stress levels and their spirituality. It was important to clarify the delimitations as 

they could have impacted the validity and reliability of the research findings. 

Assumptions were views or theories a researcher accepted as accurate despite the lack of 

concrete evidence to support them. It was important to note the study’s limitations as they 

might have impacted the findings' accuracy, reliability, or generalizability. These limits 

were identified and explained to help readers understand the influences on the study's 

findings and conclusions. 

Delimitations 

The study was limited only to participants working in rural and urban areas. The 

boundary of the study was set for healthcare workers, which allowed the study to be 

narrowed and not include the general population. Though not intentionally investigated, 

some urban participants’ locations may have been metropolitan. Everyone who 

participated in the study may not have accurately disclosed their work locations. 

Assumptions 

There were some assumptions for the study that need to be discussed. This study 

assumed that rural healthcare workers had a higher level of spiritual wellness than urban 
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healthcare workers. It was also assumed that people of faith in rural regions preferred to 

observe more traditional values and practices, strengthening their spiritual well-being. 

Third, this research began during the COVID-19 pandemic when healthcare workers 

experienced a heightened stress level. Though the pandemic is over, healthcare workers 

may still be feeling the effects of the long-term stress brought on by the COVID-19 

pandemic. Lastly, participants may not have been completely honest for fear that their 

identity will be discovered. 

Limitations 

This study had limitations. One limitation to consider was its generalizability. 

Findings from healthcare workers in rural or urban areas might not have applied to the 

entire population of healthcare workers in those areas. A second limitation was how the 

study participants viewed the term spirituality. Spirituality could have been perceived as 

faith-based and a belief in God, or it could have been a belief in a higher being, with that 

higher being not necessarily being God. 

Summary 

This study provided the field of psychology with an understanding of how rural 

healthcare workers can manage stress during stressful work circumstances while utilizing 

their spirituality. The study participants were rural healthcare workers who work in rural 

healthcare. 

  This chapter reviewed the study questions and hypotheses. The quantitative study 

was conducted using correlational research. The procedures, including recruitment of the 

participants, procedures, instrumentation, and data analysis, were described. To close the 

chapter, delimitations, assumptions, and limitations were discussed. The next chapter will 
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discuss the study results, including an overview, descriptive results, and the study 

findings. 
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CHAPTER 4: RESULTS 

Overview 

This study investigated the association between spirituality and stress levels in 

healthcare workers in rural and urban healthcare settings. Data were collected using a 

survey that included the Spiritual Well-Being Scale (SWBS) and Perceived Stress Scale 

10 (PSS-10). The research questions guiding the study are as follows: 

RQ1: Is there a relationship between stress and spirituality among healthcare 

workers? 

RQ2: Is there a relationship between stress and spirituality among urban 

healthcare workers? 

RQ3: Is there a relationship between stress and spirituality among rural healthcare 

workers? 

RQ4: Is there a difference between rural and urban stress and spirituality for 

healthcare workers? 

This chapter presented the data collection results and analyses to answer the 

research questions. First, descriptive statistics for the sample are presented. Next, the 

statistical findings for each research question are presented. Finally, this chapter 

concludes with a summary of the findings. 

Descriptive Results 

One hundred and seventy-four survey responses were received. One respondent 

did not complete any of the study instruments and was removed from the data. The 

responses of the remaining 173 participants were checked for missing values. There were 

12 missing values for the SWBS and PSS-10 instruments, which was less than 1% of the 
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data. As the amount of missing data was minimal, the missing values were replaced with 

the mean. 

Table 1 presented the demographic characteristics of the sample. The sample was 

split between rural (n = 90, 52.0%) and urban (n = 83, 48.0%) healthcare workers. Most 

participants were between 30 and 59 years of age (n = 125, 72.3%), a large majority of 

the participants were women (n = 146, 84.4%), and most participants identified their race 

as White (n = 93, 53.8%). Most participants held either a bachelor’s degree (n = 55, 

31.8%) or a graduate degree (n = 48, 27.7%). Most participants were married or in a 

cohabiting relationship (n = 89, 51.4%), and the most common income range in the 

sample was $50,000-$74,999 (n = 44, 25.4%). The majority of the participants reported 

that they had been in healthcare for 0-5 years (n = 37, 21.4%). Most participants were 

Christian (n = 124, 71.7%), and when participants were asked to rate the importance of 

their spirituality to them on a 1 to 10 scale, the average rating was 7.90 (SD = 2.61). 

Table 1 
 
Sample Demographic Characteristics 
 
Variable Frequency Percent 
Age 

  

18-20 5 2.9 
21-29 25 14.5 
30-39 41 23.7 
40-49 43 24.9 
50-59 41 23.7 
60 or older 18 10.4    

Setting 
  

Rural 90 52.0 
Urban 83 48.0    

Gender 
  

Female 146 84.4 
Male 24 13.9 



   
 

68 

Other 2 1.2 
No response 1 0.6    

Race 
  

African American/Black 57 32.9 
American Indian or Alaska Native 1 0.6 
Asian 4 2.3 
Latino 11 6.4 
Multiple races 4 2.3 
Other 1 0.6 
White 93 53.8 
No response 2 1.2    

Education 
  

High school degree or equivalent 14 8.1 
Some college but no degree 29 16.8 
Associate degree 24 13.9 
Bachelor’s degree 55 31.8 
Graduate degree 48 27.7 
No response 3 1.7    

Marital status 
  

Married or in a cohabiting relationship 89 51.4 
Never married 46 26.6 
Widowed 8 4.6 
Separated 7 4.0 
Divorced 15 8.7 
Other 2 1.2 
No response 6 3.5    

Income 
  

$0-$9,999 7 4.0 
$10,000-$24,999 8 4.6 
$25,000-$49,999 40 23.1 
$50,000-$74,999 44 25.4 
$75,000-$99,999 24 13.9 
$100,000-$149,999 30 17.3 
$150,000+ 8 4.6 
Prefer not to answer 11 6.4 
No response 1 0.6    

Years in healthcare 
  

0-5 37 21.4 
6-10 32 18.5 
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11-15 20 11.6 
16-20 27 15.6 
21-25 22 12.7 
26-30 19 11.0 
More than 30 14 8.1 
No response 2 1.2    

Religious affiliation 
  

Atheist 14 8.1 
Buddhism 3 1.7 
Christian 124 71.7 
Islam 1 0.6 
Jewish 1 0.6 
Other 26 15.0 
Prefer not to answer 2 1.2 
No response 2 1.2 

 

Composite scores were computed for the scales of the PSS-10 and SWBS. A 

single score was computed for stress by summing the items of the PSS-10 after reverse-

coding negatively worded items. The possible score range for stress was 0 to 40, with 

higher values indicating greater stress levels. After reverse-coding negatively worded 

items of the SWBS, a score was computed for overall spirituality by summing all the 

SWBS items. The possible score range for spirituality was 20 to 120, where higher values 

indicated greater spirituality. The mean for spirituality indicated that most participants 

reported having moderate levels of spirituality. 

Table 2 displayed descriptive statistics for the composite scores. The sample mean 

for stress indicated that, on average, the participants experienced stress sometimes. The 

mean for spirituality indicated that the participants had moderate levels of spirituality. 
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Table 2 

Descriptive Statistics for Study Variables 

Variable Minimum Maximum Mean Std. Deviation 
Stress 0.00 31.00 16.06 6.33 
Spirituality 25.00 120.00 92.90 20.06 

 

Study Findings 

Stress and Spirituality Among Healthcare Workers 

A Pearson correlation conducted an analysis to determine if there was a 

relationship between stress and spirituality among healthcare workers. The results, as 

shown in Figure 1, indicated a significant negative relationship between the two variables 

r(171) = -.33, p < .001. The equation for the regression line was stress = -

0.10(spirituality) + 25.60. The standard error of the estimate for the regression line was 

0.02, indicating that the data points lay close to the regression line. The confidence 

interval of the slope ranged from -0.15 to -0.06, an interval which did not contain the 

value of 0. The R-square = .11, indicating that 11% of the variance in stress was 

explained by spirituality. The null hypothesis was rejected, concluding that spirituality 

did significantly predict stress among healthcare workers. 
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Figure 1 

Scatterplot of Stress and Spirituality 

 
 
Stress and Spirituality Among Urban Healthcare Workers 

A Pearson correlation analysis was conducted to determine if there was a 

relationship between stress and spirituality among urban healthcare workers. The results, 

as shown in Figure 2, indicated a significant negative relationship between the two 

variables r(81) = -.28, p = .010. The equation for the regression line was stress = -

0.07(spirituality) + 23.39. The standard error of the estimate for the regression line was 

0.03, indicating that the data points lay close to the regression line. The confidence 

interval of the slope ranged from -0.13 to -0.02, an interval which did not contain the 

value of 0. The R-square = .08, indicating that 8% of the variance in stress was explained 

by spirituality. The null hypothesis was rejected, concluding that spirituality significantly 

predicted stress among urban healthcare workers. 
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Figure 2 

Scatterplot of Stress and Spirituality (Urban Only) 

 
 
 
Stress and Spirituality Among Rural Healthcare Workers 

A Pearson correlation analysis was conducted to determine if there was a 

relationship between stress and spirituality among rural healthcare workers. The results, 

as shown in Figure 3, indicated a significant negative relationship between the two 

variables r(88) = -.34, p = .001. The equation for the regression line was stress = -

0.13(spirituality) + 27.73. The standard error of the estimate for the regression line was 

0.04, indicating that the data points lay close to the regression line. The confidence 

interval of the slope ranged from -0.20 to -0.05, an interval which does not contain the 

value of 0. The R-square = .11, indicating that 11% of the variance in stress was 

explained by spirituality. The null hypothesis was rejected, concluding that spirituality 

significantly predicted stress among rural healthcare workers. 
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Figure 3 

Scatterplot of Stress and Spirituality (Rural Only) 

 
 
Stress and Spirituality by Setting 
 

A multivariate analysis of variance (MANOVA) was conducted to determine if 

there were differences in stress and spirituality levels between rural and urban healthcare 

workers. Levene’s tests were conducted to assess the equality of variance for each 

dependent variable. The results of the Levene’s tests showed that the groups had unequal 

variance for stress (p = .026); the variances for spirituality (p = .082) were equal. As there 

were violations of equality of variance in the data, the Pillai’s Trace multivariate test was 

interpreted, as this test was the most robust to violations of assumptions. 

The Pillai’s Trace multivariate test was significant, F(2, 170) = 4.61, p = .011, 

partial η2 = .05, indicating that collectively there were differences in stress and 

spirituality levels between rural and urban healthcare workers. The hypothesis that there 
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is a difference between rural and urban stress and spirituality for healthcare workers was 

supported. Table 3 presents the results of the MANOVA. 

Table 3 

Multivariate Test Comparing Stress and Spirituality of Rural and Urban Healthcare 

Workers 

Pillai's Trace F Hypothesis df Error df Sig. Partial Eta Squared 
0.05 4.61 2 170 .011 0.05 

 

As the multivariate test was significant, an F-test (ANOVA) was computed for 

each dependent variable to determine the nature of the differences. The ANOVA for 

stress was insignificant, F(1, 171) = 2.86, p = .093, partial η2 = .02, indicating no 

difference in stress levels between rural and urban healthcare workers. The ANOVA for 

spirituality was significant, F(1, 171) = 8.58, p = .004, partial η2 = .05, indicating that 

rural healthcare workers (M = 97.09, SD = 18.44) had significantly higher spirituality 

than urban healthcare workers (M = 88.34, SD = 20.85). The complete descriptive 

statistics for stress and spirituality levels by setting were presented in Table 4. Figures 4 

and 5 display boxplots of stress and spirituality, respectively, by setting. 

Table 4 

Descriptive Statistics for Stress and Spirituality by Setting 
 

Rural (n = 90) Urban (n = 83) 
Variable Mean SD Mean SD 
Stress 15.29 6.99 16.90 5.44 
Spirituality 97.09 18.44 88.34 20.85 
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Figure 4 

Boxplots of Stress by Setting 

 
 
Figure 5 

Boxplots of Spirituality by Setting 
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Summary 

Survey responses from 173 healthcare workers were analyzed to investigate the 

association between spirituality and stress levels in rural and urban healthcare settings. 

The study used the Perceived Stress Scale and the Spiritual Wellbeing Scale, which were 

designed to measure one’s perception of one's level of stress and how one viewed one's 

level of spirituality. A summary of the results is provided next. 

For Research Question 1, Pearson correlations were computed to determine if 

there is a relationship between stress and spirituality among healthcare workers. The 

results showed that stress was negatively related to spirituality. For Research Question 2, 

a Pearson correlation found a negative relationship between stress and spirituality among 

urban healthcare workers. Similarly, for Research Question 3, a Pearson correlation 

found a negative relationship between stress and spirituality among rural healthcare 

workers. Finally, for Research Question 4, MANOVA did not find a difference in stress 

levels between rural and urban healthcare workers. The next chapter discussed these 

findings, including their implications, the study’s limitations, and recommendations for 

future research. 
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CHAPTER 5: DISCUSSION 

Overview 

This study examined the association between spirituality and stress levels in 

healthcare workers in rural and urban settings. The aim was to determine if there is a 

correlation between healthcare worker stress in urban and rural locations. This chapter 

summarizes the findings, analyzes their relevance to existing research, and discusses how 

they fit into the biblical foundations discussed in Chapter 2. The chapter also includes a 

discussion of the study's implications, limitations, and recommendations for future 

research. 

Summary of Findings 

 The following hypotheses guided the study: (1) the belief that there is a 

relationship between stress and spirituality among healthcare workers, (2) that there is a 

relationship between stress and spirituality among urban healthcare workers, (3) that 

there is a relationship between stress and spirituality among rural healthcare workers, and 

(4) that there is a difference between rural and urban stress and spirituality for healthcare 

workers. Four hypotheses were tested using 173 completed surveys from rural and urban 

healthcare workers. The first hypothesis was supported by a significant negative 

correlation between stress and spirituality, indicating that participants with higher levels 

of spirituality, religiousness, and existential well-being tended to have lower levels of 

stress. The second hypothesis was also supported by a significantly negative correlation 

between stress and spiritual well-being and existential well-being, indicating that 

participants with higher spiritual and existential well-being levels tended to have lower 

stress. Hypothesis 3 was supported by a significant negative correlation between stress 
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and spiritual well-being and existential well-being, indicating that participants with 

higher spiritual and existential well-being levels tended to have lower levels of stress. 

Finally, MANOVA conducted the fourth hypothesis, which revealed that rural and urban 

healthcare workers did not differ in stress levels. Still, rural healthcare workers had 

significantly higher spirituality levels than urban healthcare workers. 

Discussion of Findings 

This quantitative study examined the relationship between spirituality and 

healthcare workers' stress levels in rural and urban healthcare settings. The collected data 

showed how healthcare workers in these two locations experience stress in relation to 

their spirituality. Significant relationships were highlighted between stress and 

spirituality, and their importance shed light on the psychological and spiritual aspects of 

individuals’ personal experiences. The findings have implications for organizations and 

individuals working in these settings. 

 The study sought to determine if there was a relationship between stress and 

spirituality among healthcare workers. A negative correlation was found between stress 

and the subscale scores. The results support the hypothesis that healthcare workers with 

higher levels of spirituality had a lower level of stress. 

Stress and Spirituality Among Healthcare Workers 

 Research Question 1 examined the relationship between stress and spirituality 

among healthcare workers and revealed that stress was negatively related to spirituality. 

This confirms previous research that stress exists for healthcare workers. For example, 

stress was found to be common (Lee et al., 2021) and an occupational risk that 

contributed to stress for healthcare workers (Menekay, 2020). In addition to occupational 
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hazards, organizational, patient-related, staff-related, and third-party stressors contribute 

to healthcare worker stress (Hasbrouk & Waddimba, 2017). Because these stressors can 

lead to burnout, healthcare workers’ desire and motivation to participate in spiritual 

activities to preserve their spiritual welfare may be diminished. The challenges that come 

with the stress of working in healthcare may make it difficult for healthcare workers to 

find the time and volition to support their spirituality. 

The current study found that over half of the participants felt spirituality was 

important in their lives. Spirituality can help address and satisfy the need for affection, 

safety, and wholeness (del Castillo & Alino, 2020). While religious coping theory 

promotes religious beliefs and practices that can help individuals face stressful or 

traumatic times (Pargament et al., 2000), the present study suggests that stress may hinder 

healthcare workers from practicing or engaging in their spirituality. Liberati et al. (2021) 

found stress can lead to grief, mental and emotional exhaustion, and feelings of 

depersonalization, as well as impaired clinical decision-making. 

Although spirituality can help individuals cope with stress, it may be that stress 

also hinders individuals’ spiritual practices, suggesting a bi-directional relationship 

between stress and spirituality. While spirituality does help with managing stress, 

understanding this bi-directional relationship can be more involved. This study did not 

examine the bi-directional relationship between stress and spirituality, thus making it 

possible to study it in future research. 

Because religious coping theory holds that spirituality and religious beliefs and 

practices can serve as managing resources for individuals facing stressful or traumatic 

events through cognitive-behavioral techniques (Pargament et al., 2000), the finding for 
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this research question challenges the theory. According to the theory, one would expect 

spirituality to increase as stress increases, suggesting that individuals would increasingly 

rely on spirituality to cope with stress. 

Serving others and helping those in need are important tenets. However, serving 

others can lead to stress. Mark 10:45 shows how important it is to care for those in need, 

be selfless, and serve others (New International Version Bible, 1973/2011). According to 

Colossians 3:23-24, those who serve others must do so with due diligence. 

Stress and Spirituality Among Urban Healthcare Workers 

 Research Question 2 examined the relationship between stress and spirituality 

among urban healthcare workers. Stress was significantly negatively correlated with 

spirituality, indicating that urban participants with higher spiritual and existential well-

being levels tended to have lower levels of stress. Many factors contribute to urban 

healthcare workers' high stress levels, such as having high workloads and little control 

over their work environments (Saint-Louis & Senreich, 2018). Additionally, Kusumawati 

and Damayant (2020) evaluated urban nurses using the Quality of Work Life (WRQoL) 

scale. They found that they were affected by stress at a high rate, demonstrating stress's 

impact on healthcare workers. 

 Work stress in urban work environments can result in a lack of sleep, burnout, and 

work absenteeism (Yasin et al., 2020). Using the Pittsburg Sleep Quality Index, Deng et 

al. (2020) found a correlation between sleep quality and stress. Stress leading to sleep 

disruption and burnout in urban healthcare workers may result in decreased spirituality. 

In short, stress may have an adverse effect on spirituality in urban healthcare workers, 

again suggesting a bi-directional relationship between stress and spirituality. The 
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theoretical implications are that stress and spirituality may be complex and bi-

directionally related. Spirituality plays a vital role in coping with stress, and healthcare 

workers may turn to prayer to cope with elevated levels of stress in the workplace 

(Günüşen et al., 2018). James, Mark, and Matthew emphasized the importance of relying 

on spiritual resources in times of adversity and crisis (New International Version Bible, 

1973/2011). However, stress may be a barrier to accessing spiritual resources, warranting 

increased awareness of the role stress can play in interfering even with coping 

mechanisms. 

The finding challenges religious coping theory. Based on religious coping theory, 

one would expect stress to decrease as spirituality increases, suggesting that urban 

healthcare workers with higher levels of spirituality would experience lower levels of 

stress. However, for this study, when spirituality decreased, stress went up, supporting 

the findings of the study. 

To cope with the stress of work, the Bible outlines ways of managing it. It is 

conveyed in Isaiah 41:10, "So do not fear, for I am with you; do not be dismayed, for I 

am your God. I will strengthen you and help you; I will uphold you with my righteous 

right hand" (New International Version Bible, 1973/2011). When this is done, one 

becomes dependent on God and is strengthened. Philippians 4:6-7 explains that prayer 

and God’s guidance are ways to approach the stress encountered in one’s life. Meditation 

is another method used to alleviate stress and can directly guide personal lives. Psalm 

119:105 maintains, “Your word is a lamp unto my feet, and a light on my path.” 

Stress and Spirituality Among Rural Healthcare Workers 
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 Research Question 3 examined the relationship between stress and spirituality 

among rural healthcare workers. The results showed that stress was also negatively 

related to spirituality among rural healthcare workers, which was supported by previous 

research. Rural healthcare workers may experience specific challenges that are exclusive 

to them. For example, a lack of resources, professional isolation, increasing workloads, 

and working outside their scope of practice increased stress for these workers 

(Dekeseredy et al., 2020). Spirituality also played a key role as a coping mechanism 

during crises within rural communities (Pham et al., 2019). 

Stress was significantly negatively correlated with spirituality, indicating that 

rural participants with higher spirituality levels tended to have lower levels of stress. This 

finding challenges religious coping theory. Based on religious coping theory, one would 

also expect stress to decrease as spirituality increases, suggesting that rural healthcare 

workers with higher levels of spirituality would experience lower levels of stress. 

Biblical foundations also supported the study. In the Old Testament (New 

International Version Bible, 1973/2011), rural life was appreciated as a source of 

nourishment. However, it seems that no matter the location, rural or urban, healthcare 

workers are stressed, and that stress negatively relates to their spirituality, suggesting that 

stress and spirituality are complexly and bi-directionally related in urban and rural 

healthcare workers. Research Question 3 aligns with the biblical foundation of the study. 

In Philippians 4:6-7 Paul explained that anxiety and worry should be given to Christ 

Jesus through prayer. Jesus also teaches in Matthew 6:25-34 that we should not worry 

because God will provide the things we need. 
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Differences Between Rural and Urban Stress and Spirituality for Healthcare 

Workers 

 Research Question 4 investigated the differences between rural and urban stress 

and spirituality among healthcare workers. The results of Research Question 4 revealed 

that rural and urban healthcare workers did not differ in stress levels; however, rural 

healthcare workers had significantly higher spirituality levels than urban healthcare 

workers. 

 Although research provided evidence of various kinds of stressors between rural 

and urban healthcare workers (Dekeseredy et al., 2020; Yasin et al., 2020), both groups 

experienced elevated levels of work-related stress. However, stressors for rural healthcare 

workers may differ for urban healthcare workers and vice versa. For example, rural 

healthcare workers may have lower pay and benefits (Rural Health Workforce, 2000), 

while urban healthcare workers experience higher patient volume (Yasin et al., 2020). 

 However, the findings for Research Question 4 also revealed that rural healthcare 

workers had significantly higher spirituality levels than urban healthcare workers. Rural 

healthcare workers may have higher spirituality levels due to their closeness within 

smaller and close-knit communities and the increased social and spiritual connections 

within them; In contrast, urban nurses sometimes lack this sense of community (Bratt et 

al., 2014). Additionally, urban areas are more diversified than rural areas are and 

individuals with varied and diverse belief systems (Bouma et al., 2022). The smaller 

populations and harmonized cultures of rural areas may result in a stronger sense of 

community among members with similar spiritual beliefs. Chow et al. (2021) found that 
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compared to their urban counterparts, rural healthcare workers were more grounded in 

spiritual beliefs. 

Healthcare worker stress seems attributable to the job, not location. Whether they 

work in rural or urban locales, healthcare workers experience similar levels of stress, 

which also leads to decreased spirituality in both groups. However, rural healthcare 

workers have higher levels of spirituality than urban healthcare workers. Pham et al. 

(2019) found that spirituality is crucial for coping in rural areas within the United States 

The findings of the present study suggest that rural healthcare workers may be able to 

deal with more stress than urban healthcare workers because the spiritual levels of rural 

healthcare are higher to start with. 

According to social support theory, individuals who perceive that they have 

access to supportive relationships and resources are better able to cope with stressors 

(Cohen & Wills, 1985). The finding for this research question supports the theory. Rural 

healthcare workers have higher spiritual levels because of their smaller communities, 

which increase social and spiritual connections within them; urban nurses often lack a 

sense of community, which reduces social and spiritual connections (Bratt et al., 2014). 

Because of increased social and spiritual connections, according to social support theory, 

rural healthcare workers may be better able to cope with stress than their urban 

counterparts. 

In The Old Testament (New International Version Bible, 1973/2011), rural life is 

compared to having a closeness with God. The New Testament also portrays a closeness 

to God. For example, Jesus is often seen in rural areas preaching and teaching, as in 

Mathew 13:1-23 as he told of the Parable of the Sower. In contrast, urban and 
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metropolitan areas portrayed wealth, power, and corruption as they did in the city of 

Babylon in the book of Isaiah. 

Implications 

The findings of this study can be applied to organizations, the field of psychology, 

clinicians, and the church. This study makes a significant contribution by adding current 

information to the body of psychology and the scientific community. First, the study 

shows that regardless of where healthcare workers work, they will still experience a level 

of stress because of the nature of the job. Findings also suggest that for both populations 

studied, stress is linked to decreased spirituality, which may have adverse effects on 

individuals. The findings imply that healthcare workers in rural locations have higher 

spirituality levels than those in urban locations. This suggests that healthcare workers in 

rural areas may be able to deal with more stress and may be able to deal with stress better 

than urban healthcare workers. 

These findings allow practitioners to focus interventions accordingly. These 

interventions should consider the overall health and welfare of healthcare workers in both 

rural and urban groups. Healthcare administrators should target identifying job stressors 

in both rural and urban settings. Interventions should also focus on stress reduction and 

prevention in rural and urban settings because stress is linked to healthcare jobs and not 

necessarily locale. Spiritual support resources might also be made available to rural and 

urban healthcare professionals to help maintain spiritual health because of the adverse 

effect of stress on spirituality and because spirituality can serve as a protective factor 

against stress. 
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Clinicians in psychological practice may use the study's findings to introduce 

spirituality into interventions to promote the general well-being of healthcare workers. 

Spiritual practices such as prayer, meditation, and reflection can be incorporated into 

programs to help manage work-related stress and challenges (Sen et al., 2022). Spiritual 

leaders can focus on the negative relationship between stress and spirituality and use this 

knowledge to support the mental well-being of healthcare workers and those in the 

church by encouraging faith-based or religious-based activities. 

The findings show that stress may have an adverse effect on spirituality, 

suggesting a bi-directional relationship between stress and spirituality. The theoretical 

implications are that stress and spirituality may be complex and bi-directionally related. 

The study findings contribute to the theoretical understanding that stress and spirituality 

may be more complexly related in healthcare workers than spirituality merely serving as 

a coping mechanism. The possible bi-directional relationship between stress and 

spirituality should be investigated further; however, the study was not designed to 

examine the bi-directional relationship between stress and spirituality. 

Limitations 

This study had several limitations. One limitation to consider is the limited 

generalizability of the findings (Lenzo et al., 2021). As mentioned in an earlier chapter, 

findings from healthcare workers in rural and urban areas may not apply to healthcare 

workers in all or other rural and urban areas. Different urban and rural areas may share 

some characteristics, but the demographics and ethnicities of healthcare workers in urban 

and rural areas are not homogenous. 
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Second, although an attempt was made to secure a diverse sample, certain 

characteristics may have impacted the results. The sample was predominantly female 

(84.4%), white (53.8 %), and identified mostly as Christian (71.7 %). Because of the lack 

of diversity, the study's results may not apply to other groups. 

A third challenge involved the recruitment process. The study was promoted on 

Facebook, LinkedIn, SurveyCircle, and Reddit. A link was posted to specific groups on 

these platforms with the intention that only the intended audiences complete the surveys. 

There was no way of guaranteeing that participants who worked in either rural or urban 

healthcare environments completed the survey truthfully or were familiar with whether 

they worked in a rural or urban area. An earlier attempt was made to reach out to specific 

rural organizations, but no responses were received, and “no permission” was given. 

Fourth, spirituality is subjective and can mean something different to everyone. 

For some, spirituality means religion and a belief in God. For others, one can be spiritual 

without being religious or believing in God, but they may still believe in a higher being. 

These differences may have led participants to understand the term differently, which 

may have influenced how they answered the survey questions. Additionally, because the 

study design was correlational, causal inferences cannot be drawn about the variables.  

Lastly, the study used online social media platforms to recruit participants from 

different organizations and backgrounds. Spirituality and stress have different meanings 

across cultures and within rural and urban settings. Acknowledging these distinctions and 

a better understanding of them will give the study more significance and accuracy. 

Recommendations for Future Research 
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The purpose of this research was to determine whether there was an association 

between spirituality and stress in healthcare workers in rural and urban settings. This 

study determined that rural and urban healthcare workers did not differ in stress levels, 

but they had significantly higher spirituality levels than urban healthcare workers. There 

are several recommendations for future research based on the findings of the study. This 

study will provide the field of psychology with an understanding of how rural healthcare 

workers can manage stress during stressful work circumstances while utilizing their 

spirituality as a coping process. 

Conducting a longitudinal study could be useful to analyze the change in stress 

levels over years or one’s career, which could change over years due to different work 

environments, one’s spirituality, or one’s work responsibilities. Conducting a qualitative 

study may be advantageous because it would allow the researcher to ask follow-up 

questions and would help explain why and how stress and spirituality are connected. This 

process would allow the researcher to better understand participants’ feelings and 

behaviors toward stress and their beliefs on spirituality. Qualitative studies could also 

focus on some of the causes of stress experienced by healthcare workers. 

Future research might also include how healthcare organizations could implement 

policies that promote mental health by reducing stress for employees. This research 

would allow organizations to see the correlation between stress and one’s level of 

spirituality. Finally, research is recommended on the possible bi-directional relationship 

between stress and spirituality. 

Summary 
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This study investigated the relationships between spirituality and stress levels in 

healthcare workers in rural and urban healthcare settings. Statistical analyses showed that 

stress was negatively related to spirituality for rural and urban healthcare workers, 

meaning that when stress increased, spirituality declined. Additionally, the study did not 

reveal any differences in stress levels between rural and urban healthcare workers but did 

find that rural healthcare workers had significantly higher spirituality levels than urban 

healthcare workers. Regardless of where the healthcare worker works, they will still 

experience stress because of the nature of the job. The findings of the study suggest that 

stress is linked to decreased spirituality, which may have adverse effects on individuals. 

Stress is a predictable and unavoidable feature of healthcare work, so finding positive 

ways to address the causes and treat its symptoms is imperative. 

By understanding how stress affects work in healthcare, leaders and clinicians can 

better provide the best overall care when trying to help manage stress. Promoting 

spirituality to reduce stress in the workplace encourages the possibility of improving 

employees’ well-being. Organizations, leaders, and clinicians can use spirituality to 

promote the overall well-being of healthcare workers. This research offers some 

awareness of the relationship between stress and spirituality among rural and urban 

healthcare workers, which will aid further research in psychology. 
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APPENDIX B: RECRUITMENT LETTER 

  

Dear Potential Participant, 

As a doctoral candidate in the School of Behavioral Sciences at Liberty University, I am 
conducting research on spirituality and stress in healthcare workers in rural and urban 
areas. The purpose of my research is to examine the relationship between spirituality and 
stress in different healthcare settings, and I am writing to invite you to join my study. 

Participants must be 18 years of age or older and are currently working in a rural or urban 
healthcare setting. Participants will be asked to take an anonymous online survey. It 
should take approximately 10-15 minutes to complete the survey. Participation will be 
completely anonymous, and no personal, identifying information will be collected. 

To participate, click here or copy and paste this link into your web browser   
https://form.jotform.com/232129054592152 to complete the study survey.  

A consent document is provided on the first page of the survey. The consent document 
contains additional information about my research. After you have read the consent form, 
please click the “next” at the bottom of the page to proceed to the survey. Doing so will 
indicate that you have read the consent information and would like to take part in the 
study. 

 

Sincerely, 

 

Lisa Yancey 

Ph.D. Candidate in Industrial/Organizational Psychology  

Lyancey3@liberty.edu 

 

  

 

 

 
 
 
 
 
 

mailto:Lyancey3@liberty.edu
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APPENDIX C: PARTICIPANT CONSENT FORM 
 

Consent  
 

Project Title: Difference in Outcomes Among Healthcare Workers in Rural and Urban 
Healthcare Settings: The Role of Spirituality 
Principal Investigator: Lisa Yancey, Doctoral Candidate, School of Behavioral 
Sciences, Liberty University, Lynchburg, VA 
 

Invitation to be Part of a Research Study 
 
You are invited to participate in a research study. To participate, you must be at least 18 
years of age, a healthcare worker, and working in a rural work setting. Taking part in this 
research project is voluntary. 
 
Please take time to read this entire form and ask questions before deciding whether to 
take part in this research. 
 

What is the study about and why is it being done? 
 
The purpose of the study is to investigate the association between spirituality and stress 
among rural and urban healthcare workers. 
 

What will happen if you take part in this study? 
 
If you agree to be in this study, I will ask you to do the following things:  

1. Complete an anonymous survey including pertinent demographic information to 
assess stress, anxiety, and daily spiritual and coping experiences. This 
questionnaire should take at most 10-15 minutes to complete. 

How could you or others benefit from this study? 
 
Participants should not expect to receive a direct benefit from taking part in this study. 
 
Benefits to society include identifying spirituality as a place of solace and assistance for 
individuals coping with diverse work stressors and adversities. Through examining 
spirituality, psychology can understand how individuals employ their faith, beliefs, and 
spiritual practices as mechanisms for dealing with challenging circumstances. This 
examination aids the field of psychology by gaining a deeper understanding of the 
relationship between spirituality and stress thereby enhancing their knowledge regarding 
coping strategies. 
 

What risks might you experience from being in this study? 
 
The risks involved in this study are minimal, which means they are equal to the risks you 
would encounter in everyday life. 
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How will personal information be protected? 
 
The records of this study will be kept private. Research records will be stored securely, 
and only the researcher will have access to the records.  

• Participant responses will be anonymous. 
• Data will be stored on a password-locked computer. After three years, all 

electronic records will be deleted. 

Is study participation voluntary? 
 
Participation in this study is voluntary. Your decision whether to participate will not 
affect your current or future relations with Liberty University. If you decide to 
participate, you are free to not answer any question or withdraw at any time prior to 
submitting the survey without affecting those relationships. 
 

What should you do if you decide to withdraw from the study? 
 
If you withdraw from the study, please exit the survey and close your internet browser. 
Your responses will not be recorded or included in the study. 
 

Whom do you contact if you have questions or concerns about the study? 
 
The researcher conducting the study is Lisa Yancey. If you have questions later, you are 
encouraged to contact her at lyancey3@liberty.edu. You may also contact the 
researcher’s faculty sponsor, Dr. Jerry Green, at jgreen244@liberty.edu. 
 

Whom do you contact if you have questions about your rights as a research 
participant? 

If you have any questions or concerns regarding this study and would like to talk to 
someone other than the researcher, you are encouraged to contact the IRB. Our physical 
address is Institutional Review Board, 1971 University Blvd., Green Hall Ste. 2845, 
Lynchburg, VA, 24515; our phone number is 434-592-5530, and our email address is 
irb@liberty.edu 
 
Disclaimer: The Institutional Review Board (IRB) is tasked with ensuring that human subjects 
research will be conducted in an ethical manner as defined and required by federal regulations. 
The topics covered and viewpoints expressed or alluded to by student and faculty researchers are 
those of the researchers and do not necessarily reflect the official policies or positions of Liberty 
University.  
 

Your Consent 
 
Before agreeing to be part of the research, please be sure that you understand what the 
study is about. You can print a copy of the document for your records. If you have any 
questions about the study later, you can contact the researcher using the information 
provided above. 

mailto:lyancey3@liberty.edu
mailto:jgreen244@liberty.edu
mailto:irb@liberty.edu
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APPENDIX D:  PERMISSION REQUEST 
 
October 2, 2023 
 
William H. Cain 
Health Director 
Lee County Health Department 
106 Hillcrest Drive 
Sanford, NC 27330 
 
Dear Mr. Cain, 
 
As a graduate student in the School of Behavioral Sciences at Liberty University,  I am 
researching how rural healthcare workers’ spirituality influences coping with stress. The 
title of my research project is “Differences in Stress Among Healthcare Workers in Rural 
and Urban Healthcare Settings: The Role of Spirituality.” My research aims to examine 
the relationship between spirituality and stress in different healthcare settings among 
healthcare workers, and I am writing to invite you and your staff to join my study. 
 
Participants will be asked to complete an online survey. Participants will be presented 
with study information prior to participating. Taking part in this study is completely 
voluntary, and participants are welcome to discontinue participation at any time. 
 
Thank you for considering my request. If you choose to grant permission, please respond 
by email to lyancey3@liberty.edu. A permission letter document is attached for your 
convenience. 
 
Sincerely,  
 
Lisa Yancey 
Ph.D. Candidate in Industrial/Organizational Psychology  
Liberty University 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:lyancey3@liberty.edu
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APPENDIX E: SOCIAL MEDIA RECRUITMENT 

Social Media Recruitment 
 

 

ATTENTION HEALTHCARE WORKERS: I am conducting research as part of the 
requirements for a doctor of psychology degree at Liberty University. The purpose of my 
research is to better understand the differences in how rural and urban healthcare workers 
cope using what they view as spirituality. To participate, you must be 18 years of age or 
older and working in either a rural or urban healthcare setting. Participants will be asked 
to complete an anonymous online survey which should take about 15 minutes. If you 
would like to participate and meet the study criteria, please click here 
https://form.jotform.com/232129054592152. A consent document is provided as the first 
page of the survey to you. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

https://form.jotform.com/232129054592152


   
 

146 

APPENDIX F: LCHD PARTICIPANT APPROVAL LETTER 
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APPENDIX G: DEMOGRAPHIC QUESTIONS 

 
1. How old are you?  
__18-20 
__21-29 
__30-39 
__40-49 
__50-59 
__60 or older 
 
2. In what type of healthcare setting do you currently work? 
__ Rural 
__ Urban 
__ Other, not listed 
 
3. What is your gender? 
__ Female  
__ Male  
__ Other; Not Listed 
 
4.  Race 
__ African American/Black 
__ American Indian/Alaska Native 
__ Asian 
__ Latino 
__ Native Hawaiian or other Pacific Islander 
__ White 
__ Multiple races 
__ Other (list): 
 
5.  Highest level of education 
__ Less than a high school degree 
__ High School degree or equivalent (e.g., GED) 
__ Some college but no degree 
__ Associate degree  
__ Bachelor’s degree  
__ Graduate degree 
 
6.  Marital Status 
__ Married or in a cohabiting relationship 
__ Widowed 
__ Divorced  
__ Separated 
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__ Never Married  
__ Other 
 
7. Which of the following best describes your personal income? 
__ $0–$9,999 
__ $10,000–$24,999 
__ $25,000–$49,999 
__ $50,000–$74,999 
__ $75,000–$99,999 
__ $100,000–$149,999 
__ $150,000+ 
__ Prefer not to answer 
 
8. Number of years worked in healthcare 
__ 0-5    
__ 6-10     
__ 11-15     
__ 16-20     
__ 21-25    
__ 26-30     
__ More than 30  
 
9. What is your religious affiliation? 
__ Jewish  
__ Christian 
__ Islam 
__ Hindu 
__ Buddhism 
__ Atheist 
__ I prefer not to answer 
__ Other 
    
10. On a scale of 1-10, with 1 being the lowest and 10 being the highest, how important is 
your spirituality to you?  _____ 
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APPENDIX H: SPIRITUAL WELLBEING SCALE 

 

 

 

 

 

SWB Scale 

For each of the following statements circle the choice that best indicates the extent of your 
agreement or disagreement as it describes your personal experience: 

 SA =  Strongly Agree D  =  Disagree 
 MA =  Moderately Agree MD  =  Moderately Disagree 

A =  Agree SD  =  Strongly Disagree 

1. I don't find much satisfaction in private prayer with God. SA MA A D MD SD 

2. I don't know who I am, where I came from, or where I'm
going.

SA MA A D MD SD 

3. I believe that God loves me and cares about me. SA MA A D MD SD 

4. I feel that life is a positive experience. SA MA A D MD SD 

5. I believe that God is impersonal and not interested in my
daily situations.

SA MA A D MD SD 

6. I feel unsettled about my future. SA MA A D MD SD 

7. I have a personally meaningful relationship with God. SA MA A D MD SD 

8. I feel very fulfilled and satisfied with life. SA MA A D MD SD 

9. I don't get much personal strength and support from my God SA MA A D MD SD

10. I feel a sense of well-being about the direction my life is
headed in.

SA MA A D MD SD 

11. I believe that God is concerned about my problems. SA MA A D MD SD 

12. I don't enjoy much about life. SA MA A D MD SD 

13. I don't have a personally satisfying relationship with God. SA MA A D MD SD 

14. I feel good about my future. SA MA A D MD SD 

15. My relationship with God helps me not to feel lonely. SA MA A D MD SD 

16. I feel that life is full of conflict and unhappiness. SA MA A D MD SD 

17. I feel most fulfilled when I'm in close communion with God. SA MA A D MD SD 

18. Life doesn't have much meaning. SA MA A D MD SD 

19. My relation with God contributes to my sense of well-being. SA MA A D MD SD 

20. I believe there is some real purpose for my life. SA MA A D MD SD 

Note: SWB Scale © 1982 by Craig W. Ellison and Raymond F. Paloutzian. All rights reserved. Effective January 1, 2022, the original Spiritual 
Well-Being Scale in English (SWBS; Paloutzian & Ellison, 1982; Ellison, 1983) and any of its translations (see Paloutzian et al., 2021, for 
elaboration and documentation of 10 translations) may be used at no cost, so long as the copyright byline appears on all copies whether paper, 
electronic, or other, and so long as standard proper citations and credits are given in any publication or presentation of the research done with 
the SWBS. They can be accessed  at  https://www.westmont.edu/psychology/raymond-paloutzian-spiritual-wellbeing-scale. 
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APPENDIX I: PERCEIVED STRESS SCALE 

 

 

 

 



   
 

151 

APPENDIX J: SPIRITUAL WELLBEING SCALE PERMISSION 
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APPENDIX K: PSS-10 PERMISSION 
 

 


