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physicians universities select the students through
the equipped  to  care  for  the  nation’shealth,
advance the science of medicine, and promote
public health. Medical schools undertake an
extensive  selection   process to identify intelligent
and altruistic individuals with a strong
commitment to these goals and then spend seven
years trying to prepare those individuals to
achieve them. The  Iranian  medical  universities

Background and Prupose: The goal of medical education is to train competent, knowledgeable and
professional physicians to promote public health care for the nations, sick and advanced the science
of medicine.
Method: In this study quality of life in medical students of different educational stages of Shiraz
medical university and two nearby medical schools in south of IRAN were measured by translated
version of the SF-36 questionnaire. All medical students were invited to complete the questionnaire,
participation is voluntary and anonymous.
Results: Except for the general health scale, the male group had higher mean than female group in
all scales. The difference in physical functioning and body pain between the genders were significant
(p<0.001) and among all scales physical functioning (P=0.029) and vitality (P=0.026) are higher
in the students in physiopathology stage and the lowest means especially in MH and PF were presented
in last year medical students. There was a negative linear correlation between MH scale and the age.
There was a negative linear correlation between mental health and the age.
Conclusion:The potential for enhanced well-being to enhance student and physician professionalism
is largely unexplored. Additional research to improve our understanding of the causes and
consequences of medical student distress, and to investigate potential solutions, is likely to benefit
not only the affected individuals, but also the patients for whom they provide care.
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Abstract

Introduction

The goal of medical education is to train
knowledgeable,  competent,   and   professional
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select   the   students   through   the national
university entrance exam named” Konkoor”.
The top high school students ranked up to  1000
in the entrance exam allowed to start general
medical courses.
Once enrolled, students and schools make a
mutual commitment intended to prepare students
for a socially useful and personally fulfilling
career (1). Based on these characteristics, one
may anticipate medical school would be a time
of personal growth, fulfillment, and well-being
despite its challenges. Unfortunately, studies
suggest the current educational process may
have an inadvertent negative effect on students’
mental health, with a high frequency of
depression, anxiety, and stress among medical
students (2,3) which is higher than normal
population (4,7). The higher prevalence of
suicidal idea in the last year medical students
than the first year students indicates the
worsening environmental effect during the
educating period in medical school (8). Some
have suggested that psychological distress among
students may adversely influence their academic
performance,(9-12)contribute to academic
dishonesty, (13-15) and play a role in alcohol and
substance abuse (16-21).
The SF-36 is a brief general health status
measure developed by the Medical Outcomes
Study in the United States and has been
translated in more than 40 countries.
In this study we tried to measure and compare
the quality of life (QOL) of medical students in
different stages in  Shiraz University of Medicine
and two nearby medical schools in south of
IRAN.

Materials and methods

The SF-36 Measurement Model:
The SF-36 is a generic health status
measurement instrument designed for
use in clinical practice, research, health
policy evaluation, and general population surveys
(22,23).
The instrument is a self-administered health
status questionnaire which includes 35 items on
eight aspects of physical and mental  health : (a)

limitations in physical activities due to health
problems, (b) limitations in routine occupational
activities due to physical health problems, (c)
bodily  pain, (d) general  health  perceptions, (e)
vitality, (f) limitations in social activities due to
physical or emotional problems, (g) limitations in
routine occupational activities due to emotional
problems, and (h) general mental health. The
final item asks participants to rate the amount of
general health change they have experienced in
the past year. The eight scales are hypothesized
to form two distinct higher order clusters based
on the physical and mental health variables that
they have in common. Three scales (Physical
Functioning (PF), Role-Physical (RP), and
Bodily Pain (BP))  have highest correlation with
the physical component and contribute most to
the scoring of the Physical Component Summary
(PCS) measure. The mental component
had higher correlation with the Mental Health,
Role-Emotional (RE), and Social Functioning
(SF) scales, which also contribute most to the
scoring of the Mental Component Summary
(MCS) measure. Three of the scales (Vitality
(VT), General Health (GH), and Social
Functioning (SF)) have noteworthy correlations
with both components.

Translation and Adaptation :
Two initial forward translations were made
independently by two physicians who were
experienced in health status questionnaires but
not familiar with the SF-36 then backward
translation was performed and cultural adaptation
applied (e.g. 100 meters walking instead of
walking one block). After an equivalent rendering
of the original, to achieve good acceptability
(face validity) critical appraisal of the
questionnaire was checked by 30 students (face
validity test).

Sampling method:
Participants were recruited from the Shiraz
University of Medical Sciences and two nearby
deprivation, (26), exposure to patients’ suffering
and deaths, (27,28) and student abuse (29,30)
have been hypothesized to contribute to this
Medical Schools; Jahrom and Fasa.
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Medical curriculum in Iran is divided to four
periods; first five semesters of “basic science”
two semesters of “physiopathology” ,  four
semesters of “clinical clerkship “ and three
semesters of “internship”. The aim of study is
to include all medical students that were studying
in different stages between  January  2005  and
August 2006; from each phase 55 randomly
selected students were invited to complete the
questionnaire; the participation was voluntary and
anonymous.

Norm-Based Scoring and Interpretation:
The data has been interpreted with norm-based
scoring method as documented elsewhere (24).
Linear transformations were performed to
transform scores to a mean of 50 and standard
deviations of 10. This transformation achieves
the same mean and standard deviation for all
eight scales and for the PCS and MCS
measures. Means and standard deviations for
each of the eight scales in the general US adult
population are used to determine whether a
group or individual in question scores above or
below the US average.

Results

The translated version of the SF-36 was given
to 217 students who participated;  213 of these
students completed and returned the
questionnaire (93 males, 120 females) with mean

age of 22 ± 3 years (ranged from 17 to 35 years).
0ne hundred eighty six of students (87.7%) were
single, 26 (12.3%) were married and one of them
did not indicate his marital state.
Except for the GH scale, the male group had
higher mean than female group in all scales. The
difference in PF and BP between the genders
were significant (respectively P<0.001 and
P = 0.002).
Among all scales PF (P=0.029), and VT
(P=0.026) are higher in the students of
Physiopathology stage and the lower means
especially in MH and PF were in last year medical
students. There was a negative linear correlation
between MH scale and the age (P= 0.045 and
confidence interval = ± 0.137).
There were no significant correlation between
the scales and living place, fathers and mothers
education. In concordance with other publications
PF and GH scales had higher correlation with
physical health (Table1). With regard to internal
consistency, the mean Cronbach’s alpha was
0.85, for male and 0.72 for female (Table 2).

Discussion

The last year medical students (interns) have
the lower mean in different component of
SF-36 quality of life measuring scales. A number
of factors-including academic pressure (9),
workload (25,26), financial concerns, (26), sleep
decline in students’ mental health. The internship

FRANCE IRAN IRAN USA 
MCS PCS MCS PCS MCS PCS MCS PCS 

PF 0.12 0.85 0.06 0.74 0.09 0.021 0.313 0.769 
RP 0.27 0.81 0.33 0.63 0.22 0.67 0.43 0.746 
BP 0.28 0.76 0.27 0.72 0.28 0.82 0.271 0.669 
GH 0.37 0.69 0.40 0.63 0.41 0.60 0.512 0.762 
VT 0.47 0.65 0.41 0.75 0.42 0.65 0.773 0.461 
SF 0.42 0.67 0.36 0.73 0.29 0.72 0.381 0.044 
RE 0.16 0.78 0.01 0.82 0.27 0.58 0.727 0.515 
MH 0.17 0.87 0.20 0.84 0.002 0.85 0.855 0.494 

Table 1. Comparison of correlation coefficient in different scales of current study

BP: Bodily Pain, GH: General Health, MCS: Mental Component Summary, MH: Mental Health, PCS: Physical Component
Summary, PF: Physical Functioning, QOL: Quality Of Life, RE: Role-Emotional, RP: Role-Physical, SF: Social Functioning,
VT: Vitality.
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period is a high stress period of time because
not only the students experience patient care
responsibility for the first time and have to make
critical decision in “on-call” times, long shift
period, and sleep deprivation but also they should
prepare themselves for residency entrance
exam. Interestingly it has also been postulated
that a measure of distress common among
residents and physicians in practice has
originated in medical school (9,10).
As stated earlier, medical school training is
intended to prepare graduates for a personally
rewarding and socially meaningful career
promoting health and caring for the sick.
Unfortunately, as the reports we have described
there is a great personal distress for physicians-
in-training. Whether distress in medical students
are comparable to distress among other
professional students cannot be conclusively
ascertained from the available studies.
Studies of medical students in other parts of the
world under a wide range of systems of medical
training have also identified a high frequency of
distress (2,3,31,32). In a longitudinal study from
the United Kingdom, 63 (37%) of students had
poor mental health (GHQ-12 score greater than
3) by the middle of the first year, and
48 (31%) and 34 (22%) had poor mental health
in the fourth year and fifth year, respectively (2,
31). Another U.K. study of first year students
found the incidence of poor mental health
doubled over the course of the first year,
increasing from 48 (25%) to 108 (52%) (106).
In 2001, Aktekin et al. (33) reported a
similar worsening in global mental health,
depression, and anxiety between   the  first-year
orientation and the beginning  of the second year
among Turkish medical students. Dahlin et al.
(32) recently reported 40 (13%) Swedish medical
students were depressed in comparison
to 48  persons (7.8%) in  an  age  and   gender-

matched population sample (p <0.05), with
approximately one third of the students reporting
thoughts of suicide during the course of training.
Tyssen et al. (34) also reported a high prevalence
of suicidal thoughts among senior Norwegian
medical students, with 33 (6%) having made a
plan to commit suicide during medical school.
Generally, the studies suggest that psychological
distress may be higher among female students
than their male colleagues. Although some may
attribute this difference to similar trends in the
general population, a number of studies found
no difference in anxiety and depression among
male and female medical students at the
beginning  of medical school with greater
increases in distress among female students
through the course of training (35,38).This finding
suggests that the differences observed by gender
in several studies may have other origins and
warrant further investigation. Few pieces of
information is available regarding unique
challenges faced by other student populations
such as minority students and students who have
children, and additional research in this area
would also be useful. Studies of recent medical
school graduates suggest burnout may adversely
impact professionalism (39,40) and patient care;
(39,40) exploration of burnout among medical
students would lead to useful insights into this
problem. Student distress may influence
professional development (9,26,41,42) and
appears to adversely impact academic
performance, (9,43,44) contribute to academic
dishonesty (13,15) and substance abuse, (16-21)
and play a role in attrition from medical school.
The decline of humanitarian attitudes (46,47), and
decline in empathy, (48) documented during the
four years of medical school parallel the
incidence of student distress, suggesting a
possible relationship between these variables.
Studies of recent medical school graduates also
suggest that distress may negatively affect
quality of patient care, (39) patient safety, (39)
and professionalism. On a personal level, distress
can be devastating to the individual student by
contributing to substance abuse, (18,21) broken
relationships, decline in physical health, poor
self-care  (e.g., lack of exercise, poor diet)  (16)

Quality of Life of Medical Students in Different ... /Amini  M, et al

PCS MCS All 8 scales 
Female 0.73 0.71 0.7 
Male 0.66 0.67 0.7 

Table 2. Cronbach’s alpha in different sex
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and even suicide. Widespread distress among
medical students has now been recognized for
several decades. Future studies are needed to
explore causes, consequences, and  solutions
forthis problem rather than simply describing the
problem. A great deal of research and work is
still needed to determine how academic training
programs can structure their curricula, systems
of evaluation, and support systems to reduce
student distress and identify and support students.
Whether opportunities for shared
reflection,(49,50) training in stress management,
(51) or promotion of self- care/coping strategies
(31,52) can reduce student distress is not
established and is worthy of investigation. The
potential for enhanced well-being to enhance
student and physician professionalism is largely
unexplored. Hypothesis-driven, prospective,
multicenter studies are desperately needed to
provide valid, generalizable information on this
issue. Additional research to improve our
understanding of the causes and consequences
of medical student distress, and to investigate
potential solutions, is likely to benefit not only
the affected individuals, but also the patients for
whom they provide care.
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