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AbstrAct
Background: This study aimed to measure levels of 
anxiety and depression among Israeli medical students, 
and to identify stress factors, both personal and academic, 
that might be associated with psychological distress. An 
additional aim was to compare two training programs 
(six-year vs. four-year) in terms of these variables.

Methods: The study included 110 Israeli medical students 
from six- (n = 35) and four- (n = 75) year programs. 
Depression was assessed via the Patient Health 
Questionnaire (PHQ-9); anxiety by the State-Trait Anxiety 
Inventory (STAI); stress by the Perceived Stress Scale 
(PSS-10); and academic stressors by the Higher Education 
Stress Inventory (HESI). 

Results: Mild depression was found among 36% of the 
students, and moderate to higher levels were found among 
21% of them. Depression, anxiety, and perceived stress 
were higher among younger students and, when controlling 
for age, did not differ by program. Women reported greater 
concerns regarding their future careers than did men. 
Overall, one third of the variance in depression, anxiety, 
and perceived stress was explained by younger age, faculty 
shortcomings, and low commitment to the profession, with 
faculty support buffering trait anxiety.

Conclusion: Distress among medical students is an issue 
of concern, and intervention programs directed towards 
lessening faculty shortcomings and enhancing faculty 
support and commitment to the profession should be 
promoted. 

Address for Correspondence:  Michal Finklestein, PhD, Department of Social Work, Zefat Academic College, 11 Jerusalem St., Zefat 12306, 
Israel   michalfi@netvision.net.il

IntroductIon
Recent worldwide studies conducted among medical stu-
dents have shown that they are subjected to considerable 
stress during medical school. Several systematic reviews 
(1-4), including a meta-analysis (5), have indicated that 
medical students tend to report higher levels of depression 
and anxiety than do members of the general population 
and age-matched non-medical students. The elevated 
symptoms of medical students have been a cause for 
concern in many countries around the world, including 
the U.S., England, Canada, Pakistan, Ethiopia, Turkey, 
and Iran, among others (6-18). A variety of factors – 
such as long hours of study; emotional burden; heavy 
workload; tight time schedules; contact with severely ill, 
suffering, and dying patients; and financial problems – 
are considered to be the principal stressors and potential 
reasons for this psychological pressure. The demands 
of medical school studies and training might adversely 
affect students’ mental health (2). 

Despite the importance of this issue, anxiety and 
depression are under-recognized in medical trainees. 
Anxiety and depression may have implications for medi-
cal students’ future performances as physicians (19, 20), 
and hence for the healthcare system itself (12). There 
is, therefore, a need to evaluate the rates of these dis-
orders in an era of increasing administrative oversight. 
Several sociodemographic variables have been suggested 
as predictors of medical students’ anxiety and distress, 
most notably age, stage of training, gender, previous life 
events, and level of social support (6, 8-11, 14, 15, 21). 
However, although these variables seem to be important 
ones, there is still a question regarding their relevance, 
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as different studies have found different, and sometimes 
contradictory, results (3, 12). 

Other variables that have been suggested as being 
associated with students’ well-being are those connected 
with the academic and faculty climate. Medical schools 
aim to produce physicians who are highly professional 
and equipped with the most sophisticated medical knowl-
edge; as a result, the training years can be exhausting and 
stressful. Several studies have suggested that factors such 
as concerns regarding one’s future career, an unsupportive 
environment, faculty shortcomings, high workload, and 
insufficient feedback, lack of commitment to one’s stud-
ies, financial concerns, and academic stress may all be 
connected to students’ distress (3, 6, 7, 21-23). 

In Israel, the issue of medical students’ mental health 
has received only limited attention. Two studies conducted 
among medical students at Tel Aviv University showed 
that depression and anxiety, as well as mood disorders, 
social phobia, and sleep disorders, were prevalent (24, 25). 
Anxiety was reported by 29.4%, and depression by 25.2% 
of the students (24). Academic variables that were found to 
be associated with students’ distress were anonymity, high 
workload, and poor lecturer-student relationships. Similar 
results, indicating high levels of psychological symptoms, 
were also found among medicine and dentistry students 
at the Hebrew University of Jerusalem (26). It should be 
noted, however, that all of the abovementioned studies 
were conducted with students from a single university, 
and this factor may have biased the results. 

In Israel there are three types of medical training pro-
grams that are available to students: six-year, four-year, 
and three-year programs (27, 28). Each year, approxi-
mately 800 students enroll in one of Israel’s five medical 
school institutions. The six-year program is the oldest 
and best known of them, and consists of three years of 
preclinical studies and three years of clinical training 
followed by an additional year of internship. The four-
year program began in 2008, is available in two academic 
institutions, and is intended for applicants holding a 
previous academic degree. It consists of two years of 
preclinical studies and two years of clinical training. The 
three-year program is available in only one academic 
institute in Israel, and is intended for Israeli students 
who began their medical training abroad and success-
fully completed the first three years of training. Students 
are required to pass an end of medical school exam as a 
prerequisite for an additional one-year internship. Upon 
completion, the graduates receive a medical license and 
are allowed to practice medicine in Israel. 

reseArch AIms
In light of the evidence regarding the high rates of mental 
distress among medical students worldwide, and due 
to the scarcity of such studies in Israel, the primary 
objective of the present study was to examine mental 
distress among medical students in Israel and to identify 
personal and academic factors associated with students’ 
mental distress. The second objective was to compare 
two of the training programs – that is, between the six-
year and the four-year program – in terms of students’ 
distress and the associated variables. The study did not 
include students from the recently established three-
year program due to concerns regarding possible result 
biases, as these students were integrated into medical 
studies in Israel after studying abroad for three years 
and, therefore, were likely to be affected by those prior 
medical school experiences.

methods
Procedure
After receiving approval from the institutional review 
board (IRB) of Bar-Ilan University’s Faculty of Medicine, 
all medical students in Israel (i.e., a total of 1,603 students, 
of whom 280 were enrolled in the four-year program and 
1,323 in the six-year program) were contacted to partici-
pate in the study. Potential participants were contacted 
online via a call for participation on Facebook and emails 
sent to the relevant medical students’ union leaders in 
Israeli academic institutions, requesting that they dis-
seminate this call among fellow classmates. Students 
expressed their interest in participating by sending a reply 
via email or Facebook. After submitting a signed informed 
consent form, participants were sent a questionnaire 
via email and asked to complete and return it, resulting 
in the return of 110 questionnaires (7% response rate). 
Data collection took place over a period of 12 months, 
from October 2015 to October 2016.

PArtIcIPAnts
The participants comprised 110 medical students, of 
whom 75 (68.2%) were in the four-year program, and 35 
(31.8%) were in the six-year program. Of the four-year 
program participants, 28 (37.3%) were first-year students, 
and 47 (62.7%) were fourth-year students. Of the six-year 
program participants, 15 (42.9%) were first- to third-
year students, and 20 (57.1%) were fourth- to sixth-year 
students. Inclusion criteria were that participants had to 
be medical students enrolled in either the six-year or the 
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four-year program. There were no exclusion criteria. All 
participants met the inclusion criteria. 

QuestIonnAIres
Life events. The Life Events Questionnaire (29) was 
designed by investigators familiar with life in Israel, 
and it is used in studies of civilians; it consists of 10 
items, describing severe life events such as the death 
of a significant other, motor vehicle accident, and war. 
Participants are asked to indicate whether and when 
they have experienced such an event in the past (yes/
no). The total score is the sum of the items, indicating 
the number of events that the participant has experienced 
previously in his/her life.

Academic stressors. We used the Higher Education Stress 
Inventory (HESI) questionnaire (6) to identify potential 
academic stress factors. The questionnaire consists of 33 
items, rated on a Likert scale of 1 (does not agree at all) 
to 4 (agrees to a great extent). The items are divided into 
seven potential stress factors: concerns about future career, 
unsupportive environment, faculty shortcomings, heavy 
workload, insufficient feedback, low commitment, and 
financial concerns. In addition, two items were used to 
assess faculty support: 1) To what extent does the faculty 
act to address the needs of students coping with stressful 
events? and 2) To what extent does the faculty act to address 
the needs of students in general? These items are rated 
on a Likert scale of 1 (not at all) to 4 (to a great extent). 
Higher scores on the academic stress factors indicated a 
greater likelihood of stress among the medical students 
in the current study. Higher scores on the faculty support 
indicated a greater likelihood of faculty support among 
the medical students in the current study.

In the current study, the HESI questionnaire was 
translated into Hebrew using back translation by four 
specialists who were native Hebrew speakers and fluent 
English speakers. An exploratory factor analysis was 
conducted to assess the structure of the scale. The results 
of this analysis should be interpreted with caution as the 
ratio of items to participants is low. The analysis yielded 
seven factors, explaining 51.26% of the variance. The 
emerging factors were similar but not identical to the 
original scales, with Eigenvalues ranging between 1.45 
and 4.75. The explained variance of the factors ranged 
between 4.38% and 14.40%. Internal consistencies of both 
the original scales and the ones derived from the factor 
analysis were rather low. Thus, and in order to follow 
the original structure of the questionnaire, the original 
scales were used. Internal consistencies were: concerns 

about future career (α = .68), unsupportive environment 
(α = .59), faculty shortcomings (α = .65), heavy workload 
(α = .53), insufficient feedback (r = .19, p = .046), low 
commitment (r = .49, p < .001), and financial concerns 
(r = .51, p < .001). The correlation between the two items 
of faculty support was r = .53 (p < .001).

Depression. The Patient Health Questionnaire (PHQ-9) 
(30) was used to measure depression. The questionnaire 
consists of nine items, each of which is rated on a Likert 
scale from 1 (not at all) to 3 (to a great extent). The score 
for this questionnaire is defined as the sum of the item 
scores, ranging from 0 to 27. Higher scores indicate 
greater depression. The Hebrew translation of the PHQ-9 
has also been validated in a primary care setting (31).

State and trait anxiety. We examined this factor using 
the State-Trait Anxiety Inventory (STAI) (32) question-
naire, employing the Hebrew version (33). The question-
naire consists of 40 items, 20 of which pertain to state 
anxiety and 20 of which pertain to trait anxiety. Each 
item is scored on a Likert scale from 1 (not at all) to 4 
(to a great extent). The internal consistency was high, 
with Cronbach’s a = .93 for state anxiety, and .87 for 
trait anxiety (32, 34). The scores of both parts of the 
questionnaire are defined as the mean of the items, in 
the range of 1 to 4 for each part. Higher scores indicate 
greater anxiety.

Stress perception. We used the Perceived Stress Scale 
questionnaire (PSS-10) (35, 36) to evaluate stress levels 
experienced by the participants. The questionnaire was 
translated into Hebrew using back translation (36), and 
high internal consistency was found in the present study 
(Cronbach’s a = .89). The questionnaire consists of 10 
items, each of which is rated on a Likert scale from 0 
(never) to 4 (very often). The score in this questionnaire 
is defined as the mean of the items’ scores, ranging from 
0 to 4. Higher scores indicate greater stress.

dAtA AnAlysIs
Data were analyzed using SPSS version 25. Descriptive 
statistics were calculated with means and standard devia-
tions for continuous variables, as well as frequencies and 
percentages for nominal and ordinal variables. Group 
differences were analyzed with t-tests and chi-square 
tests, respectively. Group differences in the study variables 
were analyzed with analyses of variance, controlling for 
gender and age. Multiple hierarchical regressions were 
used to assess the relationships between depression, 
anxiety, perceived stress, and environmental variables, 
beyond age and gender.
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results
bAckground vArIAbles
Out of a total of 110 students, 103 were Jewish (94%), 
and seven were Muslim. Seventy-five percent of the 
participants were born in Israel, and 56% of the sample 
comprised women, while 44% comprised men. In the 
four-year program, 66% of the participants were born 
in Israel, compared to 95% of the participants in the 
six-year program, a significant difference. The students 
in the four-year program were of a mean age of 30, sig-
nificantly different from the mean age of 25 in the six-year 
program. Nearly 75% of the four-year program students 
were married or in a relationship, compared to 44% of 
the students in the six-year program. Marriage duration 
among four-year program participants was longer than 
that of six-year program participants. Few participants 
had children. All students in the four-year program had 
at least a bachelor’s degree, whereas half of the students in 
the six-year program had a high-school level education, 
and the other half had a bachelor’s degree. Most students 

in both programs defined their economic status as low, 
and most were secular. Table 1 presents the background 
variables of the participants.

dIstress levels Among IsrAelI medIcAl students
Depression, anxiety, and perceived stress were examined. 
The mean depression score was 6.4 on a scale of 0 to 24. 
Mean state anxiety was 38.99, and mean trait anxiety 
was 36.61, both on a scale of 20 to 68. Mean perceived 
stress was 14.51 on a scale of 0 to 35. Findings showed 
that depression levels were minimal (0-4) among 44 
(41.5%) of the students; mild (5-9) among 38 (35.9%); 
medium (10-14) among 19 (17.9%); and severe (20-27) 
among 3 (2.8%).

comPArIson of the two trAInIng  
ProgrAms In IsrAel 
A comparison of depression, state and trait anxiety, per-
ceived stress, and environmental stress factors between 
the programs can be seen in Table 2. Using a simple t-test, 
anxiety was found to be higher among students in the 
six-year program than among students in the four-year 
program (p = .039 and p = .023 for state and trait anxiety, 
respectively). However, when controlling for age and 
gender, it was revealed that these differences were due 
to age differences: namely, the younger the student, the 
higher the anxiety level. In other words, the program 
variable was non-significant once age was controlled 
for (r = -.37, p < .001, for age and state anxiety; r = .34, 
p < .001, for age and trait anxiety). No differences were 
found between the two programs in regard to depres-
sion or perceived stress. Moreover, these variables as 
well were correlated with age: namely, the younger the 
student, the higher the depression and perceived stress 
(r = -.45, p < .001 for depression; r = -.35, p < .001 for 
perceived stress).

The analysis of environmental stress factors, using simple 
t-test analyses, revealed that the academic environment was 
perceived as unsupportive to a greater extent by participants 
in the four-year program (p = .014), whereas perceived 
faculty shortcomings were ranked higher by participants 
in the six-year program (p = .011). Controlling for age 
and gender, however, rendered the program variable non-
significant. The variable of perceived faculty shortcomings 
was not correlated with age or gender. However, including 
age and gender in the analysis rendered the program vari-
able non-significant: namely, the younger the student, the 
greater the number of perceived faculty shortcomings (r = 
-.28, p < .01). Concerns regarding future career was gender-

Table 1. Demographics of study participants (N = 110)

Difference

Six-year 
program
N
(%)

Four-year 
program
N
(%)

Total
N
(%)

c2(1) = 3.11
p = .078

11
(31.4)

37
(49.3)

48
(43.6)

MenGender

24
(68.6)

38
(50.7)

62
(56.4)

Women

c2(1) = 8.69
p = .003

15
(44.1)

55
(73.3(

70
(63.6)

Married or in  
a relationship

Marital 
status

19
(55.9)

20
(26.7)

39
(35.5)

Single

c2(2) = 
46.18
p < .001

17
(48.6)

--17
(15.5)

High school 
education

Education

18
(51.4)

60
(80.0)

78
(70.9)

Bachelor’s 
degree

--15
(20.0)

15
(13.6)

Master’s or 
Ph.D. degree 

c2(2) = 1.67
p = .435

27
(77.1)

58
(78.4)

85
(78.0)

Below 
average

Economic 
status

7
(20.0)

10
(13.5)

17
(15.6)

Average

1
(2.9)

6
(8.1)

7
(6.4)

Above 
average

c2(2) = 0.40
p = .817

23
(65.7)

47
(62.7)

70
(63.6)

SecularReligiosity

4
(11.4)

12
(16.0)

16
(14.5)

Traditional

8
(22.9)

16
(21.3)

24
(21.8)

Orthodox
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related, with higher rates among women, M = 2.91, SD = 
.73, than among men, M = 2.58, SD = 0.76, t(107) = 2.30, p 
= .023. Life events were more numerous among men, M = 
2.71, SD = 1.43, than among women, M = 2.02, SD = 1.29, 
t(108) = 2.67, p = .009. No significant differences in other 
stress factors were found between the different programs 
or genders, and no correlation was found with age. 

PredIctors of dePressIon, AnxIety,  
And PerceIved stress
A four-step multivariate hierarchical regression was used 
to investigate the effect of the independent variables on 
the dependent variables (Table 3). Items were entered 
into the regression model first by demographic variables 
(gender and age; Step 1), followed by environmental 
variables (Step 2). 

Multiple regression analyses revealed that 34% of the 
variance in depression was explained by background 
and environmental variables, with environmental vari-
ables contributing 13% to the explained variance beyond 

gender and age. The younger the student, the greater the 
perception of faculty shortcomings. The lower the level 
of commitment to the profession, the higher the level 
of depression. 

Additionally, 38% of the variance in state anxiety 
was explained by background and environmental vari-
ables. The training environment contributed 24% to the 
explained variance beyond gender and age. The younger 
the student, the more the environment was considered 
unsupportive. The greater the perception of faculty short-
comings and the lower the level of commitment to the 
profession, the higher the state anxiety. 

Furthermore, 27% of the variance in trait anxiety 
was explained by background and environmental vari-
ables. The training environment contributed 17% to the 
explained variance beyond age and gender. It was also 
found that the younger the student, the lower the level of 
commitment to the profession. The lower the perceived 
support of the faculty, the higher the trait anxiety.

Moreover, 34% of the variance in perceived stress 

Table 2. Differences in study variables by training program (N = 110)

ANCOVA

df

Age
F (h2)
p

Gender
F (h2)
p

Program
F (h2)
pt-test

Six-year 
program
M
(SD)

Four-year  
program
M
(SD)

1, 
102

18.91 (.156) p = <.0012.53 (.024) p =.1150.29 (.003) p =.592t(104) = -1.70 p = .0937.63 (4.98)5.86 (4.87)Depression PHQ

1, 
101

9.42 (.085) p =.0032.04 (.020) p =.1560.12 (.001) p =.734t(103) = -2.09 p = .03942.49 (11.45)37.45 (11.32)State anxiety STAI

1, 
100

6.52 (.061) p =.0120.87 (.009) p =.3530.64 (.006) p =.425t(102) = -2.31 p = .02339.83 (10.56)35.18 (8.95)Trait anxiety STAI

1, 
101

10.62 (.095) p =.0022.69 (.026) p =.1040.34 (.003) p =.564t(103) = -1.22 p = .22415.76 (6.46)13.96 (7.13)Perceived stress PSS

Environmental stress factors
1, 
105

2.38 (.022) p =.1267.60 (.067) p =.0070.22 (.002) p =.642t(107) = 0.85 p = .3992.68 (0.85)2.81 (0.71)Concern regarding future career

1, 
105

2.27 (.021) p =.1352.95 (.027) p =.0892.52 (.023) p =.116t(83.50)1 = 2.51 p = .0141.61 (0.39)1.83 (0.52)Unsupportive environment

1, 
105

4.22 (.039) p =.0420.06 (.001) p =.8032.04 (.019) p =.157t(107) = -2.60 p = .0112.45 (0.41)2.19 (0.50)Faculty shortcomings

1, 
105

0.36 (.003) p =.5470.12 (.001) p =.7300.09 (.001) p =.768t(107) = -0.04 p = .9702.36 (0.64)2.36 (0.63)Workload

1, 
105

0.99 (.009) p =.3230.73 (.007) p =.3941.16 (.011) p =.284t(107) = -1.59 p = .1153.01 (0.74)2.80 (0.61)Insufficient feedback

1, 
105

0.90 (.008) p =.3450.76 (.007) p =.3851.46 (.014) p =.230t(107) = -1.71 p = .0901.35 (0.47)1.21 (0.39)Low commitment

1, 
105

2.50 (.023) p =.1170.01 (.001) p =.9422.41 (.022) p =.123t(107) = 0.91 p = .3652.53 (0.81)2.69 (0.85)Financial concerns

1, 
100

0.09 (.001) p =.7660.69 (.007) p =.4100.39 (.004) p =.533t(102) = 1.01 p = .3174.00 (1.29)4.32 (1.53)Faculty support

1, 
106

0.14 (.001) p = .7065.33 (.048) p =.0230.69 (.006) p = .408t(81.44)1 = 1.63 p = .1072.03 (1.18)2.45 (1.46)Life events
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was explained by background and environmental vari-
ables. The training environment contributed 22% to the 
explained variance beyond age and gender. The younger 
the student, the lower the perceived support of the faculty. 
The lower the level of commitment to the profession, the 
higher the perceived stress.

dIscussIon
The present study sought to examine personal and academic 
factors associated with Israeli medical students’ anxiety, 
depression, and perceived stress, as well as to examine differ-
ences in those variables among students from four- and six- 
year programs. The study findings indicated that as many 
as 57% of the students reported some level of depression, 
whether mild (for 36% of them) or moderate to severe (for 
the remainder, i.e., 21%). Of the demographic variables, only 
age was associated with depression, anxiety, and perceived 
stress. Among the academic stressors, faculty shortcomings 

and low commitment to the profession were found to be 
associated with depression, anxiety, and perceived stress. 
Overall, age, faculty shortcomings, and low commitment 
explained around a third of the variance in the students’ 
distress. A comparison between the two programs (four 
vs. six years) found that any differences between these 
programs regarding students’ anxiety, depression and stress 
were controlled after adjusting for age. 

Medical students’ depression is an important issue 
which may have profound ramifications for student per-
formance and health (35). Previous studies found that 
the rate of students who reported depressive symptoms 
ranged from 12.2% to 66.5%, depending on the methodol-
ogy of assessment, the training year studied, and other 
demographic variables (12, 1-5, 35). However, several 
studies concluded that as many as 27% of students showed 
notable symptoms of depression (1, 5), with similar rates 
among Israeli medical students at Tel Aviv University 
(24). These results are very much in line with the current 
study, which indicated that 21% of the Israeli students 
complained of moderate to severe symptoms. This finding 
indicates that roughly a fifth of medical school students 
in Israel suffer from depressive symptoms that may affect 
their studies and, subsequently, their professional work. 

From the demographic variables that were included in 
the study, age was found to be a significant variable associ-
ated with depression, anxiety, and perceived stress, with 
younger students being more vulnerable than older ones. 
Although the role of demographic variables, including 
age, is not yet fully understood (12), there is evidence that 
younger age (9) and being in the first years of training (6, 
9, 18) are associated with more psychological symptoms 
and stress. These findings indicate that during the first 
years of training, teaching professionals should pay more 
attention to students’ mental states and psychological 
symptoms, as well as to the overall stress that students 
may have. Apparently, as students proceed with their 
training, most of them adjust to the study overload, and 
those who do not may drop out of the program (18). 
Therefore, closer attention to these issues – perhaps 
including the provision of professional help for those who 
need it – might help students overcome the difficulties 
experienced during the first years of training. 

Gender was not found to be associated with anxiety 
and depression in the current study. The role of gender in 
medical students’ anxiety and depression is not yet clear; 
that is, gender has been found to play a role in some studies 
(6, 15), but not in others (13, 17, 36, 37). However, a gender 
difference was in fact found regarding “concern for future 

Table 3. Multiple regression of depression, anxiety, and 
perceived stress by stress factors and faculty support (N = 104)

Depression 
(PHQ)

State 
anxiety 
(STAI)

Trait 
anxiety
(STAI)

Perceived 
stress
(PSS)

b b b b
Step 1
Gender -.142 -.122 -.084 -.116

Age -.417*** -.346*** -.317*** -.331***

Adj.R2 .208
p < .001

.139 
p < .001

.103 
p = .002

.125 
p < .001

Step 2
Gender -.148 -.063 -.037 -.062

Age -.276** -.269** -.254* -.259**

Concern regarding 
future career

-.025 .078 .093 .043

Unsupportive environment -.026 .200* .036 .226*

Faculty shortcomings .327** .232* .097 .233*

Workload .096 .077 .053 .006

Insufficient feedback -.029 .076 -.060 .118

Low commitment .183* .173* .279** .188*

Financial concerns .001 .079 .017 .029

Faculty support -.029 -.091 -.241** -.063

∆Adj.R2 .130 
p = .002

.244 
p < .001

.171 
p < .001

.217 
p < .001

Model Adj. R2 .338 
p < .001

.383 
p < .001

.274
p < .001

.342 
p < .001

F F(10,93) = 
6.25 
p < .001

F(10,93) 
= 7.38 
p < .001

F(10,92) 
= 4.88 
p < .001

F(10,91)  
= 6.26 
p < .001

*p<.05, **p<.01, ***p<.001
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career,” with women being more worried than men. This 
finding was also found in another study which indicated 
that women, more than men, tended to worry about their 
future careers, and this worry predicted postgraduate 
exhaustion (36). Additionally, whereas several studies failed 
to detect gender differences at the beginning of students’ 
academic studies, they found that differences did indeed 
appear as the years of training proceeded, and were more 
pronounced by the end of the students’ studies (14, 3), with 
increased worries regarding the future among women but 
not among men (23). These findings may indicate that 
gender is associated with distress not directly, but rather 
via other academic and personal stressors (6, 36, 38, 39). 
Due to the small number of students in each training year 
in the current study, it was not possible for us to examine 
the assumption that the difference in men’s and women’s 
anxiety and depression was a function of greater concern 
at the end of their training years. As such, this question is 
worthy of further investigation in future studies. 

The fact that women are more concerned regarding 
their future careers, as well as findings from former studies 
indicating that the gender gap is more notable regarding 
the last stages of training, may point to other reality-based 
factors; that is, medical students may, in parallel, at this 
time of their lives, be undergoing the first developmen-
tal stages in family life, such as marriage, cohabitation, 
pregnancy, childrearing, and the need to make decisions 
regarding the future. Findings (40-42) have shown that 
balancing a family and a career is more challenging for 
female students. These findings may relate to the fact that, 
in comparison to their male counterparts, women tend to 
have additional domestic and parenting responsibilities. 
Parenting-related factors that have been found to be most 
problematic for female medical students are: too little sleep, 
problems arranging child care, and lack of support from 
the partner. Fatigue, too little time for the spouse/partner, 
and emotional strain have all been found to be sources 
of stress for female medical students (43). On the other 
hand, some studies found that a spouse or partner was an 
important source of support for the medical student in 
terms of surviving the stresses of medical school; in other 
words, although married students may be more prone to 
stress due to their increased responsibilities, the marital 
and parental relationship may be sources of support (41). 

 The results of the current study, as well as of others, 
indicate that medical school programs should be organized 
in a way that would allow female physicians’ part-time 
opportunities without affecting their career plans. Medical 
students might also benefit from learning strategies to share 

household tasks more equitably with their partner and/
or utilize organizational and time management strategies 
more effectively. All in all, it seems clear that training 
programs must recognize marital stressors as being an 
important issue. Studies have shown that comprehen-
sive medical student wellness initiatives have increased 
social interaction among medical students. These initia-
tives include teaching skills to improve medical students’ 
physical and mental health (e.g., healthy cooking, group 
exercise, mindfulness training), with a portion of curricu-
lar time being devoted to the “personal development of 
physicians-in-training.” Interventions on the institutional 
level or environmental factors of the curriculum might 
be more successful in stress management among medi-
cal students when focusing primarily on relaxation and 
cognitive skills, consisting of group-training sessions in 
relaxation responses and cognitive behavioral skills (40, 41). 

As for the academic variables, we found that faculty 
shortcomings and low commitment to the profession were 
associated with depression, state anxiety, and perceived 
stress. Trait anxiety was negatively predicted by faculty sup-
port and positively by low commitment. Previous studies 
found that dissatisfaction with the administration, stress 
resulting from the training workload, and fears regarding 
the future were associated with higher levels of anxiety 
and depression (7, 36, 39), with high commitment to the 
profession serving as a buffer against students’ distress 
(6). The results of the current study indicate that training 
programs should aim to decrease faculty shortcomings 
and build a supportive study environment, potentially 
enhancing students’ well-being (3). Regarding trait anxiety, 
it appears that students who are inclined toward anxiety 
will benefit from faculty support. Hence, intervention 
programs should take this issue into account.

The second aim of the study was to assess potential 
differences in the two medical school programs in Israel: 
the four-year program vs. the six-year program. The results 
revealed differences regarding anxiety, but not regarding 
depression or perceived stress. Students in the six-year 
program reported higher anxiety than did students in 
the four-year program. They also tended to report, to a 
greater degree than did the four-year program students, 
on faculty shortcomings, whereas the four-year program 
students reported, to a greater degree than did the six-
year program students, on unsupportive learning envi-
ronments. However, an in-depth examination revealed 
that all of the differences found between students in the 
two programs stemmed from the students’ ages, and not 
from the training programs. Thus, the higher anxiety and 
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faculty shortcomings reported by students in the six-year 
program (as compared to what was reported by students 
in the four-year program) seem to have been related to the 
students’ younger ages. Controlling for age rendered the 
differences between the two programs non-significant. It 
appears that faculty shortcomings were perceived as greater 
by the younger students at the beginning of their studies 
(6). The fact that the students from the four-year program 
complained that their environment was unsupportive 
more than did the students from the six-year program 
can be attributed not only to differences in the faculty and 
program environment but also to the fact that students 
from the four-year program were older and had more 
responsibilities outside their academic lives, compared to 
the younger students in the six-year program. 

Overall, the present study identified that one third of 
the variance in the students’ stress, anxiety and depression 
could be attributed to younger age and faculty shortcom-
ings. It seems that faculty issues are an important factor in 
understanding anxiety, depression, and perceived stress 
among medical students. Therefore, greater awareness of 
the deficiencies in medical school faculty shortcomings, in 
conjunction with the development of dedicated interven-
tion programs, might alleviate medical students’ distress. 
Our findings indicate that students’ sense of having an 
unsupportive environment, faculty shortcomings, and 
low commitment to the profession should be addressed. 

The present study had several limitations. First, the 
sample may have been biased, as we used a hyperlink 
asking students from most of the Israeli medical faculties 
to answer an internet questionnaire. This method resulted 
in a very low response rate, a common drawback when 
using online questionnaires. It should be emphasized that 
the low response rate and the resulting selection bias might 
lead to overestimation of the findings, therefore caution 
is needed when interpreting the results. It is possible that 
potential participants were not interested in the research 
topic, may have found the topic daunting, or may have 
feared that their responses would not be kept confidential. 
Moreover, in the present study, 94% of the participants were 
Jewish; as such, the study was quite homogeneous in terms 
of ethnicity. Additionally, the study was a correlative one; 
the question of causality still remains unclear. 

suggestIons for future studIes
As the current study revealed that women reported higher 
levels of concern regarding their prospective careers 
than did men, a fact that former studies have found, a 

longitudinal study, for better understanding the long-term 
career trajectories after the training in medical school 
programs, should be further carried. 

 Furthermore, very few studies have examined ethnic-
ity, and this issue may indeed be important in under-
standing students’ distress. Similarly, the relation between 
being a member of a minority group and distress among 
medical students needs further study (16). Additionally, 
future studies should compare distress variables across 
the different training years; evidence suggests that the 
levels of distress vary, with these levels peaking among 
first-year and postgraduate students (5). Therefore, lon-
gitudinal studies are needed.

During the writing of the current study, medical resi-
dents in Israel began protesting against having to work 
such long shifts. In doing so, they have raised an important 
issue regarding the need for rest and relaxation, and for 
having the time to invest in other domains such as family 
life and personal growth. Therefore, further professional 
exploration of these variables is very much needed. It 
seems clear that Generation Z will not settle for just a 
career; they wish to have the “whole package,” including 
time to explore new avenues alongside having an exciting 
career. They seem determined to achieve this goal, and at 
this time are agitating for it. 

conclusIons
The current study, in spite of its limitations, strongly indi-
cates the importance of raising awareness regarding anxiety, 
depression, and stress factors among medical students in 
Israel. Identifying factors such as low commitment to the 
profession, faculty shortcomings, and low faculty support 
may enhance our understanding of how to address these 
issues, thereby improving students’ mental health and 
well-being. Intervention programs should be designed 
to address specific challenges, as well as to assess risk 
and protective factors. In addition, assistance should be 
provided to medical students, specifically young students 
and women, in order to help in building and maintaining 
their resilience. A greater awareness of these issues may 
enrich the medical school programs as well as transform 
these crucial years into a positive experience for all students. 
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