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Abstract

Background Moral distress (MD) is the psychological damage caused when people are forced to witness or carry
out actions which go against their fundamental moral values. The main objective was to evaluate the prevalence
and predictive factors associated with MD among health professionals during the pandemic and to determine its
causes.

Methods A regional, observational and cross-sectional study in a sample of 566 professionals from the Public Health
Service of Andalusia (68.7% female; 66.9% physicians) who completed the MMD-HP-SPA scale to determine the level
of MD (0-432 points). Five dimensions were used: i) Health care; i) Therapeutic obstinacy-futility, iii) Interpersonal rela-
tions of the Healthcare Team, iv) External pressure; v) Covering up of medical malpractice.

Results The mean level of MD was 127.3 (SD=66.7; 95% Cl 121.8-132.8), being higher in female (135 vs. 110.3; p<0.01),
in nursing professionals (137.8 vs. 122; p<0.01) and in the community setting (136.2 vs. 118.3; p<0.001), with these
variables showing statistical significance in the multiple linear regression model (p<0.001; r’=0.052). With similar
results, the multiple logistic regression model showed being female was a higher risk factor (OR=2.27; 95% Cl 1.5-

34; p<0.001). 70% of the sources of MD belonged to the dimension "Health Care" and the cause "Having to attend

to more patients than | can safely attend to" obtained the highest average value (Mean=9.8; SD=4.9).

Conclusions Female, nursing professionals, and those from the community setting presented a higher risk of MD.
The healthcare model needs to implement an ethical approach to public health issues to alleviate MD among its
professionals.
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The distinctive feature of MD compared with other
concepts such as burnout or post-traumatic stress is the
perception of a breach of duty and professional integrity,
and the feeling that one is prevented from doing what
is ethically correct [5]. Nevertheless, these concepts are
closely linked, in that MD caused by situations of con-
stant conflict can lead to emotional exhaustion (burnout)
and job dissatisfaction in the health professional [6], and
there are studies that clearly associate MD with burnout
[7]. Its effects on both physical and mental health have
been described, with feelings of anger and guilt, symp-
toms of depression, anxiety, sadness, headaches, digestive
and sleep disorders, frustration, a sense of impotence,
stress and a negative perception of self-image high-
lighted, among others [8].

MD is a problem which arises in routine clinical prac-
tice as healthcare professionals, particularly physicians
and nurses, are exposed to difficulties, lengthy shifts,
stress and great responsibility. Their job is to witness
and help people overcome life’s most serious challenges:
death and dying, suffering, loss and pain [9]. These are
challenges which are inherent to the profession and often
require the professional to take difficult decisions when
faced with uncertainty [2].

The incidence of MD is influenced by various factors.
Firstly, it is affected by working conditions when there
is an unethical climate in the health institution itself, a
low level of collaboration between colleagues or a lack of
ethical debate [10-14]. Other more personal factors have
also been associated, including lack of understanding,
lack of knowledge, low levels of assertiveness, the per-
ception of helplessness or a lack of self-confidence [4]. To
this it can be added the experience of situations produced
by the COVID-19 pandemic, in which scarce resources
had to be prioritized, which led to inevitable delays in
care for other health issues which could lead to serious
harm or the need to make difficult ethical-clinical deci-
sions without suitable advice [15]. Another key factor has
also been the distress caused by not being able to provide
the necessary emotional support to suffering patients due
to preventive measures. It is for all these reasons that the
level of MD has risen among health professionals around
the world [2, 16, 17].

The focus of attention has been placed on MD as it is
considered one of the causes of lower quality in patient
care. In fact, it is one of the most commonly researched
psycho-physical conditions, with the aim of improving
not only the well-being of professionals, but also the sus-
tainability of health institutions and the care provided to
patients [18].

Epstein et al. [19] designed a 27-item MD scale (Meas-
ure of Moral Distress for Healthcare Professionals,
MMD-HP), revising the earlier MDS-R scale developed
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by Hamric et al. [4] This instrument has proved its worth
in measuring MD and has been validated first in the USA
and later in Japan [20] and Spain [21, 22].

The aim of the present study was to evaluate the preva-
lence and identify the predictive factors associated with
the MD among health professionals during the pan-
demic, and to compare them with other existing studies
on the subject [23-25], in an attempt to find what causes
most MD in our sample, as well as plausible explanations
for the causes of MD.

Methods

A regional, observational, cross-sectional epidemiologi-
cal study was carried out to determine the level of MD
and its predictive or associated variables among health
professionals in Andalusia (Spain). The study was con-
ducted between October 2021 and January 2022.

The reference population was made up of 45,440 health
workers, physicians and nurses from primary health care
and hospital care, belonging to the Andalusian Public
Health Service. To calculate the sample size, the follow-
ing were taken as expected values: a standard deviation
of 60 points [20, 26], an absolute precision of 6, a 95% CI
and a design effect equal to 1, resulting in a minimum
sample of 381 health professionals.

The recruitment of participants was carried out from 7
reference hospitals and 8 primary care health districts in
the Andalusia region. The sample was obtained through
consecutive sampling by completing an online form.

Eligibility criteria

a) Inclusion criteria: i) being a physician or nurse in the
Andalusian Public Health System and belonging to
the following professional services: Clinical Manage-
ment Units (CMUs) of Primary Health Care (PHC),
Palliative Care, Intensive Care (ICU), Internal Medi-
cine, Pneumology and Emergency Ward; ii) signing
the informed consent prior to completing the ques-
tionnaire.

b) Exclusion criteria: Having had less than one year’s
effective experience in care work or being a first-year
resident in any medical or nursing speciality.

Study variables and measurement instruments

Resultant variable. Moral Distress: measured using the
MMD-HP SPA scale with an identical structure to the
original scale devised by Epstein et al. [19] made up of
27 items categorized by Likert-type responses which
record the frequency of occurrence for each question,
with scores ranging from 0 (never) to 4 (very frequently),
and the level of MD with values ranging from 0 (none) to
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4 (maximum distress). For each item, the frequency was
multiplied by the level of distress and the global value of
the scale was obtained by adding the scores for all the
items (0-432 points).

The five dimensions of the scale proposed by Girela-
Lépez et al. were used: i) Health care, ii) Therapeu-
tic obstinacy-futility, iii) Interpersonal relations of the
Health Care Team, iv) External pressure, v) Covering up
medical malpractice [22].

Explanatory variables. Age (years), sex, profession
(physician, nurse), experience (years), care setting (hos-
pital, community) and CMU (PHC, Palliative Care, ICU,
Internal Medicine, Pneumology and Emergency Ward).

Ethical and legal aspects

This research study obtained the authorization from the
corresponding Cdrdoba Research Ethics Committee
(Spain) (Document No.5158, dated 28/09/2021). All the
subjects participating in the study agreed to take part in
it by completing and registering the informed consent
form.

Statistical analysis

The quantitative variables are represented by their mean,
range, and standard deviations, as well as the median and
interquartile range (IQR), while the qualitative variables
are represented by their absolute and relative frequency.

Student’s T test was used to compare the means
in independent groups and the Analysis of variance
(ANOVA) test for the comparison of 3 or more inde-
pendent arithmetic means. A double multivariate analy-
sis (multiple linear and multiple logistic regression) was
carried out to discover the degree of discrimination, pre-
diction and association of the independent variables on
MD. The model’s discriminant capacity was measured
by calculating the area under the curve, and the diag-
nostic accuracy through the validity and security indica-
tors (sensitivity, specificity, predictive values and validity
index). Because the MMD-HP-SPA scale lacks a cutoff
point, the mean MMD was used to dichotomize the out-
come variable in the logistic regression.

To support the calculation and statistical analysis, the
SPSS v.22 and EPIDAT v.4.2 statistical programs were
used. The level of statistical significance was established
at an alpha error of less than 5% for all the statistical con-
trasts, and the level of security was set at 95% to create
the confidence intervals.

Results

Description of the study sample

The study sample consisted of 566 health profession-
als, of whom 389 were females (68.7%) and 382 physi-
cians (66.9%). The sociodemographic variables of the
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participants are shown in Table 1. For the variables with
missing data, the assumption of random distribution of
data was checked using the MCAR-test, finding no sig-
nificant differences.

Age and experience were higher in males than in
females (p<0.01). The distribution of females in the nurs-
ing workforce was significantly higher than in medicine
(p<0.001). However, as regards the work setting (hospital
vs. community), no differences were found according to
sex (p=0.53).

Level of moral distress

The average value of MD in the total sample was 127.3
+ 66.7 (95% CI 121.8-132.8), with statistically significant
differences found based on sex (higher in females), by
profession (higher in nurses) and by work setting (higher
in the community setting) (Fig. 1).

As regards the comparison between the CMUs (Fig. 2),
the post-hoc analysis in the comparison of means showed
significant differences between the level of MD among
health workers in PHC compared with Pneumology
(p<0.05) and ICU (p<0.001), as well as between Internal
Medicine and ICU (p<0.05). No significant differences
related to age or work experience were found.

Predictive-associative models of moral distress
Multivariate regressions adjusted for the independent
variables which showed statistical significance with MD
were carried out, in order to discover the degree of pre-
diction of this phenomenon. Table 2 shows the result of
the linear regression model (crude and adjusted) for MD.

As shown in the adjusted linear regression model, the
explanatory variable with the highest standardized Beta
coefficient was the hospital work setting (-0.151). With
all the other variables included in the model being equal,
working as a health professional in a hospital setting
reduces MD by 20.2 points compared to the community
setting, being a male health professional entails a reduc-
tion of 20.2 points compared to being a female worker,
while working as a physician decreases MD by 16.4
points compared to being a nurse.

As regards predictive capacity, the value of the adjusted
determination coefficient (r?) was low (0.052), which
means the multivariate model should be seen as associa-
tive rather than predictive of MD.

Another multivariate model was carried out using
multiple binary regression (Table 2). The resultant vari-
able, MD, was dichotomized based on the average value
obtained in the sample, in other words, above or below
127.3 points.

The explanatory variable with the highest adjusted OR
was sex (female), ORa=2.27 (95% CI 1.5-3.4). With all the
other variables included in the model being equal, being a
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Table 1 Characteristics of the study sample
Variable Total Males Females P
N=566 N=177 N=389

Age N=562

Mean age (SD) (years) 49 (10.9) 51.2(10.9) 48 (10.7) <0.01
Age categories

<35 80 (14.2%) 20 (25%) 60 (75%) <0.01

35-50 199 (35.4%) 50 (25.1%) 149 (74.9%)

>50 283 (50.4%) 106(37.5%) 177 (62.5%)
Work Experience N=502

Mean experience (SD) (years) 173(11) 19.7 (10.9) 16.2 (10.7) <0.01
Work experience (SD) categories

<10 167 (33.3%) 43 (25.7%) 124 (74.3%) <0.05

11-20 138 (27.5%) 43 (31.2%) 95 (68.8%)

>20 197 (39.2%) 78 (39.6%) 119 (60.4%)
Professional Position N=566

Physician 377 (66.6%) 143 (37.9%) 234 (62.1%) <0.001

Nurse 189 (33.4%) 34 (18%) 155 (82%)
Professional Service N=555

Palliative Care 6 (6.5%) 8(22.2%) 8 (77.8%) <0.01

Internal Medicine (1 0.5%) 9 (32.8%) 9 (67.2%)

Pneumology 0 (9%) 25 (50%) 5 (50%)

Icue 95 (17.1%) 20 (21.1%) 75 (78.9%)

Emergency Ward 62 (11.1%) 27 (43.5%) 35 (56.5%)

PHC® 254 (45.8%) 74 (29.1%) 180 (70.9%)
Work Setting N=524

Hospital 239 (45.6%) 72 (30.1%) 167 (69.9%) 0.53

Community 285 (54.4%) 87 (30.5%) 198 (69.5%)
2 ICU Intensive Care Unit
b PHC Primary Health Care

Males
%%k %k
Females B3 Sex
Doctors4  122.0}——
* %k
Nurses = 137.8F— = Profession
Hospital = 118.3F—— ”
Community = 136J—| = Work setting
0 100 200

MD mean (SD)
Fig. 1 Level of moral distress (MD) according to sex, profession and work setting (**p<0.01; ***p<0.001)

female healthcare professional was 2.27 times more likely
to present values of MD above the sample mean (popula-
tion) than men; working as a nurse had a 1.5 higher risk
of obtaining an above-average MD score than physicians;
and, finally, being a healthcare professional in the com-
munity setting entailed 2.03 times more likelihood of

obtaining above-average MD values than in the hospital
setting.

The discriminant capacity of the adjusted logistic
regression model was measured by calculating the area
under the ROC curve, obtaining a value of 0.639 (95%
CI 0.59-0.69) p<0.001. The model shown by both the
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Fig. 2 Level of moral distress (MD) according to clinical management unit (***p<0.001)
Table 2 Multivariate analysis: Multiple Linear and Multiple Logistic Regression for moral distress
Crude Linear Regression (unadjusted)
Variable Beta Coefficient Stand. Beta Coeff. S.E. p
Age (years) -0.335 -0.053 0.27 0.209
Work Experience (years) -0314 -0.05 0.28 0.261
Sex (Male) -25.6 -0.173 6.1 <0.001
Profession (Physician) -14.7 -0.1 6.1 <0.05
Work Setting (Hospital) -20.5 -0.146 6.1 <0.01
Adjusted Linear Regression
Variable Beta Coefficient Stand. Beta Coeff. S.E. p
Constant 154.7 6
Sex (Male) -20.2 -0.14 6.1 <0.01
Profession (Physician) -16.4 -0.115 6.1 <0.01
Work Setting (Hospital) -20.2 -0.151 56 <0.001
Goodness of fit: F = 11.1; p<0.001; adjusted r> = 0.052
Logistic Regression (crude and adjusted)
Variable Orc 95% Cl p ORa 95% CI p
Age (years) 0.995 (0.98 - 1.01) 0.542
Work Experience (years) 0.99 (0.974 - 1.006) 0.21
Sex (Female) 22(1.5-33) <0.001 227 (15-34) <0.001
Profession (Nurse) 1.6(1.08-23) <0.05 15(1.02-2.2) <0.05
Work Setting (Community) 1.85(1.3-26) <0.01 203(14-29) <0.01

MMD: 0 (Moral Distress <127.3); 1 (Moral Distress 2127.3)

Hosmer-Lemeshow: 0.813; r> Nagelkerke: 0.085; r> Cox-Snell: 0.063; Deviance: 721.8

ORc Crude Odds Ratio, ORa Adjusted Odds Ratio, SE Standard Error

discriminant capacity and the coefficients of determina-
tion was more associative than predictive.

Based on this logistic regression model adjusted for
sex, profession and work setting, the diagnostic accu-
racy indicators were calculated, obtaining a sensitivity of
45.4%, a specificity of 72.3% and a validity index of 60.6%,
while the positive and negative predictive values were
55.6% and 66.4%, respectively.

In addition, the distribution of the level of MD was
analysed for each of the dimensions of the MMD-HP
SPA scale, according to the explanatory variables sig-
nificantly associated with MD (Table 3). Of note, the
five dimensions produced significantly higher levels of
MD in females than in males. Therapeutic obstinacy-
futility generated greater MD in health professionals in
the hospital environment than in the community setting;
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however, the external pressure on health workers in the
community setting produced greater MD than in the
hospital setting. In the healthcare profession, therapeutic
obstinacy-futility, interpersonal relationships among the
healthcare team and the cover-up of malpractice led to
significantly greater MD among nurses than physicians.

Main sources of moral distress

Finally, the main causes of MD among the health profes-
sionals were analysed. Table 4A and B show the ten most
relevant sources together with the highest mean values
segregated by the variables significantly associated with
MD and classified (see ‘rank’). The maximum value for
any cause (item) was 16 points.

70% of the sources of MD belonged to the dimension
of "Health Care", and the top five causes with the high-
est average value belonged to this dimension. The cause
"Having to care for more patients than I can safely care
for” (item no. 16) obtained the highest average value
(Mean=9.8; SD=4.9) in the whole sample and was also
the cause of the greatest MD in each of the three associ-
ated explanatory variables. It was also the highest average
source of MD among health professionals in the commu-
nity (Mean=10.9; SD=4.8) and in women (Mean=10.1;
SD=4.8).

Discussion

The MD experienced by health professionals is an inte-
gral part of their profession. It was heightened during
the pandemic, due to the tension that arose between the
standard pre-pandemic clinical ethics used by profes-
sionals and the public health ethics imposed after the
onset of the pandemic. When the pandemic broke out,
this approach suddenly but inevitably changed, despite
the innate predisposition among professionals to main-
tain respect for patient autonomy in decision-making,
minimise harm and maximise benefit, and focus on the
most vulnerable patients [27]. Some of these principles
came into conflict during the emergency global health
crisis of the COVID-19 pandemic [28].

In the present work, high levels of average MD were
found (127.3). While it is true that the MMD-HP scale is
relatively recent and there are no cut-off points that allow
the MD of health professionals to be classified as high or
low [19], however, comparing these results with other
studies carried out with the same scale, higher mean
scores were found in the present sample than in most
(108.9 in physicians, nurses and other health person-
nel [19]; 93.4 in pre-pandemic paediatricians in the USA
[7]; 98.2 in physicians and nurses in Japan [20]; 122.8 in
ICU nurses in Japan [29]; 107 in ICU physicians in Can-
ada [30]; 116.52 in ICU nurses in Greece [31]; 117.57 in
Canadian health professionals [17]; and a mean of 68 in
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ICU physicians and nurses in Spain [21]. Nevertheless,
there are some published studies with slightly higher lev-
els of MD using the MMD-HP [32-34]).

Clearly, the emotional burnout suffered in the COVID-
19 pandemic seems to have taken its toll on healthcare
professionals around the world, and there is evidence
that levels of MD have risen among these professionals
[2, 16, 17]. In addition to the shortcomings in health care,
another decisive factor was not being able to give the
necessary emotional support to suffering patients, due to
the strict preventive measures or even having to self-iso-
late after coming into close contact with the virus, when
colleagues were in urgent need of help. Our results may
partly reflect this distress, since the surveys were car-
ried out almost 2 years into the pandemic, and its effects
were still being felt. Unfortunately, it was no possible to
compare the findings of the current study with pre-pan-
demic results, since no data from earlier measurements
with this scale were available, but it is widely accepted
that the level of distress has increased as a result of the
appearance of SARS-CoV-2 Coronavirus and specific
causes of moral distress have become more prevalent or
distressing [2, 16, 17, 21]. It is also clear that health pro-
fessionals who worked with COVID patients showed
significantly higher levels of MD than those who did
not [25], although there is one surprising study in which
lower levels of moral distress in nurses and intensive care
providers compared to a control group one year before
COVID-19 were reported [23].

The first of the consolidated findings in this study is
the higher level of MD in females compared to males,
although few authors have analysed this variable inde-
pendently. Spilg et al. [25] showed that being male was
one of the factors independently associated with greater
moral resilience and Malliarou et al. [31] found that
females had higher scores on the MMD-HP scale. Indi-
rectly, many other studies are in line with this conclu-
sion, since almost all the published works show that MD
is higher in nurses than in physicians [23, 32, 34, 35]
and it is an undisputable fact that there is a higher pro-
portion of females in the nursing profession than in the
medical profession. Although it is beyond the scope of
this study to hypothesize why MD is greater in females,
these results could be justified by a meta-analysis of 19
studies on sensitivity and moral judgment which showed
significantly higher scores among women, and accord-
ing to these authors, the differences in the development
of moral sensitivity have been consistently reported in
the developmental psychology literature [36]. Profes-
sional experience could be a factor to be considered in
this regard, although there is contradictory evidence.
Some studies show a positive relationship between years
of experience and MD levels in relation to the so-called
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Table 4 Main sources of moral distress in health professionals
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A
Source of Moral Distress

Source of Moral Distress

16° Having to attend to more
patients than | can safely attend
to.

17. Seeing how patient care

is negatively affected by the lack
of resources/equipment

or the availability of beds.

9. Seeing how patient care suffers
due to the lack of continuity
of care.

19. Having to deal with excessive
paperwork, which negatively
affects patient care.

18. Witnessing inaction or lack

of administrative support

on an issue that negatively affects
patient care.

22. Having to work with aggres-
sive or rude patients or family
members who negatively affect
the quality of care.

23. Feeling compelled to place
too much emphasis on skills

and productivity or quality meas-
ures at the expense of patient
care.

3. Feeling pressure to give/carry
out orders which | consider
unnecessary or to administer
inappropriate tests or treatments.

2. Accepting the family’s insist-
ence to continue an aggressive
treatment, even though | believe
it is not the best treatment

for the patient.

4. Being unable to provide
optimal care due to pressure
from administrators or insurers
to reduce costs.

B
Source of Moral Distress

16°. Having to attend to more
patients than | can safely attend
to.

17. Seeing how patient care

is negatively affected by the lack
of resources/equipment

or the availability of beds.

9. Seeing how patient care suffers
due to the lack of continuity
of care.

19. Having to deal with excessive
paperwork, which negatively
affects patient care.

Dimension
Dimension

Health Care

Health Care

Health Care

Health Care

Health Care

External Pressure

Health Care

Therapeutic Obstinacy-futility

Therapeutic Obstinacy -futility

Health Care

Dimension

Health Care

Health Care

Health Care

Health Care

Global
Mean (SD)

Global
Mean (SD)

9.8 (4.9)

8.3(4.7)

6 (4.6)

5.97 (4.8)

5.7 (43)

514)

Nurses
Mean (SD)

954.7)

79 (4.6)

72 (4.6)

6.4 (4.5)

Rank

Rank

10

Rank

1

6

Males
Mean (SD)

Males
Mean (SD)

9.1(5

7.9 (4.5)

6.6 (4.2)

6.9 (4.8)

6.5 (4.2)

51@4.1)

5.3 (4.6)

46(3.9)

44(3.8)

4.4 (4.6)

Physicians
Mean (SD)

99(5)

85(4.8)

74 (45)

74 (4.8)

Rank

Rank

Rank

1

Females
Mean (SD)

Females
Mean (SD)

10.1 (4.8)

8.5(4.8)

7.7 (4.7)

7.2(5)

73(4.8)

6.4 (4.7)

6.2 (4.9)

6.1 (44)

54(4.)

53(5.1)

Hospital
Mean (SD)

8.6(47) 1

Rank Community
Mean (SD)

109 (4.8)

74 (4.6) 2

6.5 (4.2) 3

594.7) 5

Rank

Rank

Rank

1

4
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Table 4 (continued)
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18. Witnessing inaction or lack Health Care
of administrative support
on an issue that negatively affects

patient care.

22.Having to work with aggres-  External Pressure
sive or rude patients or family
members who negatively affect

the quality of care.

23. Feeling compelled to place Health Care
too much emphasis on skills

and productivity or quality meas-

ures at the expense of patient

care.

3. Feeling pressure to give/carry
out orders which | consider
unnecessary or to administer
inappropriate tests or treatments.

Therapeutic Obstinacy-futility

2. Accepting the family’s insist-
ence to continue an aggressive
treatment, even though | believe
itis not the best treatment

for the patient.

Therapeutic Obstinacy-futility

4. Being unable to provide Health Care
optimal care due to pressure
from administrators or insurers

to reduce costs.

6.5 (4.5)

64 (4.6)

6.4 (4.8)

6.7 (4.3)

6.4 (44)

4.8 (4.7)

5 7.3 (4.8) 4 6.2 (4.6) 4 7.6 (4.8) 5

8 5.8 (4.5) 6 49 (4.2) 10 7.1(4.8) 6

9 5.8(4.8) 7 5.2 (45) 9 6.8 (5.1) 7

4 58 4.5) 8 54 (4.3) 7 6 (4.4) 9

10 4.5(3.6) 10 5.7 (4.) 6 4.8 (4.4) 1

35(44) 1 6.3(5.2) 8

? Numbers refer to items. Rank: Ranking (order)

“crescendo effect” [37, 38], while others report the oppo-
site [26]. However, in line with previous studies [39-41],
the present work has not found that years of experience
are associated with MD levels. What is relevant to this
study is the higher risk that may arise in the future due to
the increasing proportion of females among health pro-
fessionals, so that if being female is the greatest predictor
of MD (OR=2.27), urgent strategies need to be devised
which include the gender perspective [42] and attempt to
reduce this distress.

Ruston et al. [43] have written extensively on MD cop-
ing strategies, including religious beliefs or feelings of
spirituality, as well as level of moral resilience, the latter
of which moderate the inverse relationship between the
number of years of professional experience and moral
injury. Morley et al. [44], in a systematic review identified
the following interventions to mitigate MD: educational
interventions, facilitated discussions ranging from 30 to
60 minutes, specialist consultation services, multidisci-
plinary rounds, self-reflection and narrative writing.

As regards the profession, nearly all the studies with
the MMD-HP scale coincide that MD is higher in nurses
than in physicians [23, 32, 34, 35], with the exception of
Rodriguez-Ruiz et al. [21, 24, 26]. The results of the pre-
sent study show mean MD values of 137.8 for nurses
compared to 122 for physicians, which is in line with
most published studies. The fact that nurses tend to have
a lower level of autonomy than physicians seems to be a

logical explanation for this phenomenon, and this is a fac-
tor closely related to anxiety and the level of MD. Nursing
staff have to implement therapeutic measures prescribed
by physicians, even though they may not agree with their
application, and so they have less decision-making capac-
ity in this regard. According to Corley et al. [45] nurses
tend to have more responsibility than authority, since
they have less power in the health institutions where
they work, which is why they are often expected to follow
orders although they may disagree with them on moral
grounds [46].

The work setting and clinical unit of origin have not
been analysed in many publications. Beck et al. reported
a mean score of 93.4 in paediatricians [7], while Fujii
et al. provided data from other healthcare professionals
from settings other than ICUs, finding lower MD lev-
els in medical wards, followed by surgical wards, with
higher levels in ICUs/emergency wards [20]. Similar find-
ings were reported by Bayanzay et al. [34]. In the present
study, there were significant differences between the dif-
ferent CMUs and work (community/hospital) settings
analysed, with higher levels in Internal Medicine (141.7)
and in PHC (140), but lower levels in ICUs (107.2) and
Pneumology (106.5), as well as clearly higher levels in
the community setting (137.5) than in hospitals (117.1).
Unfortunately, the findings of the current study could not
be compared with other research due to the lack of com-
parable studies mentioned above, although some of our
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results may be related to the specific time period (start-
ing in the pandemic). In fact, the main cause of MD for
all the categories analysed was Item 16 (“Having to attend
to more patients than I can safely attend to”), which was
far ahead of Item 17 (“Seeing how patient care is nega-
tively affected by the lack of resources/equipment or the
availability of beds”). This can certainly explain why cer-
tain specialities, specifically in the community setting,
which is made up mostly of PHC health workers, are
overwhelmed by issues as obvious as the high pressure of
care (which is greater in PHC than in the hospital setting)
or the growing waiting lists. Patterson et al. recognized
the group of PHC professionals as particularly affected
because they were considered "essential" compared to
other colleagues, regardless of the setting and clinical cir-
cumstances [47]. According to our results, higher scores
in MD in the community setting are explained mainly by
sources becoming of the dimension “health care’, par-
ticularly items 16 (to care more patients than they can),
9 (lack of continuity of care), and 4 (unable to provide
optimal care due to pressure of administrators to reduce
costs). Very few studies have compared different clinical
settings including primary care, particularly among dif-
ferent healthcare professionals. Nevertheless, Giannetta
et al. [48] have made a scoping review in nurses and iden-
tify the factors that trigger moral distress, many of which
are related to everyday life, such as poor organization of
the working process; conflicting interpersonal relation-
ships among the patient, the community, and the health-
care professionals; and particularly during the providing
end-of-life care at the patient’s own home.

On the other hand, at this point after the pandemic,
there is no longer a severe shortage of resources such as
respiratory support equipment, ICU beds or personal
protective equipment, nor is there such a great need to
postpone care for other health problems, as described by
Rubio et al. [15].

Regarding the main sources of MD, 70% of the sources
of MD were in the Health Care dimension, with the top
five causes with the highest average value belonging
to this dimension. The cause "Having to attend to more
patients than I can safely attend to" (Item 16), obtained
the highest average value (Mean=9.8; SD=4.9) for the
entire sample, and was also the greatest cause of MD in
each of the three associated explanatory variables. The
results of the current study regarding the main sources
of MD are almost identical to the findings of Rodriguez-
Ruiz et al. [24]. The first 3 causes coincide in the same
order (Items 16, 17 & 9), while the 4th cause (Item 19
in the survey) was ranked 5th by Rodriguez-Ruiz et al.
[24]. All these causes fall under the dimension of ‘Health
Care;, which in their case was defined as ‘causes related to
patients’ The findings of the present work also partially
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coincide with Bayanzay et al. [34] for nurses (for whom
Item 16 had the highest value), although not for physi-
cians, who rated Item 2 as the most stressful (“Accepting
the family’s insistence to continue an aggressive treatment,
even though I believe it is not the best treatment for the
patient”), which in this case was ranked as the tenth cause
of MD. In contrast, Bleicher et al. [32] and Ashida et al.
[29] found that the items that caused greater MD were
those related to the factor of “Therapeutic obstinacy/futil-
ity. In the current study, ‘Therapeutic obstinacy/futil-
ity’ generated greater MD in health professionals in the
hospital than in the community setting; however, exter-
nal pressure on health workers in the community setting
produced greater MD than in the hospital setting. With
respect to the healthcare profession, therapeutic obsti-
nacy/futility, interpersonal relations with the healthcare
team and the cover-up of malpractice caused significantly
greater MD in nurses compared to physicians.

A limitation of the study is the low representativeness
of the sample due to consecutive sampling instead of
stratified random sampling, which would have allowed a
better homogeneity of the groups.

Conclusions

Being female, being a nursing professional, and work-
ing in the community setting presented a higher risk of
moral distress. Being a female health professional was
2.27 times more likely to present values of moral distress
above the mean of the sample than being a male; work-
ing as a nurse resulted in a 1.5 greater risk of obtain-
ing an above-average moral distress score than working
as a physician and working in the community setting
entailed 2.03 times more risk of moral distress than in the
hospital.

70% of the sources of moral distress were in the Health
Care dimension, with the top five causes with the high-
est average value belonging to this dimension. The cause
"Having to attend to more patients than I can safely
attend to” (Item 16), obtained the highest average value,
and was also the greatest cause of moral distress in each
of the three associated explanatory variables.

To alleviate moral distress among healthcare profes-
sionals, the current health model needs to implement an
ethical approach to public health issues and implement
measures that take into account the gender perspective,
the reconciliation of family life and care overload, among
others.

Abbreviations:

ANOVA Analysis of Variance

cmu Clinical Management Unit

ICU Intensive Care

IQR Interquartile Range

MD Moral Distress

MMD-HP Measure of Moral Distress for Healthcare Professionals
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MMD-HP-SPA  Spanish version of the Measure of Moral Distress for Health
Care Professionals

MDS-R Moral Distress Scale-Revised

ORc Crude Odds Ratio

ORa Adjusted Odds Ratio

PHC Primary Health Care

ROC curve Receiver Operating Characteristic curve

SE Standard Error

Acknowledgements
Not applicable.

Authors’ contributions

EGL and MRS designed the study. JBO, DAL, AGC and MLV performed data
collection. MRS carried out the statistical analysis. EGL and CMBA drafted and
completed the manuscript. All authors provided critical feedback, read and
approved the final manuscript.

Funding
The authors have not declared a specific grant for this research from any fund-
ing agency in the public, commercial or not-for-profit sectors.

Availability of data and materials
The datasets used and/or analysed during the current study are available from
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

This study was approved by the Cérdoba Research Ethics Committee (Spain)
(Document No.5158, dated 28/09/2021). All the subjects participating in the
study agreed to take part in it by completing and registering the informed
consent form. All procedures performed in this study were in accordance with
all relevant guidelines and regulations.

Consent for publication
Not applicable.

Competing interests

The authors declare no competing interests.

Received: 13 April 2023 Accepted: 26 March 2024
Published online: 03 April 2024

References
1. Jameton A. Nursing practice: The ethical issues. Englewood Cliffs: Prentice
Hall; 1984.

2. Sheather J, Fidler H. Covid-19 has amplified moral distress in medicine.
BMJ. 2021,372:n28.

3. Hamric AB. Moral distress in everyday ethics. Nurs Outlook.
2000;48:199-201.

4. Hamric AB, Borchers CT, Epstein EG. Development and testing of an
instrument to measure moral distress in healthcare professionals. AJOB
Prim Res. 2012;3(2):1-9.

5. Barlem EL, Ramos FR. Constructing a theoretical model of moral distress.
Nurs Ethics. 2015;22(5):608-15.

6. Shoorideh FA, Ashktorab T, Yaghmaei F, Alavi Majd H. Relationship
between ICU nurses’moral distress with burnout and anticipated turno-
ver. Nurs Ethics. 2015;22(1):64-76.

7. BeckJ, Randall CL, Bassett HK, O'Hara KL, Falco CN, Sullivan EM, et al.
Moral distress in pediatric residents and pediatric hospitalists: sources
and association with burnout. Acad Pediatr. 2020;20(8):1198-205.

8. deVeer AJ, Francke AL, Struijs A, Willems DL. Determinants of moral
distress in daily nursing practice: a cross sectional correlational question-
naire survey. Int J Nurs Stud. 2013;50(1):100-8.

20.

AR

22.

23.

24.

25.

26.

27.

28.

29.

Page 11 of 12

Fumis RRL, Junqueira Amarante GA, de Fatima Nascimento A, Vieira
Junior JM. Moral distress and its contribution to the development of
burnout syndrome among critical care providers. Ann Intensive Care.
2017;7(1):71.

. Corley MC, Minick P, Elswick RK, Jacobs M. Nurse moral distress and

ethical work environment. Nurs Ethics. 2005;12(4):381-90.

. Hamric AB, Blackhall LJ. Nurse-physician perspectives on the care of

dying patients in intensive care units: collaboration, moral distress, and
ethical climate. Crit Care Med. 2007;35(2):422-9.

. Piers RD, Van den Eynde M, Steeman E, Vlerick P, Benoit DD, Van Den

Noortgate NJ. End-of-life care of the geriatric patient and nurses’moral
distress. J Am Med Dir Assoc. 2012;13(1):7-13.

. Burston AS, Tuckett AG. Moral distress in nursing: Contributing factors,

outcomes and interventions. Nurs Ethics. 2013;20(3):312-24.

. Sasso L, Bagnasco A, Bianchi M, Bressan V, Carnevale F. Moral distress

in undergraduate nursing students: a systematic review. Nurs Ethics.
2016;23(5):523-34.

. Rubio O, Estella A, Cabre L, Saralegui-Reta |, Martin MC, Zapata L, et al.

Ethical recommendations for a difficult decision-making in intensive
care units due to the exceptional situation of crisis by the COVID-19
pandemia: a rapid review & consensus of experts. Med Intensiva.
2020;44(7):439-45.

. Danet-Danet A. Psychological impact of COVID-19 pandemic in West-

ern frontline healthcare professionals A systematic review. Med Clin.
2021;156(9):449-58.

. Plouffe RA, Nazarov A, Forchuk CA, Gargala D, Deda E, Le T, et al.

Impacts of morally distressing experiences on the mental health of
Canadian health care workers during the COVID-19 pandemic. Eur J
Psychotraumatol. 2021;12(1):1984667.

. Giannetta N, Villa G, Pennestri F, Sala R, Mordacci R, Manara DF. Instru-

ments to assess moral distress among healthcare workers: a systematic
review of measurement properties. Int J Nurs Stud. 2020;111:103767.

. Epstein EG, Whitehead PB, Prompahakul C, Thacker LR, Hamric

AB. Enhancing understanding of moral distress: the measure of

moral distress for health care professionals. AJOB Empir Bioeth.
2019;10(2):113-24.

Fujii T, Katayama S, Miyazaki K, Nashiki H, Niitsu T, Takei T, et al. Translation
and validation of the Japanese version of the measure of moral distress
for healthcare professionals. Health Qual Life Outcomes. 2021;19(1):120.
Rodriguez-Ruiz E, Campelo-lzquierdo M, Estany-Gestal A, Hortas AB, Rod-
riguez-Calvo MS, Rodriguez-Nufez A. Validation and psychometric prop-
erties of the Spanish version of the Measure of Moral Distress for Health
Care Professionals (MMD-HP-SPA). Med Intensiva. 2022;46(3):169-70.
Girela-Lépez E, Beltran-Aroca CM, Boceta-Osuna J, Aguilera-Lopez D,
Gomez-Carranza A, Garcia-Linares M, et al. Study of the Psychometric
Properties of the Spanish Version of the Measure of Moral Distress for
Health Care Professionals (MMD-HP-SPA). Int J Environ Res Public Health.
2022;19(23):15649.

Donkers MA, Gilissen VJHS, Candel MJJM, van Dijk NM, Kling H, Heijnen-
Panis R, et al. Moral distress and ethical climate in intensive care medicine
during COVID-19: a nationwide study. BMC Med Ethics. 2021,22(1):73.
Rodriguez-Ruiz E, Campelo-Izquierdo M, Boga Veiras P, Mansilla Rodriguez
M, Estany-Gestal A, Blanco Hortas A, et al. Impact of the Coronavirus
Disease 2019 Pandemic on Moral Distress Among Nurses and Physicians
in Spanish ICUs. Crit Care Med. 2022;50(5):E487-97.

Spilg EG, Rushton CH, Phillips JL, Kendzerska T, Saad M, Gifford W, et al.
The new frontline: exploring the links between moral distress, moral
resilience and mental health in healthcare workers during the COVID-19
pandemic. BMC Psychiatry. 2022,22(1):19.

Rodriguez-Ruiz E, Campelo-Izquierdo M, Veiras PB, Rodriguez MM,
Estany-Gestal A, Hortas AB, et al. Moral distress among healthcare
professionals working in intensive care units in Spain. Med Intensiva.
2022;46(7):383-91.

Dunham AM, Rieder TN, Humbyrd CJ. A bioethical perspective for
navigating moral dilemmas amidst the COVID-19 pandemic. J Am Acad
Orthop Surg. 2020;28(11):471-6.

Kherbache A, Mertens E, Denier Y. Moral distress in medicine: an ethical
analysis. J Health Psychol. 2022;27(8):1971-90.

Ashida K, Kawashima T, Kawakami A, Tanaka M. Moral distress

among critical care nurses: a cross-cultural comparison. Nurs Ethics.
2022;29(6):1341-52.



Girela-Lopez et al. BMC Medlical Ethics (2024) 25:41

30.

31

32.

33.

34

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

Dodek PM, Cheung EQ, Burns KEA, Martin CM, Archambault PM, Lauzier F,
et al. Moral distress and other wellness measures in Canadian critical care
physicians. Ann Am Thorac Soc. 2021;18(8):1343-51.

Malliarou M, Nikolentzos A, Papadopoulos D, Bekiari T, Sarafis P.icu
nurse's moral distress as an occupational hazard threatening profes-
sional quality of life in the time of pandemic COVID 19. Mater Sociomed.
2021;33(2):88-93.

Bleicher J, Place A, Schoenhals S, Luppens CL, Grudziak J, Lambert LA,

et al. Drivers of moral distress in surgical intensive care providers: a mixed
methods study. J Surg Res. 2021;266:292-9.

Sandberg AD, Beuer G, Reich RR, Mason TM. Moral distress among
interdisciplinary critical care team members at a comprehensive cancer
center. Dimens Crit Care Nurs. 2021;40(5):301-7.

Bayanzay K, Amoozgar B, Kaushal V, Holman A, SomV, Sen S. Impact of
profession and wards on moral distress in a community hospital. Nurs
Ethics. 2022;29(2):356-63.

Silverman H, Wilson T, Tisherman S, Kheirbek R, Mukherjee T, Tabatabai
A, et al. Ethical decision-making climate, moral distress, and intention

to leave among ICU professionals in a tertiary academic hospital center.
BMC Med Ethics. 2022;23(1):45.

You D, Maeda Y, Bebeau MJ. Gender Differences in Moral Sensitivity: A
Meta-Analysis. Ethics Behav. 2011;21(4):263-82.

Epstein EG, Hamric AB. Moral distress, moral residue, and the crescendo
effect. J Clin Ethics. 2009;20(4):330-42.

Dodek PM, Wong H, Norena M, Ayas N, Reynolds SC, Keenan SP, et al.
Moral distress in intensive care unit professionals is associated with
profession, age, and years of experience. J Crit Care. 2016;31(1):178-82.
Whitehead PB, Herbertson RK, Hamric AB, Epstein EG, Fisher JM. Moral
distress among healthcare professionals: report of an institution-wide
survey. J Nurs Scholarsh. 2015;47(2):117-25.

Austin CL, Saylor R, Finley PJ. Moral distress in physicians and nurses:
Impact on professional quality of life and turnover. Psychol Trauma.
2017,9(4):399-406.

Fischer-Gronlund C, Brannstrom M, Isaksson U. Psychometric testing

of the Swedish version of the measure of moral distress for healthcare
professionals (MMD-HP). BMC Med Ethics. 2023;24(1):35.

Lopez-Atanes M, Recio-Barbero M, Saenz-Herrero M. Are women still “the
other”? Gendered mental health interventions for health care workers in
Spain during COVID-19. Psychol Trauma. 2020;12(1):5243-4.

Rushton CH, Thomas TA, Antonsdottir IM, Nelson KE, Boyce D, Vioral A,
et al. Moral injury and moral resilience in health care workers during
COVID-19 pandemic. J Palliat Med. 2022;25(5):712-9.

Morley G, Field R, Horsburgh CC, Burchill C. Interventions to mitigate
moral distress: a systematic review of the literature. Int J Nurs Stud.
2021;121:103984.

Corley MC, Elswick RK, Gorman M, Clor T. Development and evaluation of
a moral distress scale. J Advanced Nurs. 2001;33(2):250-6.

Tessman L. Moral distress in health care: when is it fitting? Med Health
Care Philos. 2020;23(2):165-77.

Patterson JE, Edwards TM, Griffith JL, Wright S. Moral distress of medical
family therapists and their physician colleagues during the transition to
COVID-19. J Marital Fam Ther. 2021;47(2):289-303.

Giannetta N, Villa G, Pennestri F, Sala R, Mordacci R, Manara DF. Ethical
problems and moral distress in primary care: a scoping review. Int J
Environ Res Public Health. 2021;18(14):7565.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 12 of 12



	Measuring moral distress in health professionals using the MMD-HP-SPA scale
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Eligibility criteria
	Study variables and measurement instruments
	Ethical and legal aspects
	Statistical analysis

	Results
	Description of the study sample
	Level of moral distress
	Predictive-associative models of moral distress
	Main sources of moral distress

	Discussion
	Conclusions
	Acknowledgements
	References


