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Abstract

Background: The 2019 coronavirus (COVID-19) pandemic placed unprecedented strains on the U.S. health
care system, putting health care workers (HCWs) at increased risk for experiencing moral injury (MI). Moral
resilience (MR), the ability to preserve or restore integrity, has been proposed as a resource to mitigate the
detrimental effects of MI among HCWs.
Objectives: The objectives of this study were to investigate the prevalence of MI among HCWs, to identify the
relationship among factors that predict MI, and to determine whether MR can act as buffer against it.
Design: Web-based exploratory survey.
Setting/Subjects: HCWs from a research network in the U.S. mid-Atlantic region.
Measurements: Survey items included: our outcome, Moral Injury Symptoms Scale–Health Professional
(MISS-HP), and predictors including demographics, items derived from the Rushton Moral Resilience Scale
(RMRS), and ethical concerns index (ECI).
Results: Sixty-five percent of 595 respondents provided COVID-19 care. The overall prevalence of clinically
significant MI in HCWs was 32.4%; nurses reporting the highest occurrence. Higher scores on each of the ECI
items were significantly positively associated with higher MI symptoms ( p < 0.05). MI among HCWs was
significantly related to the following: MR score, ECI score, religious affiliation, and having ‡20 years in their
profession. MR was a moderator of the effect of years of experience on MI.
Conclusions: HCWs are experiencing MI during the pandemic. MR offers a promising individual resource to
buffer the detrimental impact of MI. Further research is needed to understand how to cultivate MR, reduce ECI,
and understand other systems level factors to prevent MI symptoms in U.S. HCWs.
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Introduction

The 2019 coronavirus (COVID-19) pandemic has
wreaked havoc on the health care workforce. The vol-

ume of people contracting and dying from the virus in the
United States, coupled with complex ethical dilemmas, has

contributed to a secondary pandemic composed of clinician
depletion, despair, and moral suffering.1,2 Early data suggest
that clinicians and other health care workers (HCWs) are
experiencing a myriad of physical, psychological, financial,
mental, and behavioral health consequences.1–3 Those in
palliative care have carried a significant burden during the
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pandemic and may be at particular risk given their proximity
to patient and staff suffering, cumulative death, and com-
pounded grief.4 These findings are cumulative on a workforce
already suffering from burnout.5–7

Before the pandemic, moral injury (MI) was proposed as a
more robust expandatory model for the residue of conse-
quences clinicians experience in their roles.8 A concept pri-
marily studied in the military, MI refers to a type of moral
suffering characterized by exposure to circumstances that
violate one’s moral values and beliefs in ways that erode
integrity, moral capability, perception of basic goodness, and
create distress on a psychological, behavioral, social, or spiri-
tual level.9–11 Such circumstances involve individual respon-
sibility (witnessing or perpetrating a moral wrong) or betrayals
or transgressions by others who have responsibility—
and often authority.12,13 The experience of MI may not be
recognized in the moment, but rather retrospectively when an
individual realizes that a moral breech has occurred.14 The
impact of these moral wounds can be enduring and painful.15

Questions arise about what, if anything, can be done to stem the
tide of these experiences, particularly during a pandemic.

Moral resilience (MR), ‘‘the capacity of an individual to
sustain or restore their integrity in response to moral adver-
sity,’’13,16(p112) has been proposed as a means to transform
moral suffering in health care.13 Among interprofessional
clinicians, MR includes key components of personal and
relational integrity, buoyancy, self-regulation and awareness,
moral efficacy, and self-stewardship.17 By buffering against
MI and its negative consequences,17,18 MR offers clinicians
the capability to respond to complex, often intractable, ethi-
cal issues that arise in clinical practice and during a pandemic
notwithstanding the systemic factors that produced them.13,19

Understanding how these concepts apply during the
COVID-19 pandemic systems is in its early stages.20 The
purpose of this study was to investigate the prevalence of MI
among HCWs and to identify the relationship among various
factors, including MR as a moderator or buffer against MI.21

Materials and Methods

A web-based survey using Qualtrics was conducted from
June 2020 to November 2020 to elicit HCWs’ experiences of
MR, MI, and stressors from a cohort of HCWs amidst the
COVID-19 pandemic. Nurses, physicians, advanced practice
providers, and other clinical roles older than 18 years were
included: pediatric providers were excluded. A convenience
sample from the Johns Hopkins Clinical Research Network
( JHCRN), a network of academic and community-based
medical centers in Maryland, Pennsylvania, and District of
Columbia, distributed the survey invitation and web-based
link to the survey. The Johns Hopkins Institutional Review
Board deemed this study to be exempt; completion of the
survey implied consent to participate.

Measures

Ethical concerns index (ECI) was measured using 15 items
developed by three subject matter experts in medicine, bio-
ethics, and nursing and literature review. The response scale
for the ECI items was 1 = not at all; 2 = a little; 3 = a moderate
amount; 4 = a lot; and 5 = a great deal. The stem for all items
was ‘‘Given the pandemic crisis right now, to what extent are
you experiencing distress related to the following situa-

tions?’’ Construct validity was demonstrated using factor
analysis: all items loaded onto a single factor with factor
loadings >0.50, which explained 49.55% of the variability,
alpha = 0.93. MR was measured using a shortened version of
the Rushton Moral Resilience Scale (RMRS).18 Through
factor analysis, the shortened scale was reduced to four items
that loaded onto a single factor, which explained 65.75% of
the variability in the items, all items had factor loadings
>0.50, alpha = 0.74. MI was measured using the 10-item
Moral Injury Symptom Scale–Health Professionals version
(MISS-HP), alpha = 0.93; ‡36 as the cutoff for clinically
significant MI.22

Data analysis

Data were analyzed using SPSS� statistical software
(version 27.0). The PROCESS utility was used to analyze
moderation.23 Descriptive statistics means and standard de-
viations, or percentages were summarized to characterize
sample demographics. Spearman’s correlation coefficients
were calculated to examine the relationship between ECI and
MI. A model building approach was used to understand and
assess multicollinearity among variables. The bivariate
ANOVA independent variables (IVs) with three or more
levels or t-tests (IVs with two levels) using one or hypothe-
sized antecedent with our dependent variable, MI, were ex-
amined. Variables that were significant in preliminary
bivariate analyses were added to a multiple regression model.
In the final model, MR was added as a moderator of number
of years in profession. The final model is elaborated here;
other analyses are briefly described.

Results

Overall, 595 respondents participated in the survey. Table 1
outlines respondents’ characteristics. The majority of partici-
pants were involved in COVID-19 care (64.9%). HCWs with
less experience were more likely to be providing COVID-19
care: <10 years (75.4%); 10–20 years (68.9%); and >20 years
(56.8%). This association was statistically significant ( p < 0.05).
The overall prevalence of clinically significant MI (‡36)22 was
32.4%. Nurses had the highest MI incidence (38.1%), followed
by respiratory therapists (35.5%), physicians (29.7%), and
Nurse Practitioners/Physician Assistants (NP/PAs) (25%).

Correlations between the individual ECIs and MI in the
534/595 participants who completed the MI questions were
examined (Table 2). Higher ECI scores were associated with
significantly higher levels of MI symptoms ( p < 0.05).
Moderate correlations24 with MI included: (1) experiencing
negative consequences at work if they voiced safety con-
cerns; (2) working with limited resources; (3) implementing
the decisions of others when it threatens their own values; (4)
losing their ability to advocate for their individual patient’s
needs because of resource constraints; (5) making decisions
to limit/forgo interventions for their patients without their
usual level of involvement; and (6) being infected while
performing their professional duties in the hospital. For the
regression analysis, a total mean score for the ECI was
computed.

Variables significantly related to MI at the bivariate level
included: years in profession, religious/spiritual preference,
MR score, ECI, and COVID-19 care (Table 3). Variables
significant at the bivariate level were added to a multiple
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regression model predicting MI. MR score, ECI score,
religious/spiritual preference, and number of years in the
profession statistically significantly predicted MI score
[F(6, 522) = 34.60, p = 0.0001, R2 = 0.28]. All variables ex-
cept involvement in COVID-19 care added statistical sig-
nificance to the prediction ( p < 0.05). To understand why
COVID care was no longer significant in the full model, we
tested models with COVID care and one other predictor.

COVID care was not statistically significant when MR was
added to the model predicting MI. However, COVID care
remained a significant predictor when each of the other pre-
dictors was added to the model.

In the final model, MR was added as a moderator of the
relationship between number of years in the profession and
MI. The final model explained 30% of the variability in MI
score [F(8, 520) = 27.43, p = 0.0001, R2 = 0.30] (Table 4). All
variables added statistical significance to the prediction
( p < 0.05). Specifically, having a spiritual or religious belief
system versus not and experiencing fewer ethical concerns
were associated with lower MI. Respondents who indicated
that they had a religious affiliation, or were spiritual but not
religious, had lower MI scores. MR buffered the negative
relationship between years of experience and MI. Higher
levels of MR decreased the tendency of less experienced
HWCs to suffer and report higher levels of MI symptoms, as
shown in Figure 1.

Discussion

Clinicians and other HCWs caring for patients with
COVID-19 reported experiencing more MI in our initial
analyses than those not providing COVID-19-related care.
However, this relationship was eclipsed by MR, indicating
that it is not simply providing COVID-19 care that leads to
MI but also the HCWs level of MI when faced with these
challenges. Rapid decline of patients with moderate and/or
severe COVID-19 infections has placed urgency on palliative
care clinicians to step into complex situations and swiftly
discern patient and family goals of care, potentially placing
them at higher risk for experiencing symptoms of distress and
MI.25 Given the myriad ethical challenges and policy chan-
ges that all HCWs have faced throughout the pandemic, the
finding that COVID-19 care, and more importantly, the eth-
ical concerns that come with it are associated with MI pro-
vides evidence to support what others have theorized.26

The MISS-HP22 adapted the original MI scale designed for
veterans27,28 and validated it for use among health care cli-
nicians.22 The MISS-HP measures the psychological and
religious dimensions of MI that primarily reflect the indi-
vidual responsibility aspect of MI; it measures symptoms
rather than events.22 The prevalence of clinically significant
MI (‡36) in this sample (32.4%) is greater than previously
reported in a U.S. sample (7.8%),22 a Chinese sample
(20.4%),29 and a global sample of health care professionals
where 23.9% reported MI symptoms associated with mod-
erate functional impairment.30 Explanation for this increase
in prevalence is likely multifactorial. Understanding these
trends is vital in identifying clinicians at risk of significant MI
symptoms to proactively intervene to reduce the likelihood of
consequences such as medical errors,30 burnout,30 suicidal
ideation,22 and other negative outcomes. Recent studies have
proposed that MI is distinct from burnout and will require
targeted interventions to address the unique factors that
contribute to it.30

Our findings expand upon the understanding of MI in the
health care workforce. Our sample was composed of a wider
range of HCWs (nurses, physicians, social workers, chap-
lains, technicians, etc.) from five different hospitals, whereas
their sample was drawn from one hospital and was physician-
centric in nature.22 Zhizhong et al. tested the MISS-HP

Table 1. Participant Characteristics (N = 595)

n %

What is your profession?
Nurse 344 58.1
Physician 70 11.8
Respiratory therapist 37 6.3
Nurse practitioner/physician assistant 42 7.1
Othera 99 16.7

How many years have you worked in this profession?
Less than 10 years 216 36.4
10–20 years 146 24.6
Greater than 20 years 231 39.0

What is your spiritual/religious preference?
Buddhist 4 0.7
Christian/protestant 250 42.2
Hindu 7 1.2
Islam 8 1.3
Roman catholic 149 25.1
Jewish 19 3.2
Spiritual not religious 70 11.8
No religious preference 86 14.5

What is your ethnicity?
American Indian/Alaskan Native 0 0.0
Asian/Pacific Islander 19 3.8
Black/African American 27 5.5
White/Caucasian 408 82.4
Multiple races 16 3.2
Prefer not to answer 25 5.1

What is the highest level of education you have completed?
Associate’s degree 103 17.5
Bachelor’s degree 238 40.4
Master’s degree 144 24.4
Doctorate 104 17.7

What is your practice location?
Emergency department 47 8.0
Inpatient—critical care 120 20.4
Inpatient—other 242 41.1
Operating room 21 3.6
Outpatient/ambulatory care 159 27.0

Are you involved in COVID-19 clinical care?
Yes 386 64.9
No 209 35.1

Are you involved in COVID-19 research in the response to
the pandemic within your organization?
Yes 96 16.1
No 499 83.9

MI score (‡36)
Yes 193 32.4
No 341 57.3

aOther includes pharmacists, social workers, administrators,
chaplains, and clinical support personnel.

COVID-19, 2019 coronavirus; MI, moral injury.
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among Chinese physicians and nurses.29 Although given the
contrasts across health care systems globally, it is difficult to
draw any comparisons as our study sample is focused on the
mid-Atlantic region of the United States. Hines et al. con-
ducted a similar study but assessed MI among HCWs (pri-
marily physicians) using the Moral Injury Events Scale
(MIES),21 which has previously been used in military service
personnel but not validated in HCWs.31 Their results showed
that MI scores remained consistent and overall distress de-
creased longitudinally.21 In contrast, MI scores using the
MISS-HP demonstrated significant increases during the
pandemic.30 General acknowledgement of MI is increasing;
however, further work is needed to comprehensively under-
stand the range of moral injurious events and symptoms
HCWs are experiencing and the impact of them on their
health, well-being, work environment, and patient care.

In our sample, the results demonstrate that MR and MI are
negatively correlated. These findings suggest that MR may be
important in addressing the personal responsibility aspect of
MI while system reforms are implemented.12,13 How clini-
cians appraise and respond to challenges, threats, or violations
of their values, beliefs, or integrity may be amenable to in-
tervention.32 Cultivating capacities associated with MR may
offer HCWs individual resources to help mitigate the impact of
ethical challenges faced in their work.13,17 Proactive programs
such as the Mindful Ethical Practice and Resilience Academy
(MEPRA) for nurses have been shown to cultivate mindful-
ness, ethical competence and confidence, resilience, and work
engagement.33 Such programs are designed to harness clini-
cians’ foundational resilience and amplify skills, tools, and
resources they need to meet the ethical challenges inevitable in

clinical practice without extensive cost to personal well-being
or integrity. These approaches can support HCWs who are
experiencing MI to heal their moral wounds and restore moral
wholeness and agency while large-scale reforms within health
care systems are undertaken. Although harnessing MR capa-
cities can help mitigate detrimental MI symptoms in response
to potentially morally injurious events, targeted interventions
to address the systemic root causes of these events is critically
important.34 Preserving or restoring integrity in HCWs not
only serves their well-being but also promotes conditions
where they are able to partner with leaders and other key
stakeholders to design solutions to these systemic obstacles.
Without the engagement of frontline clinicians, the solutions
designed to address the systemic contributors to MI may fall
short in effectiveness and sustainability.13

The ECI factors that most highly correlated with increased
MI symptoms reflect select system contributions during the
pandemic. Working with limited resources such as personal
protective equipment (PPE) was clinical realities that were
intensified at the beginning of the pandemic and persisted for
some HWCs throughout the pandemic35 Losing the ability to
advocate for an individual patient was likely associated with
significant resource constraints (particularly in high COVID-
19 prevalence areas) and the shift to a population-focused
allocation strategy.36 Severe visitor restrictions changed the
usual decision-making process and may have contributed to
the MI symptoms associated with making decisions to limit
or forgo interventions without family’s usual level of in-
volvement.37 Experiencing negative consequences at work if
safety concerns were voiced reflects a potentially morally
injurious event when HCWs may feel betrayed by their

Table 2. Correlation (Spearman’s Correlation Coefficient) between Ethical

Concerns Index and Moral Injury Symptoms

MI symptomsa

ECIb q (95% CI) Mean (SD)

Experiencing negative consequences at work (e.g., being fired, demoted,
furloughed) if you voice safety concerns

0.371 (0.289 to 0.441)c 2.60 (1.54)

Working with limited resources (PPE, medications, ventilators, staff, etc.) 0.350 (0.263 to 0.427)c 3.29 (1.43)
Implementing the decisions of others when it threatens your own values 0.295 (0.203 to 0.378)c 2.88 (1.37)
Losing your ability to advocate for your individual patient’s needs because

of resource constraints
0.289 (0.205 to 0.364)c 2.80 (1.44)

Making decisions to limit/forgo interventions for your patients without their
usual level of involvement

0.289 (0.202 to 0.365)c 2.50 (1.35)

Being infected while performing your professional duties in the hospital 0.288 (0.200 to 0.372)c 3.24 (1.32)
Spreading infection to your loved ones at home 0.252 (0.163 to 0.346)c 3.51 (1.27)
Shifting decision-making authority to hospital triage officers/teams 0.252 (0.158 to 0.329)c 2.41 (1.35)
Having your close therapeutic clinician–patient relationships being disrupted

because of social distancing or hospital policy
0.250 (0.162 to 0.330)c 2.95 (1.30)

Making triage/resource allocation decisions 0.249 (0.159 to 0.331)c 2.47 (1.29)
Protecting your colleagues/staff from increased risks and exposures 0.239 (0.149 to 0.327)c 3.36 (1.19)
Communicating changes in practices/policies about limiting/forgoing

interventions with patients/families
0.224 (0.131 to 0.308)c 2.70 (1.30)

Spreading infection to your patient(s) 0.205 (0.116 to 0.290)c 2.90 (1.32)
Witnessing your patients dying alone 0.168 (0.077 to 0.245)c 3.58 (1.49)
My patients not having access to their loved ones while in the hospital 0.091 (0.001 to 0.178)d 3.70 (1.25)

aMI symptoms overall score ranged from 10 to 98.
bECI response scale is 1 = not at all; 2 = a little; 3 = a moderate amount; 4 = a lot; and 5 = a great deal.
cSignificant at p < 0.001 level (two-tailed).
dSignificant at p < 0.05 level (two-tailed).
ECI, ethical concerns index; SD, standard deviation.
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organization to create a ‘‘just culture’’ where speaking up is
expected and valued but instead is penalized.15,35,37,38 Ta-
ken together, the ECIs point to the sources of potentially
injurious events that arise from the organizational aspect of
MI during a pandemic. Further research is needed to un-
derstand more fully (1) the contributions of ethical concerns
factors to MI symptoms, (2) what organizational resources
are valued and highly utilized by clinicians, and (3) the
relationship of these factors with development of MI and
cultivation of MR.

Tenure in the profession was identified as a protective
factor for developing MI. Fewer years of experience in the
profession was related to higher levels of MI. These findings
are consistent with other studies that have reported clinicians
with more years of experience have lower levels of MI.30 The
negative relationship between time in position and MI is
buffered by MR. MR is more important in reducing MI for
those with less experience than it is for those with more
experience who already experience less MI (Fig. 1). Clin-
icians with less experience in this sample (75.4% <10 years)
reported providing care of patients with COVID-19. Along-
side their patient-facing duties, HCWs may have taken on
additional responsibilities for adapting system processes,
training other clinicians to care for critically ill and/or dying
patients with COVID-19, allocating scarce resources, and
implementing changes in standards of care.35,38,39 Given the
fragility of the health care workforce, these findings point to
an urgent need to invest in individual and organizational re-
sources to bolster clinicians’ MR and personal well-being,
particularly those with less experience.4,19,34

Spiritual or existential conflict has been theoretically rec-
ognized as a core symptom in MI.40 Our findings corroborate
this theoretically recognized symptom with data showing
those reporting spirituality or religious affiliation had lower
MI scores than those without and higher MR scores. Our
findings are consistent with another MI study reporting an
inverse relationship between MI scores and religiosity and
the potential protective effect on HCWs.30 Morally injurious
events have the potential to erode one’s sense of purpose and
meaning in one’s work9 and may be related to spiritual or
existential conflict. Although MI is not considered a mental
illness, additional expertise in processing complex ethical
issues that are foundational to such events is vital to helping
HCWs heal from moral wounds. Collaboration with ethics
consultants to facilitate dialogue with clinicians experiencing
moral injurious events by clinicians is important to avoid a
one-size-fits-all approach to HCW distress.41 HCWs, par-
ticularly those specializing in palliative care, may want to
intensify practices that create opportunities to explicitly
connect to why they have chosen their path of service
and why it matters to their life and work.15,42 Explicitly
cultivating spaces and processes within the health care en-
vironment, where spiritual and faith-based resources can be
easily accessed rather than hidden, may help foster ethical
work environments.43–45

Limitations

The results of the study represent a convenience sample of
HCWs with similar geographic and organizational environ-
ments within the Johns Hopkins Clinical Research Network
and may not be representative or generalizable. Future

Table 3. Bivariate Analysis of Demographic

and Clinical Variables with Moral Injury Symptoms

Mean (SD) F p

How many years in profession? 14.97 <0.01
0–10 36.59 (14.84)
10–20 32.91 (12.04)
20+ 29.42 (12.12)

What is your profession? 0.86 0.486
Nurse 33.39 (13.77)
Physician 31.07 (13.27)
Respiratory therapist 33.28 (12.21)
Nurse practitioner/physician

assistant
29.98 (10.34)

Other 32.96 14.21)

What is your specialty? 1.28 0.195
Palliative care 41.6 (16.64)
Neurology/neuroscience 39.11 (18.85)
Surgery 35.01 (13.41)
Pharmacy 34.99 (16.59)
Orthopedics 34.5 (13.2)
Ophthalmology 34 (5.66)
Internal medicine—all

specialties
34.49 (13.4)

Nephrology 34.33 (11.93)
Other 32.58 (15.27)
Oncology 29.97 (12.24)
Pediatrics 29.28 (10.43)
Family medicine 28.14 (4.49)
Psychiatry 27.37 (9.23)
OB/GYN 27.17 (9.58)

What is your religious/spiritual
preference?

2.06 0.047

Buddhist 50.25 (38.39)
Christian/protestant 32.15 (13.09)
Hindu 27.00 (8.03)
Islam 35.29 (16.08)
Roman catholic 32.72 (13.21)
Jewish 29.19 (12.34)
Spiritual/not religious 31.86 (12.60)
No religious preference 35.95 (13.51)

What is the highest level of
education you have completed?

0.09 0.968

Associate’s degree 32.76 (12.60)
Bachelor’s degree 33.03 (13.02)
Master’s degree 32.85 (14.69)
Doctorate 32.19 (13.64)

What is your practice location? 1.67 0.156
Emergency department 33.19 (11.65)
Inpatient—critical care 34.34 (13.09
Inpatient—other 33.43 (13.79)
Operating room 34.90 (15.01)
Outpatient/ambulatory care 30.50 (13.44)

Are you involved in COVID-19
clinical care?

-3.94 <0.01

Yes 34.50 (3.47)
No 29.81 (13.00)

What is your religious/spiritual preference?
Religious/spiritual 32.31 (13.42) 2.20 0.03
Not religious/spiritual 35.95 (13.51)

One-way ANOVA, post hoc analysis with the Bonferroni
corrections shows significant difference between 0 and 10 years
of experience and 10–20 years of experience and 20+ years of
experience ( p = 0.037 and p £ 0.01, respectively), and 10–20 years
experience and 20+ years experience ( p = 0.044).

Only one respondent in this specialty.
Religious/spiritual preference was dichotomized as 0 = not reli-

gious/spiritual preference and 1 = spiritual/religious.
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research could expand the study design by powering the study
to represent all HCWs in the mid-Atlantic region and com-
paring specific religious/spiritual belief systems to under-
stand individual differences and the impact of geography. As
an exploratory survey, the end-denominator of survey par-
ticipants is unknown; power and sample size calculations
cannot be calculated or reported. The COVID-19 pandemic-
specific survey includes multiple items from validated and
unvalidated non-pandemic-specific survey instruments. Fur-
ther factor analysis and correlation studies are required to
establish reliability and validation of the survey.

Conclusions

The validated MI symptom scale (MISS-HP) offers valu-
able insights into sources of MI among HCWs during a global
pandemic. Although there is limited pre-pandemic MI data
collected in HCWs,22 the prevalence of symptoms of MI in
this sample is likely associated with the COVID-19 pan-
demic.30 The higher levels of MI particularly among nurses
warrants greater scrutiny to understand the factors that in-
tensify their MI symptoms. HCWs, particularly those with

less work experience, are experiencing significantly greater
MI. Future investigations should prioritize this population to
determine which factors are amenable to intervention. Fur-
ther work is needed to comprehensively understand addi-
tional sources of MI among different professions and work
settings and to distinguish MI from other concepts such
as burnout or post-traumatic stress disorder.30 Use of the
validated moral resilience scale (RMRS) can guide the de-
velopment of MR to moderate the detrimental consequences
of MI13,18 particularly HCWs with less work experience.
Further research is needed to understand the relationships
between MI, spirituality and religious affiliation, and MR.

Future studies should evaluate the impact of individual and
systemic interventions aimed at redressing the impact of
morally injurious events and symptoms on clinicians and
HCWs by amplifying their MR.15 Developing specific in-
terventions aimed at the root causes of MI and expanding the
repertoire of MR skills and resources that clinicians can draw
upon during the COVID-19 pandemic and beyond is essen-
tial. Palliative care clinicians are uniquely poised to address
key aspects of the practice environment that impact the
sources of MI, particularly aspects of end-of-life care.46

Table 4. Final Regression Model (n = 529)

Factor Adjusted b (95% CI)a Standard Error t pb

Religion/spirituality -3.41 (-6.27 to -0.54) 1.46 -2.33 0.02
Moral resilience score -1.64 (-2.12 to -1.17) 0.17 -6.77 <0.01
10–20 Years in profession -1.68 (-4.33 to 0.98) 1.35 -1.24 0.22
>20 Years in profession -4.73 (-7.11 to -2.35) 1.21 -3.90 <0.01
ECI score 0.14 (0.07 to 0.23) 0.04 3.51 <0.01
10–20 Years in profession · Resilience 0.26 (-0.52 to 1.04) 0.40 0.65 0.51
>20 Years in profession · Resilience 0.87 (0.20 to 1.55) 0.34 2.55 0.01
COVID-19 care 1.61 (-0.54 to 3.8) 1.1 1.50 0.14

Religious/spiritual was coded 0 = not religious/spiritual and 1 = religious/spiritual.
aAdjusted regression coefficients.
bMultiple linear regression (R2 = 0.26).

FIG. 1. Moral resilience moderates the relationship between number of years in profession and moral injury.
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