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Abstract
Background: The relationship between moral resilience, moral distress, and moral injury among nurses
during the COVID-19 pandemic has been widely investigated; however, the literature in the post-COVID-
19 era is scarce.
Research aim: To examine the impact of moral resilience on moral distress and moral injury among nurses
after the COVID-19 pandemic.
Research design: Cross-sectional study.
Participants and research context: We obtained a convenience sample of 1118 nurses in Greece. We
collected demographic data (gender, age) and work-related data (understaffed wards, shift work, clinical
experience). We measured moral resilience with the revised “Rushton Moral Resilience Scale”, moral
distress with the “Moral Distress Thermometer”, and moral injury with the “Moral Injury Symptom Scale-
Healthcare Professionals” version. We adjusted all multivariable models for demographic variables.
Ethical considerations: The Ethics Committee of the Faculty of Nursing, National and Kapodistrian
University of Athens approved our study protocol (approval number; 474, approved: November 2023). Our
study followed the Declaration of Helsinki.
Findings/results: Multivariable linear regression analysis showed that moral resilience reduced moral
distress and moral injury. In particular, we found that increased response to moral adversity was associated
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with decreased moral distress (adjusted coefficient beta = �1.81, 95% confidence interval
[CI] =�2.07 to�1.54). Moreover, we found that increased response to moral adversity (adjusted coefficient
beta =�8.24, 95% CI =�9.37 to�7.10) and increased moral efficacy (adjusted coefficient beta =�3.24, 95%
CI = �5.03 to �1.45) were associated with reduced moral injury.
Conclusions: Moral resilience can reduce the level of moral distress and moral injury among nurses.
However, the persistence of moderate moral resilience among Greek nurses does not guarantee its sus-
tainability. To ensure that this resilience is maintained and potentially enhanced, it is imperative for nurse
leaders and policymakers to strategically design interventions to address issues at the organizational, team,
and individual levels.
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Introduction

The emergence of the COVID-19 pandemic has exacerbated the mental and moral distress experienced by
nurses providing direct patient care, as they were exposed to myriad ethical conflicts, dilemmas and po-
tentially harmful situations.1 In certain contexts and exceptional circumstances, such as the pandemic,
prolonged exposure of healthcare workers to moral distress may turn into moral injury, leading to severe
psychological consequences.2 The relationship between moral resilience and moral distress is influenced by
personal, organizational, and external factors, like those nurses experienced during the COVID-19 crisis.3

Spilg et al.4 revealed that moral resilience moderates the onset of potential mental distress events, which ensue
to moral distress in the context of a significant stressor, such as the pandemic. Moreover, research during the
pandemic identified that moral distress has negatively impacted nurses’ moral resilience,4 while moral
resilience protected nurses against moral injury.5 However, literature on the association between moral
resilience, moral distress, and moral injury after the COVID-19 pandemic is scarce. Thus, we performed a
study to investigate the impact of moral resilience on moral distress and moral injury among nurses after the
end of the COVID-19 pandemic.

Background

The term “moral distress” is a crucial concept that characterizes the psychological, emotional, and physical
suffering of healthcare professionals, including nurses, when their ethical values and principles are not in
alignment with their actions.6 This term, adapted by Jameton (1984), sheds light on the significant moral
constraints that nurses face: “Moral distress arises when one knows the right thing to do, but institutional
constraints make it nearly impossible to pursue the right course of action.”7 Understanding and addressing
moral distress is essential, and its estimation and impact on nurses have been assessed with various
methodologies, mainly through valid instruments in several contexts worldwide.8,9

Empirical research has shown that moral distress is a substantial burden for nurses. A recent meta-analysis
identified high frequency and severity scores of moral distress among nurses.10 Before the pandemic, three-
level factors were reported that triggered moral distress: patient-level factors), unit-level factors and insti-
tutional and policy-level factors.9,11,12 During the COVID-19 pandemic, several studies conducted in
Canada,4 the United States,13 Spain,14 and Romania,15 have confirmed the aforementioned association. These
studies identified contributing factors across various levels, including suboptimal care due to a surge of
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patients (patient-level), feelings of guilt for not doing more to help (unit level), and staff shortages due to
workforce redeployment (institutional and policy-level factors).

Exposure to exceptional circumstances, like a pandemic, place HCWs at risk for moral injury, a concept
originally studied in the military context16 Moral injury gained considerable attention due to challenges
brought on by the COVID-19 pandemic.17 There is a distinction between moral injury and moral distress,
since moral injury encompasses feelings of betrayal of individuals’ ethical values by those with authority and
can diminish productivity by leaving moral wounds that are not easily healed.16 Treatment of moral injury is
focused on forgiveness and empathy.18

During the COVID-19 pandemic, nurses worldwide portrayed moral suffering as they were not able to do
the right thing when they witnessed the suffering of COVID-19 patients.19 However, Morley et al.20 narrative
synthesis shed conceptual clarity to the above definition by acknowledging that moral distress may also arise
in the context of any “moral event” causally associated with moral uncertainty or moral dilemmas. In the UK,
the pandemic resulted in ICU nurses’ thoughts of self-harm and substantial rates of probable mental health
disorders.21 In China,22 a significant proportion of clinicians in the region were at risk of moral injury
symptoms, while in the US,5 32.4% of nurses reported a higher occurrence of moral nurses compared to other
healthcare workers. A review revealed a diverse range of mental health issues emphasizing the impact of
cumulative, spanning more than a year, moral injuries.23

Finally, as the pandemic receded, healthcare professionals may suffer morally.11 Moral resilience offers a
mean to reduce perceived moral distress. It enables and supports an individual to navigate morally complex
situations while remaining true to personal values and convictions, thereby maintaining integrity.24 Moral
resilience is a multifaceted concept, viewed as a dynamic process contributing to adaptation and positive
functioning. Also, moral resilience may offer a new language to generate new ideas on addressing burnout and
high nurse turnover, which are often associated with ethical challenges and moral distress.24 Moral resilience
and its links with moral distress and moral injury were explored during the pandemic. It was found that having
moral resilience can help nurses alleviate the impact of exposure to moral distress,4 while moral resilience was
protective against symptoms of moral injury.25 The aforementioned descriptions of the concept propose a way
to understand how individuals cope with moral suffering by growing themselves and refocusing their core
values. However, critiques of the concept argue that it is primarily focused on placing the burden on the
individual rather than addressing systemic issues in the workplace that contribute to high rates of moral
distress and burnout26 These critique highlights that the suffering experienced by HCPs is not merely a result
of individual failures but is rooted in “hostile and austere systems.” These systems are characterized by
inadequate resources, political decisions, and structural inefficiencies that create a challenging environment
for healthcare delivery.27

Burnout, job dissatisfaction and intention to leave the profession amongst nurses have been previously
reported as potential consequences of moral distress implying that moral distress becomes more pronounced
as more nurses quit their jobs.8,25,28,29 Research among Greek nurses after COVID-19 found that nurses still
experience high levels of job burnout and lower job satisfaction, which could lead to attrition from the
profession.30,31 However, the potential of moral resilience to protect against moral distress and burnout is a
promising area for further research, offering hope for a more sustainable nursing workforce.6,31

The literature on whether moral resilience protects nurses from long-term moral distress and moral injury
in the post-COVID-19 era is scarce despite the ongoing issue of high burnout levels among healthcare
workers. Studies after the COVID-19 pandemic found persistent high job burnout and low job satisfaction,
which can lead to reconsidering or quitting the profession.30,31 Since burnout exacerbates moral distress and
injury, further research is needed to explore whether moral resilience can mitigate these effects and help retain
an exhausted nursing workforce. While several studies have investigated the relationship between moral
resilience, moral distress, and moral injury during the pandemic, there is a need to be more research on these
dynamics in the post-COVID-19 era. Given the significant moral distress and injury experienced by nurses
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during the pandemic, monitoring these variables post-pandemic is crucial to understand their moral status.
Additionally, identification of predictors of moral distress and moral injury can support policy makers, nurses
managers, and healthcare organizations to develop appropriate strategies for improving moral status among
nurses.

In this context, we conducted a study to examine the impact of moral resilience on moral distress and moral
injury among nurses 4 years after the start of the COVID-19 pandemic.

Methods

Sample and setting

Our study employed a cross-sectional study design. We applied the Strengthening the Reporting of Ob-
servational studies in Epidemiology (STROBE) guidelines.32 We conducted a web-based survey using
convenience sampling. We collected our data in May 2024. In particular, we created an online version of the
study questionnaire using Google forms. Then, a link of the survey was disseminated through social media
platforms, such as Facebook, Messenger, LinkedIn, Viber and WhatsApp. Furthermore, we approached
nurses that did not use social media through face-to-face interviews to boost participant response. Our
inclusion criteria were the following: (a) being a nurse working in healthcare services, such as hospitals,
health centers, and nursing homes, (b) having worked during the COVID-19 pandemic, and (c) giving written
consent to participate in our study. Since our study investigated moral-related variables such as moral re-
silience, moral distress and moral injury, we considered that incentives could have acted as a dissuasive factor
and for this reason we did not provide any to the participants.

With a total of four predictors and five confounders, an anticipated effect size of 0.03, a statistical power of
99%, and a margin of error of 5%, the sample size was estimated to be 615 nurses.

Instruments

Demographic data included individual variables (gender, age) and work-related variables (understaffed
wards, shift work, years of nursing experience). Nurses self-assessed whether they work in understaffed
wards. We collected these demographic and work-related variables to eliminate their confounding effect in the
relationship between moral resilience, moral distress and moral injury. In other words, we considered these
demographic and work-related variables as potential confounders, and, thus, we eliminated to assess the
association our study variables.

Moral resilience

We measured moral resilience with the revised Rushton Moral Resilience Scale (RMRS), a 16-item scale
measuring four dimensions of moral resilience: responses to moral adversity (four items), personal integrity
(four items), relational integrity (four items), and moral efficacy (four items).33 Score on each dimension
ranges from 1 to 4. Higher scores indicate higher moral resilience. We used the RMRS since it covers the
multifaceted concept of moral resilience by measuring all the pillars of this concept, that is, moral adversity,
personal integrity, relational integrity, and moral efficacy. We considered moral resilience as a dynamic
process which contributes to adaptation and positive functioning in an ever-complex healthcare environ-
ment.24 We used the Greek valid version of the RMRS.34 In our study, Cronbach’s α for the factors “responses
to moral adversity,” “personal integrity,” “relational integrity,” and “moral efficacy” was 0.672, 0.782, 0.788,
and 0.776, respectively
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Moral distress

We measured moral distress with the “Moral Distress Thermometer” (MDT), a single-tool to capture moral
distress experienced by nurses in clinical setting.35 The MDT measures the level of moral distress that nurses
have been experiencing related to work in the past 2 weeks. Nurses circle a number from 0 (none moral
distress) to 10 (worst possible moral distress) on the thermometer. We used the translated and validated Greek
version of the MDT.36

Moral injury

We measured moral injury with the 10-item Moral Injury Symptom Scale-Healthcare Professionals version
(MISS-HP).37 TheMISS-HPmeasures 10 dimensions of moral injury: shame, guilt, betrayal, moral concerns,
loss of trust, loss of religious/spiritual faith, loss of meaning/purpose, religious struggle, self-condemnation,
and difficulty forgiving. The MISS-HP score ranges from 10 to 100. Higher scores indicate higher moral
injury. We considered that moral injury involves feelings of betrayal of individuals’ moral values by those in
power16 such as the occupational relationship between nurses and their supervisors. TheMISS-HP covers this
definition of the moral injury since it is a tool that measures several dimensions of this construct such as
betrayal, moral concerns, and guilt. Moreover, MISS-HP has been developed to specifically measure the
occurrence of moral injury among healthcare professionals who often experience negative feelings from the
pressure that healthcare organizations place on them.37 In our study we used the translated and validated
Greek version of the MISS-HP.38 In our study, the Cronbach’s α was 0.756.

Ethical Considerations

The Ethics Committee of the Faculty of Nursing, National and Kapodistrian University of Athens approved
our study protocol (approval number; 474, approved: November 2023). In the first page of the questionnaire
the purpose of the study and use of data were explained. Participants were also informed that survey should
take 8 minutes approximately for its completion, whilst their consent was granted upon its completion. In
particular, before nurses were given access to the web-based study questionnaire, they were asked whether
they consented to participate in the study; if they did, nurses could then complete our study questionnaire.
Survey’s completion was voluntary and anonymous. Participants had the right to withdraw from the study any
time during data collection. We did not collect personal data from nurses. Our study followed the Declaration
of Helsinki.39

Statistical analysis

We used descriptive statistics to describe our sample. In particular, we use numbers and percentages to
describe categorical variables. Also, we use mean, standard deviation (SD), median, minimum value, and
maximum value to describe continuous variables. We employed Kolmogorov-Smirnov test, Q-Q plots,
skewness values, and kyrtosis values to assess the distribution of continuous variables. We found that scores
on moral resilience, moral distress, and moral injury followed normal distribution. Therefore, we performed
univariate and multivariable linear regression analysis to examine the impact of moral resilience on moral
distress and moral injury. First, we performed univariate regression analysis with moral distress and moral
injury as the dependent variables. Afterward, we constructed multivariable linear regression models to assess
the net impact of moral resilience on moral distress and moral injury. In that case, we considered gender, age,
understaffed wards, shift work, and years of nursing experience as potential confounders. We present co-
efficient betas, 95% confidence intervals (CI), p-values, and R2. Confidence intervals that included zero
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indicated statistically significant results. p-values less than 0.05 were considered statistically significant. We
performed statistical analysis with IBM SPSS 21.0 (IBM Corp. Released 2012. IBM SPSS Statistics for
Windows, Version 21.0. Armonk, NY: IBM Corp.).

Results

Demographic and work-related variables

The respondents’ demographics and work-related variables are presented in Table 1. Our sample included
1118 nurses. Mean age of nurses was 36.2 years old (SD = 10.4). Most of participants were females (88.3%)
and shift workers (76.6%), while eight out of ten nurses reported that they worked in understaffed wards.
Mean number of years of nursing experience was 11.1 (SD = 10.0).

Study scales

Table 2 shows descriptive statistics for the study scales. Level of moral resilience was moderate in our sample
with a mean value of 2.88. Mean score on factors “personal integrity” (3.42) and “moral efficacy” (3.06) was
higher than factors “relational integrity” (2.71) and “response to moral adversity” (2.30). Moreover, we found
that nurses experienced moderate levels of moral distress and moral injury. In particular, mean moral distress
score was 5.17 (SD = 2.95), and mean moral injury score was 42.87 (SD = 13.44).

Impact of moral resilience on moral distress and moral injury

Multivariable linear regression analysis identified a negative relationship between moral resilience and moral
distress. In particular, we found that increased response to moral adversity was associated with decreased
moral distress (beta =�1.81, 95% CI =�2.07 to�1.54). We did not find statistically significant relationships
between personal integrity, relational integrity, and moral efficacy and moral distress. Linear regression
models with moral distress as the dependent variable are shown in Table 3.

After adjusting for confounders we found that moral resilience reduced moral injury (Table 4). In par-
ticular, multivariable linear regression analysis showed that increased response to moral adversity

Table 1. Demographic and work-related variables of nurses (N = 1118).

Characteristics N %

Gender
Females 987 88.3
Males 131 11.7

Agea 36.2 10.4
Understaffed wards
No 233 20.8
Yes 885 79.2

Shift work
No 262 23.4
Yes 856 76.6

Years of work experiencea 11.1 10.0

amean, standard deviation.
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(beta = �8.24, 95% CI = �9.37 to �7.10) and increased moral efficacy (beta = �3.24, 95%
CI =�5.03 to�1.45) were associated with reduced moral injury. Personal integrity and moral efficacy did not
affect moral injury.

Discussion

This study, which assessed the association between moral resilience, moral distress and moral injury amongst
nurses 4 years after the first COVID-19 wave, has yielded significant findings. In particular, in our sample we

Table 2. Descriptive statistics for the study scales (N = 1118).

Scale Mean Standard deviation Median Minimum value Maximum value

Moral resilience 2.88 0.40 2.88 1.31 4.00
Response to moral adversity 2.30 0.66 2.25 1.00 4.00
Personal integrity 3.42 0.55 3.50 1.00 4.00
Relational integrity 2.71 0.55 2.75 1.00 4.00
Moral efficacy 3.06 0.49 3.00 1.00 4.00

Moral distress 5.17 2.95 6.00 0.00 10.00
Moral injury 42.87 13.44 41.00 13.00 88.00

Table 3. Linear regression models with moral distress as the dependent variable (N = 1118).

Independent variables

Univariate models Multivariable modela,b

Coefficient beta 95% CI for beta p-value Coefficient beta 95% CI for beta p-value

Response to moral adversity �1.85 �2.09 to �1.61 <0.001 �1.81 �2.07 to �1.54 <0.001
Personal integrity �0.34 �0.66 to �0.03 0.035 �0.02 �0.38 to 0.34 0.900
Relational integrity �0.84 �1.15 to �0.53 <0.001 0.02 �0.31 to 0.35 0.894
Moral efficacy �0.75 �1.10 to �0.40 <0.001 �0.06 �0.47 to 0.36 0.791

CI: confidence interval.
aMultivariable model are adjusted for gender, age, understaffed wards, shift work, and work experience.
bR2 for the multivariable model = 18.2%, p-value for ANOVA <0.001.

Table 4. Linear regression models with moral injury as the dependent variable (N = 1118).

Independent variables

Univariate models Multivariable modela,b

Coefficient beta 95% CI for beta
p-

value Coefficient beta 95% CI for beta
p-

value

Response to moral adversity �9.25 10.32 to �8.17 <0.001 �8.24 �9.37 to �7.10 <0.001
Personal integrity �5.45 �6.86 to �4.04 <0.001 �1.42 �2.96 to 0.12 0.070
Relational integrity �6.44 �7.82 to �5.06 <0.001 �0.52 1.93 to 0.89 0.471
Moral efficacy �8.50 �10.03 to 6.98 <0.001 �3.24 �5.03 to �1.45 <0.001

CI: confidence interval.
aMultivariable model is adjusted for gender, age, understaffed wards, shift work, and work experience.
bR2 for the multivariable model = 27.3%, p-value for ANOVA <0.001.
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discovered that moral resilience plays a crucial role in reducing moral injury, while an increased capacity to
respond to moral adversity and higher levels of moral efficacy are both negatively associated with moral
injury. Furthermore, the nurses in our sample reported moderate levels of moral resilience, moral distress, and
moral injury, shedding light on the post-pandemic psychological state of healthcare professionals.

To our knowledge, this is the first study to use a valid moral resilience scale to explore how it relates to
moral distress and moral injury in nurses in the post-COVID-19 era. Consistent with previous studies4,5,40 our
results support the protective impact of moral resilience on moral injury after controlling for confounders such
as age, working on shift, and work experience. Such consistency highlights the protective and coping effects
of moral resilience against ethical, moral, or other trauma-related stressors,24 while relevant studies during
and after the COVID-19 era have been conducted in various organizational healthcare contexts. Coping and
collaborative strategies at the organizational level have been proposed to alleviate moral distress and injury. In
particular, a qualitative study in Brazil41 revealed that nurse managers and leaders relied on personal and
systemic (institutional) influences to address moral distress and promote moral resilience. In contrast, lack of
organizational ethical support or a lack of timely mitigation of moral distress through systematic interventions
in organizations, for example, investment to inter connections, being true to one’s values and respecting the
values of others led nurses to adopt a passive acceptance approach, such as taking leave or quiet quitting.3,42,43

Kim et al.44 stressed that an ethical environment supported nurses in their actions when they experienced
moral challenges. In turn, they experienced less moral distress from organizational or situational factors.

Our findings showed that moral resilience could reduce moral injury and moral distress, similar to previous
studies that have been conducted during the pandemic.4,5,25 Four years after the pandemic, nurses in our
sample experienced elevated moral resilience and reduced moral injury, although their reported moral re-
silience and moral injury levels were moderate. Notably, Berlinda et al.5 reported that Filipino nurses reported
higher moral resilience levels during the pandemic than Greek nurses’ moral resilience after the pandemic,
using the same instrument. Canadian nurses also reported high levels of resilience during the pandemic.40

Clark et al.45 indicated that resilient nurses were more engaged, showed greater satisfaction with patient care
and workplace involvement, and were more able to manage organizational stressors. In contrast, organi-
zational or social support for Greek nurses appears to be inadequate. Recent research shows high quit rates,
job burnout, and turnover among Greek nurses.31 These findings underscore the necessity for leaders and
managers to cultivate a culture of resilience and engagement, thereby enabling moral resilience to dem-
onstrate its protective effect.46

The nurses in the current study exhibited moderate levels of moral resilience and a moderate response to moral
adversity despite operating for an extended period within a context characterized by limited organizational support
and resources. Working conditions in Greek hospitals have been challenging for a long time, following a ten-year
financial crisis that detrimentally impacted the number of nurses and the quality of care they provide, which has
been reported as fair or poor.47 Consequently, due to these nursing shortages, Greek nurses have experienced high
levels of burnout and low levels of satisfactionwith the quality of care they deliver—factors identified as sources of
moral distress.48,49 These findings are alarming for nursing leaders in Greece and suggest that there are op-
portunities to adopt tailored strategies to address systemic and chronic organizational issues. Strategies might
include strengthening trust through frequent town halls by leaders, weekly briefings and transparency in shifts,50

ensuring nurses feel appreciated and valued, enhancing clear communication, providing access to well-being
resources (cultivating mindfulness and practicing self-care)51 and ethics counseling (employee assistance pro-
gram),52 and increasing the autonomy and authority of nursing leaders.16,25

Limitations

Our study had several limitations. First, we conducted a cross-sectional study, and thus, we cannot infer a
causal relationship between moral resilience, moral distress, and moral injury. Longitudinal studies could
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further add significant knowledge. Second, we obtained a convenience sample of nurses in Greece, and, thus,
our study suffers from selection bias. For instance, our sample included mainly females and their levels of
moral resilience, moral distress, and moral injury could be different from those among males. Furthermore, in
our sample almost eight out of ten nurses considered that they work in understaffed wards, and most of our
nurses work in shifts. These work-related variables may have an impact on resilience by reducing it. On the
other hand, understaffing and shift work may increase moral distress and injury. Thus, future studies with
more representative sample nurses from different healthcare settings would reduce selection bias among
studies. Third, although we used valid instruments to measure moral resilience, distress, and injury, in-
formation bias is probable in our study due to the self-nature of the questionnaires. Furthermore, information
bias could be introduced in our study from the self-assessment of confounders such as working in understaffed
wards since it was a subjective measurement. Finally, we eliminated several confounders in the relationship
between moral resilience, moral distress, and moral injury, but several other variables can also act as
confounders. Elimination of confounders in future studies will provide more valid results. For instance, we
did not collect data on unit types and hospital types (public or private), and, thus, future studies could
eliminate these confounders.

Conclusions

As reported in previous studies and corroborated by the present research, moral resilience plays a critical role
in protecting nurses from moral distress and moral injury, even 4 years after the onset of the COVID-19
pandemic. Despite operating in an organizational context long suffered by conditions that exacerbate moral
distress, Greek nurses have unexpectedly continued to demonstrate moderate levels of moral resilience. This
resilience is notable given the numerous challenges, including chronic understaffing, limited resources, and
insufficient organizational support, which have been prevalent in various healthcare settings worldwide.
However, it is essential to recognize that sustaining this resilience requires proactive and continuous efforts
from nurse leaders and policymakers. By adopting comprehensive, multi-level interventions that target
broader cultural, organizational and systems factors, the healthcare system can better support nurses, ensuring
their well-being and ability to provide high-quality care. Finally, we should recognize that our study suffers
from several limitations such as confounding, selection bias and information bias. Moreover, our study
investigated for first time the association between moral resilience, moral distress andmoral injury in nurses in
the post-COVID-19 era. Therefore, there is an urgent need for further studies in this research field to expand
our knowledge.
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6. Kovanci MS and Atli Özbaş A. Examining the effect of moral resilience on moral distress. Nurs Ethics 2023; 30:
1156–1170.

7. Jameton A. Nursing practice: the ethical issues. New Jersey: Prentice-Hall, 1984.

8. McCarthy J and Gastmans C. Moral distress: a review of the argument-based nursing ethics literature. Nurs Ethics
2015; 22: 131–152.

9. Alimoradi Z, Jafari E, Lin C-Y, et al. Estimation of moral distress among nurses: a systematic review and meta-
analysis. Nurs Ethics 2023; 30: 334–357.

10. Salari N, Shohaimi S, Khaledi-Paveh B, et al. The severity of moral distress in nurses: a systematic review and meta-
analysis. Philos Ethics Humanit Med 2022; 17: 13.

11. Vig EK. As the pandemic recedes, will moral distress continue to surge? Am J Hosp Palliat Care 2022; 39: 401–405.

12. Giannetta N, Villa G, Bonetti L, et al. Moral distress scores of nurses working in intensive care units for adults using
Corley’s scale: a systematic review. Int J Environ Res Publ Health 2022; 19: 10640.

13. Lake ET, Narva AM, Holland S, et al. Hospital nurses’ moral distress and mental health during COVID-19. J Adv
Nurs 2022; 78: 799–809.

14. Romero-Garcı́a M, Delgado-Hito P, Gálvez-Herrer M, et al. Moral distress, emotional impact and coping in intensive
care unit staff during the outbreak of COVID-19. Intensive Crit Care 2022; 70: 103206.

15. Gherman MA, Arhiri L and Holman AC. Ageism and moral distress in nurses caring for older patients. Ethics Behav
2023; 33: 322–338.

16. Nelson KE, Hanson GC, Boyce D, et al. Organizational impact on healthcare workers’moral injury during COVID-
19: a mixed-methods analysis. J Nurs Adm 2022; 52: 57–66.

17. Shale S. Moral injury and the COVID-19 pandemic: reframing what it is, who it affects and how care leaders can
manage it. BMJ Lead 2020; 4: 224–227.

18. Purcell N, Griffin BJ, Burkman K, et al. “Opening a door to a new life”: the role of forgiveness in healing from moral
injury. Front Psychiatr 2018; 9: 498.

19. D’Alessandro AM, Ritchie K, McCabe RE, et al. Healthcare workers and COVID-19-related moral injury: an
interpersonally-focused approach informed by PTSD. Front Psychiatr 2022; 12: 784523.

20. Morley G, Ives J, Bradbury-Jones C, et al. What is ’moral distress’? A narrative synthesis of the literature. Nurs
Ethics 2019; 26: 646–662.

21. Greenberg N, Weston D, Hall C, et al. Mental health of staff working in intensive care during Covid-19. Occup Med
2021; 71: 62–67.

22. Wang Z, Koenig HG, Tong Y, et al. Moral injury in Chinese health professionals during the COVID-19 pandemic.
Psychol Trauma 2022; 14: 250–257.

23. Griffin BJ, Purcell N, Burkman K, et al. Moral injury: an integrative review. J Trauma Stress 2019; 32: 350–362.

24. Young PD and Rushton CH. A concept analysis of moral resilience. Nurs Outlook 2017; 65: 579–587.

10 Nursing Ethics 0(0)

https://escholarship.umassmed.edu/gsn_diss/68


25. Rushton CH, Thomas TA, Antonsdottir IM, et al. Moral injury and moral resilience in health care workers during
COVID-19 pandemic. J Palliat Med 2022; 25: 712–719.

26. Tsouvelas G, Kalaitzaki A, Tamiolaki A, et al. Secondary traumatic stress and dissociative coping strategies in nurses
during the COVID-19 pandemic: the protective role of resilience. Arch Psychiatr Nurs 2022; 41: 264–270.

27. Tomkow L, Prager G, Worthing K, et al. In critique of moral resilience: UK healthcare professionals’ experiences
working with asylum applicants housed in contingency accommodation during the COVID-19 pandemic. J Med
Ethics 2024; 50: 33–38.

28. Cavaliere T, Daly B, Dowling D, et al. Moral distress in neonatal intensive care unit RNs. Adv Neonatal Care 2010;
10: 145–156.

29. Maunder RG, Heeney ND, Greenberg RA, et al. The relationship between moral distress, burnout, and considering
leaving a hospital job during the COVID-19 pandemic: a longitudinal survey. BMC Nurs 2023; 22: 243.

30. Galanis P, Moisoglou I, Katsiroumpa A, et al. Increased job burnout and reduced job satisfaction for nurses compared
to other healthcare workers after the COVID-19 pandemic. Nurs Rep 2023; 13: 1090–1100.

31. Galanis P, Moisoglou I, Katsiroumpa A, et al. Moral resilience reduces levels of quiet quitting, job burnout, and
turnover intention among nurses: evidence in the post COVID-19 era. Nurs Rep 2024; 14: 254–266.

32. Von Elm E, Altman DG, Egger M, et al. The strengthening the reporting of observational studies in epidemiology
(STROBE) statement: guidelines for reporting observational studies. J Clin Epidemiol 2008; 61: 344–349.

33. Rushton CH, Hanson GC, Boyce D, et al. Reliability and validity of the revised Rushton moral resilience scale for
healthcare workers. J Adv Nurs 2024; 80: 1177–1187.

34. Katsiroumpa A, Moisoglou I, Konstantakopoulou O, et al. Translation and validation of the revised “Rushton moral
resilience scale” in Greek. Int J Caring Sci 2024; 17: 86–94.

35. Wocial LD and Weaver MT. Development and psychometric testing of a new tool for detecting moral distress: the
moral distress thermometer. J Adv Nurs 2013; 69: 167–174.

36. Katsiroumpa A, Moisoglou I, Konstantakopoulou O, et al. Moral distress thermometer: translation and validation in
Greek. Int J Caring Sci 2024; 17: 26–32.

37. Mantri S, Lawson JM, Wang Z, et al. Identifying moral injury in healthcare professionals: the moral injury symptom
scale-HP. J Relig Health 2020; 59: 2323–2340.

38. Moisoglou I, Katsiroumpa A, Konstantakopoulou O, et al. Translation and validation of the “moral injury symptom
scale-healthcare professionals” in Greek. Int J Caring Sci 2024; 17: 46–53.

39. World Medical Association. World medical association declaration of Helsinki: ethical principles for medical
research involving human subjects. JAMA 2013; 310: 2191.

40. Fitzpatrick JJ, Pignatiello G, Kim M, et al. Moral injury, nurse well-being, and resilience among nurses practicing
during the COVID-19 pandemic. J Nurs Adm 2022; 52: 392–398.

41. Faraco MM, Gelbcke FL, Brehmer LCF, et al. Moral distress and moral resilience of nurse managers. Nurs Ethics
2022; 29: 1253–1265.

42. Chen H-C, Chu C-I, Wang Y-H, et al. Turnover factors revisited: a longitudinal study of Taiwan-based staff nurses.
Int J Nurs Stud 2008; 45: 277–285.

43. Galanis P, Katsiroumpa A, Vraka I, et al. Nurses quietly quit their job more often than other healthcare workers: an
alarming issue for healthcare services. Int Nurs Rev 2024; 71: 850–859.

44. Kim H, Kim H and Oh Y. Impact of ethical climate, moral distress, and moral sensitivity on turnover intention among
haemodialysis nurses: a cross-sectional study. BMC Nurs 2023; 22: 55.

45. Clark P, Crawford TN, Hulse B, et al. Resilience, moral distress, and workplace engagement in emergency de-
partment nurses. West J Nurs Res 2021; 43: 442–451.

46. Antonsdottir I, Rushton CH, Nelson KE, et al. Burnout and moral resilience in interdisciplinary healthcare pro-
fessionals. J Clin Nurs 2022; 31: 196–208.

47. Aiken LH, Sermeus W, Van Den Heede K, et al. Patient safety, satisfaction, and quality of hospital care: cross
sectional surveys of nurses and patients in 12 countries in Europe and the United States. BMJ 2012; 344: e1717.

Galanis et al. 11



48. Oh Yand Gastmans C. Moral distress experienced by nurses: a quantitative literature review. Nurs Ethics 2015; 22:
15–31.

49. Skefales A, Plakas S, Fouka G, et al. Burnout and its association with working conditions among Greek hospital
nurses in a time of financial crisis. Open J Nurs 2014; 04: 548–563.

50. Siddiqui S. Building organizational and individual resilience in times of moral distress. J Crit Care 2022; 67:
184–185.

51. Semler LR. Moral distress to moral success: strategies to decrease moral distress. Nurs Ethics 2023; 30: 58–70.

52. Davis M and Batcheller J. Managing moral distress in the workplace: creating a resiliency bundle. Nurse Lead 2020;
18: 604–608.

12 Nursing Ethics 0(0)


	Moral resilience protects nurses from moral distress and moral injury
	Introduction
	Background
	Methods
	Sample and setting
	Instruments
	Moral resilience
	Moral distress
	Moral injury

	Ethical Considerations
	Statistical analysis

	Results
	Demographic and work-related variables
	Study scales
	Impact of moral resilience on moral distress and moral injury

	Discussion
	Limitations

	Conclusions
	Declaration of conflicting interests
	Funding
	ORCID iDs
	References


