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Introduction: Moral injury, predominantly studied in military populations, has garnered increased attention in the healthcare setting, in large part due to the psychological and emotional consequences of the COVID-19 pandemic. The measurement of moral injury with instrumentation adapted from military settings and validated by frontline healthcare personnel is essential to assess prevalence and guide intervention. This study aimed to validate the Moral Injury Outcome Scale (MIOS) in the population of acute care.

Methods: A sample of 309 acute care nurses completed surveys regarding moral injury, depression, anxiety, burnout, professional fulfillment, spiritual wellbeing, and post-traumatic stress disorder symptoms. Confirmatory factor analysis was conducted as well as an assessment of reliability and validity.

Results: The internal consistency of the 14-item MIOS was 0.89. The scale demonstrated significant convergent and discriminant validity, and the test of construct validity confirmed the two-factor structure of shame and trust violations in this clinical population. Regression analysis indicated age, race, and marital status-related differences in the experience of moral injury.

Discussion: The MIOS is valid and reliable in acute care nursing populations and demonstrates sound psychometric properties. Scores among nurses diverge from those of military personnel in areas that may inform distinctions in interventions to address moral injury in these populations.
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Introduction

Moral injury (MI) has gained prominence in the healthcare literature in recent years, principally due to the unprecedented impact of the COVID-19 pandemic. Although a universally accepted definition of MI has yet to be established, it is understood to arise from potentially morally injurious experiences that involve “perpetrating, failing to prevent, bearing witness to, or learning about acts that transgress deeply held moral beliefs and expectations” (1). Furthermore, it has been suggested that MI is a trauma-based syndrome with psychological, existential, behavioral, and interpersonal implications resulting in guilt, shame, spiritual conflict, and a loss of trust (2). Though a distinct phenomenon, MI is often associated with other mental health conditions, including post-traumatic stress disorder (PTSD), depression, anxiety, suicidality, and substance use (3–5). While initially documented in military populations, moral injury has also been noted among other professions such as police officers, veterinarians, journalists, and social services providers (6, 7).

Moral injury primarily takes place in the context of “exceptional circumstances” (8), and the COVID-19 pandemic, which precipitated difficult decision-making with scarce resources and a risk for personal harm, presented such circumstances (8, 9). Rationing of care, reallocating ventilators, and adopting a public healthcare model in lieu of a patient-centered care model likely contributed to moral injury in nurses (5, 9, 10). Shame-related moral injury may have manifested during the pandemic as a result of perceptions of the provision of suboptimal care, the inability to facilitate “good deaths”, and barriers to connecting with families due to PPE (11). Organizational and government mismanagement, unsafe staffing levels, and mixed messaging were likely contributors to trust violation-related moral injury in nurses (11–13). Research indicates the incidence of moral injury among nurses as high as approximately 40% (14). In healthcare workers on the front lines of COVID-19, moral injury has co-occurred with secondary traumatic stress, anxiety, depression, and PTSD (5, 15, 16). In addition, exposure to potentially morally injurious events (PMIEs) as a result of working during the pandemic had a significant detrimental effect on personal relationships and daily functioning (17).

With nurse staffing and retention at the forefront of priorities in healthcare and the psychological impact and work implications of the pandemic influencing nurses' intent to stay in direct care (18, 19), it is imperative to appropriately assess the psychological, emotional, and spiritual status of the nursing workforce and to design targeted interventions to address identified conditions. While instruments that measure burnout and moral distress in nurses are widely utilized (20–22), these conditions are distinct from moral injury and measure condition-specific symptoms (23–25). As proposed interventions for moral injury differ from those for related conditions (1) and often integrate a psychospiritual component (26, 27), accurately assessing moral injury in the nursing workforce and the outcomes of exposure to PMIEs is crucial.

Instruments to measure and assess moral injury were originally validated in military populations and have only recently been adapted specifically for healthcare professionals (28, Tao et al.1). It has been noted that some existing scales conflate the measurement of exposure to potentially morally injurious events with the outcomes of those exposures (4). Scales designed specifically to assess outcomes include the Moral Injury Symptom Scale-Military Version (MISS-MV) (29), the Expressions of Moral Injury Scale—Military Version (EMIS-M) (30), the Moral Injury and Distress Scale (MIDS) (31), and the Moral Injury Outcome Scale (MIOS) (12). To date, only the MISS—Health Professionals (MISS-HPs) has undergone validation among clinicians (28), in a sample of mixed healthcare providers, with nurses comprising 9.4% of the participants (28). However, of these measures, the MIOS has numerous advantages. It has undergone the most robust psychometric developmental process, including a three-stage process for developing items and constructing the scale (via interviews and engagement with 76 care providers and 72 service members/veterans), examining factor structure and trimming items (using five samples from four countries totaling 1,514 service members/veterans), and establishing test–retest reliability and convergent validity (12, 32). Furthermore, the MIOS contains two subscales that mirror the two widely understood potentially morally injurious experiences of both perceived betrayal and perceived transgression (33) as well as separately measuring functional outcomes as related to moral injury (34). Finally, while the MIOS was initially developed and validated for military personnel and veterans, the items on the scale are not specific to military experiences and have face validity for application in other populations. Given the evolution of moral injury as a construct initially developed and understood within military/veteran populations and now being applied in other contexts, the MIOS is a compelling measure for study and cross-validation in other samples.

This study sought to validate the MIOS in a sample of acute care nurses. Additional aims include the exploration of moral injury outcome scores in relation to documented scores from military populations and investigating associations with other potentially co-occurring conditions. This is intended to further research regarding the accurate assessment of MI and related factors among healthcare personnel, which may inform interventions that can address the wellbeing of direct care providers.



Methods

This cross-sectional survey was conducted from June 2022 to February 2023 in central Florida. It was approved by the hospital's institutional review board. Electronic informed consent was obtained from the participants.


Participants and setting

To recruit nurses, an invitation email with survey information, a QR code, and a flier was sent to potential participants. The inclusion criteria include: a. currently working as a registered nurse (e.g., LPN, RN, assistant nurse manager, nurse manager, and nurse educator) at identified hospitals within the state of Florida, b. access to a computer or mobile device to complete the survey, and c. ability to read and understand English. The survey was conducted on Qualtrics, a HIPAA-compliant, web-based survey platform. Each participant was offered a $30 stipend upon the completion of the survey. In addition to MIOS and MI functional outcomes, the survey package includes a demographic questionnaire (age, sex, marital status, race, religion, ethnicity, educational level, workplace, years of working experience, and years of current role) and other scales as described below, including moral injury, depression, anxiety, spiritual wellbeing, professional fulfillment, burnout, and PTSD scales.



Measures
 
Moral injury outcomes scale

The Moral Injury Outcomes Scale (MIOS) was developed and validated initially and independently by a multi-disciplinary consortium (12), with particular attention to the engagement of an international sample of active-duty service members, veterans, clinicians, and chaplains to establish content validity (35, 36). Introductory questions probe exposure to three types of potentially morally injurious events and use this exposure or another current distressing event as a frame of reference for response to the survey instrument. The MIOS incorporates 14 items that comprise two subscales: shame-related and trust violation-related. Shame-related moral injury is associated with self-facing concerns about being negatively perceived by valued others (1, 2, 6). Trust violation-related moral injury is externally facing and involves feelings of betrayal, most often involving those in positions of power (1, 2, 6). To further evaluate moral injury-related outcomes, the authors also integrated the 7-item Brief Inventory of Psychosocial Functioning (B-IPF) (34) to measure the impact on social relationships, work, and daily activities (36).



Expressions of moral injury scale

The Expressions of Moral Injury Scale (EMIS) (30) is a valid and reliable measure of expressions of MI in two factors: self-directed MI and other-directed MI. The 10-item self-directed moral injury subscale items were used for this study. All items were rated on a Likert scale from 1 (strongly disagree) to 5 (strongly agree), with higher scores indicating greater levels of current moral injury. The Cronbach's α for this study 0.89.



Moral injury event scale

The Moral Injury Event Scale (MIES) (37) is comprised of nine statements with two factors: perceived transgressions by self of other and perceived betrayal by others. The responses range from 1 (strongly agree) to 6 (strongly disagree), with higher scores indicating greater moral injury. The Cronbach's α for this study is 0.88 for perceived transgressions by self of others and 0.82 for perceived betrayal by others.



Patient health questionnaire-9

The 9-item Patient Health Questionnaire-9 (PHQ-9) (38) has been widely used as a self-administered screening tool for assessing the severity of depressive symptoms. Each item of PHQ-9 was scored on a scale of 0–3 (0 = not at all; 1 = several days; 2 = more than a week; 3 = nearly every day). The PHQ-9 total score ranges from 0 to 27 (scores of 5–9 are classified as mild depression; 10–14 as moderate depression; 15–19 as moderately severe depression; ≥20 as severe depression). The Cronbach's α for this study is 0.90.



Generalized anxiety disorder-7

The Generalized Anxiety Disorder-7 (GAD-7) (39) is a valid and reliable 7-item screening tool for generalized anxiety disorder over the previous 2 weeks. Each item of GAD-7 is scored on a scale of 0–3 (0 = not at all; 1 = several days; 2 = more than the days; 3 = nearly every day). The following cutoffs correlate with the level of anxiety severity: scores 0–4: minimal anxiety; scores 5–9: mild anxiety; scores 10–14: moderate anxiety; and score < 15: severe anxiety. The Cronbach's α for this study is 0.93.



Maslach burnout inventory

Maslach Burnout Inventory (MBI) (40) is composed of 22 items with three factors: emotional exhaustion, depersonalization, and personal accomplishment. Items are rated on a 1–7 scale from “never” to “every day”, with positively worded items reverse-scored. The Cronbach's α for this study is 0.94, 0.76, and 0.80 for the three subscales: emotional exhaustion, depersonalization, and professional accomplishment, respectively.



Stanford professional fulfillment index

The Stanford Professional Fulfillment (SPF) (41) consists of 16 items with three subscales: a 6-item professional fulfillment subscale; a 4-item work exhaustion subscale; and a 6-item interpersonal disengagement subscale. Items are rated from 0 to 4, with higher professional fulfillment and lower work exhaustion and interpersonal disengagement scores representing more favorable responses. The Cronbach's α for this study is 0.91, 0.90, and 0.93 for the three subscales: professional fulfillment, work exhaustion, and interpersonal disengagement.



Functional assessment of chronic illness therapy-spiritual wellbeing—Non-illness

The Functional Assessment of Chronic Illness Therapy—Spiritual Wellbeing—Non-Illness (FACIT-Sp) used in this study is composed of 12 items using a 5-point Likert-type scale (0 = not at all; 1 = a little bit; 2 = somewhat; 3 = quite a bit; and 4 = very much). Higher scores indicate better spiritual wellbeing. The Cronbach's α for this study is 0.92.



Post-traumatic stress disorder checklist (PCL-5)

The Post-traumatic stress disorder (PCL-5) (42) is a 20-item self-report measure that assesses the presence and severity of PTSD symptoms. Item scores range from 0 (not at all) to 4 (extremely), with higher scores indicating severer symptoms. The Cronbach's α for this study is 0.96.




Statistical analyses

Data analysis was performed using SPSS 28 software (IBM SPSS Statistics for Windows, version 25.0, IBM Corp., Armonk, NY, USA). Continuous variables were expressed as mean ± standard deviation; categorical data were summarized as frequencies and percentages. Cronbach's alpha was used to assess the internal consistency of the MIOS. A confirmatory factor analysis (CFA) using the statistical package analysis of moment structures (AMOS 28) was conducted to confirm the structure of the MIOS. Absolute fit indices were calculated to evaluate the model fit (43), including normed chi-square (X2/df), root mean square error of approximation (RMESA), and goodness-of-fit statistic (GFI). To test the convergent, Pearson's correlation coefficient was adopted. In addition, a one-way ANOVA was used to compare the moral injury scores among groups, and linear regression was used to identify the factors relevant to moral injury in RNs.




Results


Characteristics of the sample

A total of 309 nurses completed the survey and were included in the data analysis. The demographic characteristics of the sample are presented in Table 1. Most respondents were female (91.1%), white (71.5%), non-Hispanic/Latino (87.0%), Christian (85.7%), and had a bachelor's or higher degree (74.0%). More than half (54.4%) were between 31 and 49 years old. More than half of the respondents were married. Work settings included acute care inpatient units (43.7%), COVID-19 units (0.6%), intensive care (18.1%), emergency departments (6.8%), or others (22.0%). Those who selected other work settings were prompted to specify their work area, and participants identified units throughout the hospital, including mother and infant care (labor and delivery, mother/baby), procedural areas (vascular access, interventional radiology, and cath lab), and other inpatient units (progressive care and med-surg). About half of the participants (49.5%) had 11 or more years of working experience.


TABLE 1 Demographic characteristics for participants (n = 309).
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Reliability

Reliability is the degree to which an instrument consistently measures a construct. A Cronbach's alpha analysis was used to assess the modified MIOS internal consistency with 14 items and the 2 subscales (shame-related outcomes and trust violation-related outcomes) with 7 items for each subscale. The internal consistency of the 14 items, as measured by Cronbach's alpha, was 0.89, 0.86, and 0.80 for the two subscales (Table 2).


TABLE 2 Reliability of the MIOS for RN (with items removed and total score).
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Convergent validity

As evidence for convergent validity, Table 3 depicts significant positive correlations between the MIOS, the two subscales, and MIOS functional outcomes with other scales/subscales that measure similar concepts. These measures were significantly positively related to self-directed moral injury, perceived transgressions by self of others, perceived betrayal by others, depression, anxiety, emotional exhaustion, depersonalization, work exhaustion, interpersonal disengagement, and post-traumatic stress disorder. They were significantly negatively related to perceived achievement, professional fulfillment, and spiritual wellbeing.


TABLE 3 Correlation between the moral injury, mental health, wellbeing, and burnout for nurses.
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Construct validity

Confirmatory factor analysis (CFA) using the statistical package analysis of moment structures (AMOS 28) was conducted to verify the two-factor structure of the MIOS. Figure 1 shows the results with X2/df = 3.019 < 5.0 (X2 = 229.48, df = 76) RMSEA = 0.08, GFI = 0.092 and CFI = 0.915, which is acceptable (41).


[image: Figure 1]
FIGURE 1
 Structural model with standardized path coefficients.




Comparison of moral injury between demographic groups

The outcome variables were compared between demographic groups, and the results are displayed in Table 4. Based on categorical data collected regarding age and years of experience in nursing, nurses were categorized a priori into older (≥40 years) and more experienced (≥11 years of nursing experience). Nurses who were below 40 scored significantly higher on the MIOS (p < 0.01), shame-related subscale (p < 0.05), and trust violation-related subscale (p < 0.05) than those 40 and above. Compared to those with 11 or more years of working experience, those with <11 years of working experience scored higher on the MIOS and the shame-related subscale (p < 0.05). Married/partnered nurses had less functional impairment on the B-IPF than those who were divorced, separated, singled, or widowed (p < 0.05). Non-white participants had lower scores on the MIOS (p < 0.05) and trust violation-related subscale (p < 0.05) than white participants. Hispanics/Latinos scored lower on the trust violation-related subscale (p < 0.05) compared to non-Hispanics/Non-Latinos.


TABLE 4 Comparison of moral injury between demographic groups of nurses.
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Factors associated with MI

To examine the factors associated with MI, linear regressions were applied, including all the significant variables (non-significant values were excluded) in Table 4 as independent variables and each of the outcome variables as dependent variables. Table 5 shows the results from the linear regressions. Nurses aged 40 and above tended to have lower moral injury and trust violation-related outcomes. White nurses tended to have higher moral injury (MIOS) scores and trust violation-related outcomes. Being married/partnered is associated with lower functional outcome scores.


TABLE 5 Linear regression.
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Discussion

The potential for moral injury among healthcare workers has been increasingly recognized in recent years, particularly as a result of the COVID-19 pandemic. However, most measures of moral injury have been developed and validated in samples of military veterans. As a consequence, there is a need to adapt and validate these measures for application in populations of healthcare workers, including nurses, who were especially impacted during the pandemic. As one of the most robustly validated measures of moral injury to date, the MIOS was selected for validation among a sample of acute care nurses.

Overall, the MIOS demonstrated good psychometric properties in the study sample. A confirmatory factory analysis demonstrated an acceptable model fit for the two-factor structure of the MIOS, mapping to the shame-related and trust violation-related subscales. Reliability analyses indicated good internal consistency for the overall MIOS and acceptable internal consistency for the two subscales. Convergent validity was demonstrated by significant correlations between higher MIOS scores and higher scores on measures of depression, anxiety, burnout, and post-traumatic stress. These findings all generally align with previous research validating MIOS in military populations.

Findings from the present study focused on the relationship between moral injury and participant demographics are consistent with previous research that found lower moral injury among older individuals (44) and those with social support (45), but contradict prior research that found higher rates of moral injury among non-white individuals (16). This last finding merits further investigation in future research, including the extent to which these contradictory findings from different studies might be explained by differences in other demographic variables (e.g., age and years of experience), mental health, and cultural factors.

In comparing scores on the MIOS between the current study with acute care nurses and the initial validation study with military veterans (36), the veteran sample produced higher average scores on all 14 MIOS items. This parallels other research that has found military veterans to have higher scores on measures of moral injury in comparison to healthcare workers (16). Within both samples, the MIOS items most regularly endorsed reflect feelings of disgust and loss of faith in others. These findings suggest that the contours of moral injury may be similar between these two populations, while at the same time, the differences in the prevalence of endorsement should caution against drawing an overly reductionistic parallel between the two contexts. There are meaningful differences between military personnel and healthcare providers along many dimensions, including missions, power dynamics, lethality decisions, personal autonomy, and social norms and surroundings. These differences are important to account for in designing and providing care to people with moral injuries. Simultaneously, the present study indicates that the MIOS has acceptable psychometric properties for use among nurses and potentially other healthcare providers.

More studies are needed to determine whether and how to make use of the MIOS within organizational healthcare contexts. Both the present study and prior research looking at the MIOS in veterans have examined the scale's psychometric properties, but efforts remain underway to assess the measure's utility in clinical contexts. The MIOS is a promising tool both for identifying moral injury as well as for tracking change across time. However, no published studies have yet examined its use for either of these purposes.

Within healthcare, the MIOS could prove a useful tool for helping to clarify whether a provider's distress is due to moral injury or to another cause, such as burnout or mental health struggles. Such differentiation may help indicate what type of intervention is most needed. For instance, an individual experiencing both moral injury and burnout may benefit from attention specifically directed to the morally injurious experience(s), whereas someone experiencing burnout may benefit from more general care focused on things such as coping and distress tolerance. The MIOS could also be useful at a broader healthcare system level. For instance, higher levels of moral injury across an entire department may point to systemic problems that need addressing.

Despite the strengths of this study, including a relatively large sample size and a comprehensive assessment of constructs related to moral injury, there are also limitations to consider. The sample consists predominantly of acute care nurses from central Florida, potentially limiting geographic generalizability. Future research should seek to replicate findings in other and broader samples. Furthermore, it is important to recognize that data were collected in 2022–2023, a time during which the pandemic was still ongoing but past its peak. Some of the newest nurses in the sample may not have practiced during the height of the pandemic. Finally, as with much research on moral injury, this was a cross-sectional study, and longitudinal research is needed to explore the dynamic nature of moral injury and its effects more optimally over time.

The validation of the MIOS in this sample of acute care nurses demonstrates that it can be a useful measure of potential moral injury in this population. The findings contribute to the growing body of literature on moral injury among healthcare workers and emphasize the need for tailored interventions. By accurately identifying and assessing moral injury, healthcare organizations can work to develop targeted strategies to reduce the potential for moral injury in healthcare workers, to support their psychosocial-spiritual wellbeing, and to promote their retention in direct care roles.



Data availability statement

The original contributions presented in the study are included in the article/supplementary material, further inquiries can be directed to the corresponding author.



Ethics statement

The studies involving humans were approved by AdventHealth Institutional Review Board Study ID 1497904. The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.



Author contributions

HT: Formal analysis, Investigation, Methodology, Writing—original draft, Writing—review & editing. JN: Conceptualization, Writing—original draft, Writing—review & editing. KM: Conceptualization, Writing—original draft, Writing—review & editing. SH: Data curation, Project administration, Writing—original draft, Writing—review & editing. PR: Conceptualization, Investigation, Methodology, Supervision, Writing—review & editing.



Funding

The author(s) declare that no financial support was received for the research, authorship, and/or publication of this article.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Footnotes
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