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Abstract

Background Moral distress appears when a healthcare professional is not able to carry out actions in accordance
with their professional ethical standards. The Moral Distress Scale-Revised is the most widely used to assess levels of
moral distress, but it is not validated in Spanish. The aim of the study is to validate the Spanish version of the Moral
Distress Scale — utilised within a sample of Spanish healthcare professionals treating COVID-19 patients.

Methods The original (english) and the portuguese and french versions of the scale were translated into spanish by
native or bilingual researchers and reviewed by an academic expert in ethics and moral philosophy as well as by a
clinical expert. Research design: Descriptive cross-sectional study carried out using a self-reporting online survey. The
data was collected between June- November 2020. A total of 661 professionals responded to the survey (N=2873).
Participants: healthcare professionals with more than two weeks of experience treating COVID-19 patients at the
end of their life and working in the public sector of the Balearic Islands Health Service (Spain). Analyses included
descriptive statistics, competitive confirmatory factor analysis, evidence on criterion-related validity and estimates of
reliability. The study was approved by the Research Ethics Committee at the University of Balearic Islands.

Results An unidimensional model in which a general factor of moral distress explained by 11 items of the Spanish
version of the MDS-R scale was an adequate representation of the data: x°(44) = 113492 (p 0.001); Comparative

Fit Index=0.965; Root Mean Square Error of Approximation=0.079[0.062,0.097]; and Standarized Root Mean-
Square=0.037. Evidence of reliability was excellent: Cronbach’s alpha=0.886 and McDonald’s omega=0.910. Moral
distress was related to discipline, with nurses having statistically significant higher levels than physicians. Additionally,
moral distress successfully predicted professional quality of life, with higher levels of moral distress being related to
poorer quality of life.

Conclusions The Spanish version of Moral Distress Scale—Revised can be used as a reliable and valid measurement
tool for the evaluation of moral distress experienced by health professionals. This tool will be highly useful for
managers and applicable to a variety of healthcare professionals and settings.
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Background

During the COVID-19 pandemic, healthcare profes-
sionals (HCP) were faced with a multitude of new pro-
fessional challenges: the lack of access to adequate
protective equipment [1-4]; feeling inadequately sup-
ported; exhaustion from wearing personal protective
equipment for entire working shifts [5]; prolonged work-
ing hours and unexpected changes in the type of work
demanded of them [6]; limited knowledge on updated
information as well as constantly changing guidelines [5,
7]; and uncertainty surrounding the efficacy of disease
containment [1, 8]. These stressors were exacerbated for
those HCP who cared for COVID-19 patients who died
alone [9], with no relatives or opportunity for farewells.
This situation produced incredible suffering and stress,
not only for these patients and their families, but also for
the HCP, who experienced anxiety, depression, stress,
burnout, and moral distress [2, 4—6, 9—11]. Some of these
situations derived from the moral conflicts they had to
face [12, 13].

Moral distress
Moral distress was first defined by Jameton [14] as the
distress that arises when “one knows the right thing to
do, but institutional constraints make it nearly impos-
sible to pursue the right course of action” Similarly,
Wilkinson [15] defined moral distress as “the psychologi-
cal disequilibrium and negative feeling state experienced
when a person makes a moral decision but does not fol-
low through by performing the moral behavior indicated
by that decision” These definitions demonstrate that the
foundation of moral distress experienced by HCP results
from them not being able to carry out actions in accor-
dance with their professional ethical standards [16, 17].
The most common triggers for moral distress, some
of them similar to those that cause burnout [8, 18], are:
working alongside professionals with inadequate capa-
bilities or training, which can result in unsafe situations;
identifying patient suffering caused by a lack of continu-
ity of care or having to carry out unnecessary interven-
tions or those that are perceived to cause discomfort; or
having to adhere to institutional policy that interferes
with patient care [19, 20]. Of the factors that cause burn-
out that can also cause moral distress, we can highlight
those that are related to professional autonomy [21],
especially the autonomy of the nurses, stressors related
to their work environment, the type of assistance they
provide, as well as the economic and social context [8,
18].Consequently, it is necessary to identify which are
the relevant factors in the detection of moral stress, as is

being done in other similar phenomena such as burnout
[18, 22], and it is also necessary to have tools to be able
to identify the characteristics of the professionals, health
institutions and health systems.

In this sense, it should be explained that the health
system in Spain is public and with universal coverage,
therefore it provides free care to all people regardless of
their economic or administrative situation. So this is not
a factor that generates moral stress like in other coun-
tries, for example the United States [8, 23]. However, dur-
ing the pandemic the factors that caused the most stress
were: the lack of available material and human resources,
the increase in workloads in almost all settings [8], and
the emotional impact suffered during health care in the
pandemic [2, 24] has been identified as one of the core
factors that reduces professionals’ well-being and quality
of patient care [25]. Some of the unfavorable outcomes
that have been highlighted amongst the literature include
anxiety, frustration, social isolation, sadness, helpless-
ness, feeling of guilt, depression, negative changes in self-
image and spirituality, headaches, substance abuse, or
digestive disorders [15, 26—30]. This clearly also increases
the risk of staff turnover, early retirement, and long-term
absences from work, resulting in high levels of burn-
out and lack of job satisfaction and professional quality
of life) [8, 18, 22, 31-36]. As it is pointed out by the lit-
erature, it must be noted that professional quality of life
increases professionals’ well-being [37, 38], thus result-
ing in lower incidence of medical errors, sick leaves and
absenteeism [39], as well as better quality of care [36].
Indeed, moral distress was negatively related to age [40],
work experience [41], effective communication [42, 43]
and compassion satisfaction [31], whereas it showed a
positive relation with burnout and compassion fatigue
[38]. More recently, Malliarou et al. [44] have delved into
these relationships, again with evidence pointing a nega-
tive relation between moral distress and professional
quality of life (higher levels of burnout and compassion
fatigue were related to higher scores in moral distress).

Despite the fact that moral stress can affect all health
professionals, from the review of the bibliography it is
concluded that nurses are particularly susceptible to
suffering the highest levels of moral stress. [20]. Conse-
quently, the quality of nursing care wane significantly in
the face of moral distress [19, 45].

Some authors affirm that nurses, and especially female
nurses [46], they are more sensitive to suffering moral
distress due to the strong identity they have established
around caring for the population and, on the other hand,
a very close relationship with users that places them in
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a situation of strong commitment and responsibility
towards them. Among the care environments where the
moral stress of nurses has been studied, the intensive
care units stand out [47].

Abassi [48] shows evidence that there are few studies
aimed at analyzing the moral stress of doctors and these
professionals can also suffer moral anguish due to differ-
ent factors such as the inability to provide care to users
who do not have economic resources, inefficiency in
management, lack of resources, the lack of time to serve
users and other organizational aspects. In general, the
few studies on moral stress in doctors are aimed at com-
paring, in the same situations, the results obtained with
the levels of moral stress in nurses. In general, doctors
present moral distress, although they do so to a lesser
degree than nurses. [47, 49].

In consequence, the complexity of the phenomenon
requires both a quantitative and qualitative approach in
order to fully understand it, however, the use of research
instruments such as scales and questionnaires allows
to quickly identify the presence of professional moral
distress.

Moral distress scales

Over the past twenty years of research on moral distress,
several scales and questionnaires have been developed.
Two recent systematic reviews identified up to eight dif-
ferent instruments [25, 50]: (a) the Ethical Stress Scale
(EES) [51], which was one of the first to be developed
and aimed to explore the relationships among exposure
to ethical issues, moral reasoning, coping style and ethi-
cal stress; (b) the Moral Distress Scale (MDS) [52], and
its accompanying revised models such as the Moral Dis-
tress Scale—Revised (MDS-R) [53, 54]; (c) the Sweden
Stress Conscience Questionnaire (SCQ) [55], assessing
internal demands and external demands and restric-
tions; (d) the Moral Distress Questionnaire (MDQ) [56],
a culturally-sensitive questionnaire aiming to assess
the moral distress among nurses employed in a vari-
ety of work settings; (e) the Moral Distress Thermom-
eter (MDT) [57], an instrument that measures real-time
moral distress in hospital nurses; (f) the Moral Distress
Intensity [58], a tool which assesses the intensity of moral
distress among nurses; (g) the Canada Moral Distress in
Dementia Care Survey (MDDCS) [59], which assesses
the triggers of moral distress, the potential effects of
moral distress on the respondent, job satisfaction, and
strategies that may mitigate moral distress; and (h) the
Measure of Moral Distress for HCP (MMD-HP) [60],
which includes twenty-seven items and is applicable to
healthcare practitioners in critical, acute, or long-term
care settings. Among all of these tools, the MDS and its
revised version, the MDS-R, are undoubtedly the most
widely used. This can be exemplified by a review carried
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out by Giannetta et al. [25], which showed that 79 out of
88 studies carried out included Corley’s instruments on
moral distress.

The MDS was developed by Corley et al. [52] from
interview data and a comprehensive literature review, to
assess moral distress in intensive care nurses, and was
originally composed of thirty-two items. In a second ver-
sion, Corley et al. [52] added six more items that inquired
over pain management and the management of care and
personnel. In 2007, Hamric et al. [53] condensed the
MDS from 38 to 19 items, and used these items to ask
about both the frequency of moral distress and its inten-
sity. In 2012, Hamric et al. [53] added two more items to
the MDS, modifying it so that it could be applied to all
HCP working in intensive and acute clinical settings. This
latest version has been used in many clinical settings, and
has been validated in different languages, including Bra-
zilian-Portuguese [61, 62], Farsi [48], German [63], Swed-
ish [64, 65], Iranian [34], Greek [66], Turkish [67], Italian
[68-70], and Persian [71, 72]. These studies have found
evidence of a diverse internal structure, varying from one
to seven factors, although the initial studies by Corley et
al. [52, 73] and Hamric et al. [53, 54] assumed a one-fac-
tor structure.

Purpose

Thus, as explained by different authors [65, 72]. MDS-R
has demonstrated adequate reliability and construct
validity. The items are phrased as statements and for
each statement, the respondents are asked to indicate,
on a 0—4 Likert scale, both the frequency (how often the
situation arises) and the level of disturbance (intensity)
when the situation arises. The respondents are also asked
to indicate intensity, even if they have not experienced a
situation. However, to date, there have been no findings
of a Spanish validation of the MDS-R scale, nor of the
other scales mentioned before, despite being the second
most spoken language in the world and the relevance
of the phenomenon. Based on this identified need, this
study has the intention to provide a validated scale that
can be used both in the clinical and research settings in
Spain (and other Spanish-speaking countries) in order to
assess moral distress in HCP.

Methods

The aim of our study was to validate the Spanish version
of the Moral Distress Scale — Revised within a sample of
Spanish HCP caring for COVID-19 patients. In addition,
this research also aimed to study the influence of other
variables of moral distress within the study sample, and

the impact of moral distress on professional quality of
life.
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Design and procedure

This was an instrumental study that was carried out using
a self-report online survey assessing moral distress. The
survey was created using the ‘SurveyMonkey’ platform.

Setting and participants

The study was carried out on HCP caring for COVID-
19 patients and working in the Balearic Islands (Spain)
public hospitals. The access to the sample began by con-
tacting by email with Balearic Health Service and public
hospital managers for the presentation of the project,
who sent two corporative emails to all the professionals
working at the health services (N=2873). Then, access
to the sample finished by contacting by email with head
physicians and middle nurse managers of the COVID-19
services or units, who sent corporative emails or mobile
messages to all the professionals working in their areas.
These emails or messages contained the explanation
of the study and the access to the online survey. The
response rate was 23% (n=661). Data collection started
in June 2020 and finished in November 2020.

The inclusion criteria for participants were (a) profes-
sionals working at the time of the survey; (b) having more
than two weeks of work experience caring for COVID-19
patients (this time was considered sufficient to be able to
know the impact of care in a pandemic); and (c) caring
for COVID-19 patients at the end of their life. Inclusion
criteria responded to the fact that the study is part of a
larger study in which it was intended to assess the effect
of the pandemic on professionals. Among other study
variables, the project intended to measure the effect on
moral distress. As this tool was not validated in Spanish,
it was validated in order to provide a Spanish version to
the scientific community.

A minimum sample size was established at 190 partici-
pants, in accordance with Wolf et al. [74], who showed
that a one-factor solution with four indicators would
require a sample size of 190 participants with lowest fac-
tor loadings of 0.50. Taking this into account, more indi-
cators require smaller samples [73]. The Moral Distress
Scale — Revised was initially composed and utilised with
21 items, n=190 was the most conservative choice. The
survey was not limited to this sample size, but the maxi-
mum possible participation was sought after for the sake
of better representation.

Variables
Together with sociodemographic characteristics (age and
sex) and workplace characteristics, such as professional
discipline, hospital unit, and type of contract, informa-
tion on moral distress and professional quality of life was
gathered.

To assess moral distress, the Spanish version of the
Moral Distress Scale — Revised was used. The original
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English version of the scale was translated into Spanish
using the ‘backward and forward translation process’
[75]. The process of translation was preceded by a litera-
ture review to assess conceptual and item equivalence
from the original to the targeted context [76] .The scale
was first translated from the source to the target lan-
guage (Spanish) by one of the authors of this article who
are native Spanish and English speakers. Another native
French-Spanish researcher translated the French version
[77]. The synthesis of these two translated versions gone
through a triangulation process with the Portuguese ver-
sions [61, 62] of the scale with no discrepancies found
between them. It should be pointed out that despite the
contextual differences between these countries, in other
validation studies of instruments to assess burnoutt, such
as the one of Manzano y Ayala [18], in which HCP from
different European countries have participated, results
with a high level of consensus have been achieved. A
committee approach was then used to achieve consensus
among the two versions of the Spanish translated scale.
Both versions of the scale were reviewed by an academic
expert in ethics and moral philosophy as well as by a clin-
ical expert in fatigue compassion, burnout, and profes-
sional quality of life. The selected Spanish scale was then
translated back into the source language (English) by a
native Spanish and English speaker. No change in mean-
ing comparing the back-translated version of the scale
and the original one was found. The Spanish version of
the Moral Distress Scale — Revised can be seen in Annex
1.

Annex 1. The spanish version of the moral distress scale -
revised

In order to evaluate professional quality of life, the vali-
dated Spanish version of the Professional Quality of Life
Scale (Short-ProQOL) [37, 78] was used. The ProQOL
comprises of three subscales: compassion satisfaction,
compassion fatigue, and burnout [79]. Each dimension
is represented in the scale by three items that are scored
using a 5-point Likert scale (ranging from 1 ‘never’ to 5
‘very often’). Examples of items are “I like my work as a
helper” for compassion satisfaction, “I think that I might
have been affected by the traumatic stress of those I help”
for compassion fatigue, and “I feel worn out because of my
work as a helper” for burnout. The scores for each dimen-
sion are calculated as the sum of the three items and
therefore range from 3 to 15. Reliability estimates in this
study were 0.773 for compassion satisfaction, 0.769 for
compassion fatigue, and 0.767 for burnout.

Statistical analyses

The internal structure of the scale was assessed via con-
firmatory factor analysis (CFA). The a priori model for
the questionnaire structure was based on theoretical
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reasoning [52—54] which resulted in a one-factor struc-
ture. Therefore, a CFA in which a general factor of moral
distress explained the 21 items of the Moral Distress
Scale — Revised was hypothesized and tested. This first
structure did not adequately fit the data, so a second CFA
was estimated and tested, this time using the best indi-
cators (the items with higher factor loadings). Items with
factor loadings higher of 0.60 (1>0.60) and best homoge-
neity (correlation item-test>0.50) were used. The CFAs
were estimated using Weighted Least Square Mean and
Variance adjusted estimator (WLSMYV), as recommended
for ordinal and non-normal data [80].

In order to assess model fit, several criteria were used:
(a) the chi-square statistic; (b) the comparative fit index
(CFI); (c) the root mean squared error of approximation
(RMSEA); and (d) the standardized root mean squared
residuals (SRMR). A CFI above 0.90 (or, better, exceed-
ing 0.95) and an SRMR or RMSEA below 0.08 (or better,
below 0.05) indicated a good fit [81].

In addition, analyses included internal consistency
checks for the included items, such as the items’ homoge-
neity and alpha if item was deleted as well as estimates of
internal consistency for the scale (Cronbach’s alpha and
McDonald’s omega).

Evidence for validity was based on the relationships
between other variables, relating moral distress with
sociodemographic characteristics, workplace charac-
teristics, and professional quality of life. To relate moral
distress scores with age and years of experience, Pearson
correlations were used. In order to study moral distress

Table 1 Sample descriptive statistics

Variable/groups n %
Sex
Women 255 85.3
Men 44 14.7
Missing 0 0.0
Discipline
Physicians 23 7.7
Nurses 185 61.9
Nursing assistants 85 284
Others 5 1.7
Missing 1 0.3
Unit
COVID-19 Hospitalization Unit 85 284
Intensive Care Unit 110 36.8
Emergency Unit 47 157
Others hospitalization units 56 187
Missing 1 03
Contract
Permanent contract 102 34.1
Interim contract 58 194
Temporary contract 137 458

Missing 2 0.7
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differences across sex, disciplines, units, and contract
type, several analyses of variance (ANOVAs) were cal-
culated. Regarding the relationships between moral dis-
tress and the dimensions of professional quality of life,
we studied them, first, with Pearson correlations. In a
second step, and as relationships between moral dis-
tress and professional quality of life have been previously
stated (i.e., Austin et al. [31]), we hypothesized and tested
a structural equation model, in which a factor formed by
the 11 items of the Spanish version of the Moral Distress
Scale — Revised predicted a factor of professional quality
of life, formed by the three dimensions of the Short Pro-
QOL. The model was based on Austin et al. (2017) and
Malliarou et al’s [44] results, and therefore it posited an
impact of moral distress on professional quality of life,
which was expected to be negative. In order to evaluate
the model’s fit, criteria stated above were used.

Analyses were performed using IBM SPSS Statistics for
Windows, version 26.0 [82] and Mplus, version 8.7 [83].

Results

Participants’ description

The total sample was composed by 299 professionals.
Mean age was 38.77 (§SD=9.90). 85.3% were women and
61.9% were nurses. Participants had been working as
HCP for an average of 12.73 years (SD=8.82). Descriptive
statistics of the sample can be consulted in Table 1.

Evidence of the internal structure of the Spanish version of
the moral distress scale - revised

The a priori one-factor model, testing the structure of the
Spanish version of the Moral Distress Scale — Revised,
showed an inadequate fit to the data: y*(189)=576.001
(p<.001); CFI=0.889; RMSEA=0.090[0.082,0.099]; and
SRMR=0.063. In order to estimate a second model,
those items with the higher factor loadings (1>0.60) and
homogeneity estimates (correlation item-test>0.50) were
retained.

Therefore, the items with the best psychometric
properties in the Spanish version were used and a sec-
ond CFA was tested. This time, only 11 items from the
original Moral Distress Scale — Revised were used:
items 4, 7, 9, 10, 11, 12, 15, 17, 19, 20, and 21. This sec-
ond model showed excellent overall fit: y*(44)=113.492
(p<.001); CFI=0.965; RMSEA=0.079[0.062,0.097]; and
SRMR=0.037. As regards the analytical fit, this was also
excellent. Items 10 (“Be required to care for patients I
don’t feel qualified to care for”) and 12 (“Provide care that
does not relieve the patient’s suffering because the physi-
cian fears that increasing the dose of pain medication
will cause death.”) showed the higher factor loadings,
whereas items 4 (“Initiate extensive life-saving actions
when I think they only prolong death”) and 15 (“Take
no action about an observed ethical issue because the
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involved staff member or someone in a position of author-
ity requested that I do nothing”) showed the lowest ones.
Details can be consulted in Fig. 1.

Evidence of the reliability of the Spanish version of the
moral distress scale - revised

Evidence for the reliability of the Spanish version of the
Moral Distress Scale — Revised was excellent (Cron-
bach’s alpha=0.886 and McDonald’s omega=0.910).
Items’ reliability estimates were also adequate. Correla-
tions between items and the rest of the scale were also
adequate (items’ homogeneity), ranging from 0.521, for
item 4 (“Initiate extensive life-saving actions when I think
they only prolong death”), to 0.674 for item 12 (“Provide
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care that does not relieve the patient’s suffering because
the physician fears that increasing the dose of pain medi-
cation will cause death”). Additionally, when items were
removed from the scale, alpha decreased in all the cases.
More information on reliability estimates, together with
items’ descriptive statistics, can be consulted in Table 2.

Evidence of validity based on the relations with other
variables of the Spanish version of the moral distress scale
- revised

First of all, moral distress was linked to participants’
socio-demographic characteristics. The Pearson correla-
tion that related moral distress with age resulted as non-
statistically significant (r=—.114, p=.073), as the analysis

[tem 4 A=.604
Item 7 A=.653
[tem 9 A=.698
[tem 10 A=.762
[tem 11 A=.750
> Item 12 L=.761
[tem 15 A =.608
[tem 17 A=.681
[tem 19 A=.673
[tem 20 A=.699
Item 21 A=.702

Fig. 1 Analytical results of the Spanish version of the Moral Distress Scale — Revised
Notes: All factor loadings were statistically significant (p <.001). For the sake of clarity, standard errors are not shown
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Table 2 Descriptive statistics and reliability estimates for the
items of the Spanish version of the Moral Distress Scale — Revised

Item num. M SD Item Alpha
homogeneity if item
deleted
4 2.517 1.205 0.521 0.881
7 2699 1.367 0.573 0.879
9 2.486 1.205 0.620 0.875
10 2.063 1.095 0.664 0.873
" 2.046 1174 0.643 0.874
12 2456 1.305 0.674 0.872
15 1.926 1.013 0.528 0.881
17 2.817 1.189 0.606 0.876
19 2.345 1.239 0.585 0.877
20 2.242 1.120 0611 0.876
21 2.979 1.243 0.619 0.875

Notes: M=mean; SD=standard deviation

Table 3 Descriptive statistics of moral distress across groups
of sex, disciplines, unit and type of contract, and p value for the
analyses of variance

Variable/groups Moral distress p
M SD
Sex Women 247 086  0.160
Men 227 0.56
Discipline Physicians 2.03 048  0.005
Nurses 2.56 0.78
Nursing assistants 2.29 0.97
Unit COVID-19 Hospitaliza-  2.33 087 0178
tion Unit
Intensive Care Unit 2.52 0.80
Emergency Unit 261 0.88
Others 2.31 0.71
Contract Permanent contract 242 088 0724
Interim contract 237 0.68

Temporary contract 248 0.84

Notes: p value correspond to analyses of variance

of variance studying differences by sex (F(1,249)=1.981,
p=.160, #*=0.008) (see women and mens means in
Table 3).

With regards to the workplace characteristics, the
relation between moral distress and years of experience
was first studied. The Pearson correlation yielded a not
statistically significant result (r=—.091, p=.152). Then,
moral distress was studied across all disciplines, units,
and contract types. For the first analysis of variance, in
which we studied means of moral distress across dis-
ciplines, one category, that of ‘others; with only 5 par-
ticipants, was re-coded into the missing values. The
resulting ANOVA pointed statistically significant differ-
ences: F(2,244)=5.405, p=.005, #°=0.042. When post
hoc comparisons were performed, they pointed to lower
levels of moral distress for physicians when compared to
nurses (p<.001) (see Table 3). A second ANOVA studied
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the differences across units, with a non-statistically sig-
nificant result: F(3,246)=1.651, p=.178, #°=0.020. Simi-
larly, the third ANOVA, where participants were grouped
by type of contract, showed no statistically significant
differences in moral distress: F(2,246)=0.323, p=.724,
#*=0.003. Indeed, as it is shown in Table 3, means were
almost identical across groups.

Finally, moral distress showed a marginally signifi-
cant negative correlation with compassion satisfaction
(r=—.123, p=.054) and positive relations with compas-
sion fatigue (r=.197, p<.001) and burnout (r=.279,
p=.001). As the relationships between moral distress and
professional quality of life have been previously stated,
we used the Short-ProQOL [78, 84] to gather evidence
for the Spanish version of the Moral Distress Scale —
Revised. We tested a structural equation model, in which
moral distress, with the added 11 items for the Spanish
version of the Moral Distress Scale — Revised, predicted
for the factor of professional quality of life, made up of
the three dimensions of the Short ProQOL.

The model showed an  excellent  over-
all  fitt  x%(76)=126.077  (p<.001);  CFI=0.958;
RMSEA=0.049[0.033,0.063]; and SRMR=0.045. With
regards to the measurement of the model, factor load-
ings for the Spanish version of the Moral Distress Scale
— Revised were adequate, ranging from 0.542 to 0.721.
The dimensions of compassion satisfaction, burnout,
and compassion fatigue also did adequately load in the
professional quality of life factor (1=0.462, A = —0.866,
and A = —0.791, respectively). As to the predictive part,
moral distress negatively predicted professional qual-
ity of life, with a statistically significant relationship (8 =
—0.330, p<.001), explaining more than 10% of its vari-
ance (R?=0.109, p=.017). More details can be consulted
in Fig. 2.

Discussion

The aim of the study was to validate the Spanish ver-
sion of the Moral Distress Scale — Revised in a sample of
Spanish HCP caring for COVID-19 patients, as well as to
test the structures previously identified in the literature,
by using confirmatory factor analysis. To achieve this
objective, the study was carried out on a sample of 299
HCP.

When the Moral Distress Scale — Revised was trans-
lated and tested in our sample, results of the CFA were
poor. According to previous studies on MDS-R valida-
tion [53, 68, 70], we decided to retain only the best fit-
ting items. The new model, with only 11 items, showed
an excellent overall fit. The Spanish version of the Moral
Distress Scale — Revised was represented by a one-fac-
tor structure, similar to the original approach [53, 54,
73], with all items being explained by a single factor of
moral distress. That is, items from the Spanish version
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A=.542 Item 4
A =.589 Item 7
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r=.672 Item 11 L=-330
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quality of
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A =.652 Item 20
A=.661 Item 21

Fig. 2 Analytical results of the model predicting professional quality of life

Notes: All factor loadings were statistically significant (p <.001). For the sake of clarity, standard errors are not shown

of the MDS-R represented behaviours of moral distress.
A good example of conscious misconduct, that would
surely have a great moral impact on the professional who
carries it out was the item: “Initiate extensive life-saving
actions when I think they only prolong death”. The Span-
ish version of the MDS-R showed excellent reliability,
as well as items when individually studied, like in other
studies that have validated the scale in other languages
[61, 62, 65].

When analyzing moral distress and its relation to
demographic characteristics, no relationship with age or
sex was detected. This is not reflected in the results of
other studies, such as those of Abdolmaleki et al. [21],
Borhani et al. [40] or Babamohamadi et al. [41]. These
authors found that age had a negative and significant cor-
relation with the frequency and intensity of moral dis-
tress, in particular, that older professionals demonstrated
lower levels of moral distress. In our study, no relation-
ship with age was found, neither with years of experience
[40, 41]. It is worth noting that also years of experience
are expected to be a protective factor against moral dis-
tress, as older professionals are believed to be the most
experienced and therefore able to develop coping skills to
manage uncomfortable situations. A possible explanation
for why age did not play a protective role in our sample is
due to the pandemic situation: even the older profession-
als were not prepared to face a completely new and unex-
pected clinical situation. The biggest threat to morality
for HCP were the scarce resources and their unequal
distribution [4, 7], the lack of adequate protective

equipment [4, 42, 43], and the restrictions on visitation
rights, especially with regards to dying patients [4, 12].
Some studies found statistically significant differences
in the moral distress experienced between the sexes, with
a greater presence of moral distress in women, exempli-
fied by Babamohamadi et al. [41] and O’Connell [46].
Other studies however are more in line with our own,
which showed no differences [21, 67]. The absence of dif-
ferences could be due to the global moral distress pro-
duced by the pandemic, which has been noted above. It
must be pointed out however, that the sample included
only 44 male participants. Although this study shows that
women have higher scores in moral distress, this differ-
ence is not statistically significant. Usually when such
differences are found, authors attribute them to women’s
greater sensitivity and empathy [85]. This is, however, a
topic to be further explored in future studies, as results
here, as well as surrounding literature, are not clear.
When workplace characteristics were analyzed, no
relationship of moral distress with years of experience
was found, as stated above, neither differences on moral
distress were found when comparing units or contract
types [41]. However, a significant relationship was found
regarding discipline. Nurses in particular, obtained
higher levels of moral distress when compared to physi-
cians, something which is in line with results obtained in
earlier studies [9, 13, 31, 47, 49, 53]. As previously dis-
cussed in the literature, nurses are more likely to expe-
rience moral stressors, such as the lack of involvement
in decision-making processes, little respect for nurses’
autonomy, the witnessing of unethical behavior by
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colleagues and working alongside colleagues in unsafe
working conditions [71, 72]. In addition, it has been sug-
gested that nurses can be morally injured if they perceive
the unavailability of medical staff or an incongruence in
the values of their organization [69, 71]. Consequently,
when compared with physicians, nurses report higher
levels of moral distress [9, 13, 31, 47, 49, 53].

Last but not least, our results have confirmed that
moral distress acts as a predictor of professional qual-
ity of life, in line with findings from previous studies
[31]. Considering moral distress consequences in HCP
[26-30] and in quality of care [36—39], it is imperative
to assess, and when possible prevent, the occurrence of
moral distress in HCP [9].

Implications

Moral distress is to be considered as a threat to HCP’
well-being and professional quality of life and, conse-
quently, as a threat to quality of care in healthcare organi-
zations. Spanish version of Moral Distress Scale—Revised
validation fills the gap around the lack of validated scales
for the assessment of moral distress in the Spanish
healthcare context. The availability of this validated scale
leads to practical implications at different levels.

Recognition of the prevalence and main causes of
moral distress among HCP would allow managers to sys-
tematically and continuously monitor them. Therefore,
organizational strategies for prevention and early correc-
tion of issues compromising professionals’ moral integ-
rity could be implemented in clinical settings. Likewise,
this metric information would constitute a strong argu-
ment for healthcare policymakers to position HCP” pro-
fessional quality of life and well-being as a priority, since
quality of care depends on it.

Studies addressing moral distress assessed by means
of this validated scale in the Spanish context would gen-
erate a body of knowledge not only on the relationship
between moral distress and some sociodemographic
variables (such as age, sex or work experience), but also
on the comparison of the prevalence and causes of moral
distress among different HCP, different clinical settings
and different healthcare conditions. Knowledge genera-
tion in this regard could also be useful in educational set-
tings to design training plans aimed at preparing students
in health sciences to face the circumstances most likely to
generate moral distress.

Limitations

Due to the cross-sectional nature of this study, there
is a lack of evidence for reliability with regards to
the MDS-R test-retest. An additional limitation is
the small sample size of male participants compared
to females. However, regarding the feminization
of the sample, it has to be kept in mind that this is a
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characteristic of the Spanish healthcare population,
and so, in this sense the sample is still representative
of the population. Another constraint is the inciden-
tal sampling method, which could affect the represen-
tativeness of our results. Also, and as it occurs with
most of survey studies, nonresponse bias could not be
assessed. In this sense, we observed a higher nonre-
sponse bias in physicians, who were underrepresented
in the sample, taking into account the healthcare pop-
ulation of the Balearic Islands. The number of profes-
sionals in each discipline was provided by the Care
Department of the Health System. Therefore, results
may be interpreted with caution. Finally, the relation-
ship between moral distress and professional quality of
life was not controlled for other variables, such as the
effect of work variables (i.e., workload or work stress)
or inner resources (i.e., self-care or self-compassion).
Considering the multidimensionality of the construct
of professional quality of life, and the fact that it has
been linked to a plethora of variables, the role that
moral distress plays within a larger set of variables
should be further investigated.

In order to improve future studies, MDS-R longitudi-
nal investigations should aim to include larger samples
obtained via randomized sampling, therefore offering
evidence of the stability of internal structure in bigger,
randomized samples. Furthermore, studies including
other health care environments and professionals would
be welcomed.

Conclusions

The Spanish version of Moral Distress Scale—Revised can
be used as a reliable and valid measurement tool for the
evaluation of moral distress experienced by HCP caring
for COVID-19 patients in Spain. The present study con-
firms that nurses are at the highest risk from suffering
moral distress, as well as the negative consequences this
has on their professional quality of life.

Since the tool presented here is a Spanish revised ver-
sion of an instrument derived by Corley (the Moral Dis-
tress Scale- Revised), which in itself is considered to be
the most useful and appropriate tool for clinical and
research settings, we suggest that this version will be
highly useful for managers and applicable to a variety of
HCP and settings.

Moral distress has been proven to be a threat to both
the care of professionals, with an increase the risk of staff
turnover and early retirement, and a decrease of profes-
sional quality of life, and to the care of patients. It seems
clear then that Healthcare Systems must keep their pro-
fessionals safe from moral distress. In order to do so, they
must necessarily begin by establishing the prevalence and
causes of the problem, something this newly revised tool
can help achieve.
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