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Abstract

Rationale, Aims and Objectives: The healthcare system and professionals working in
the sector have experienced a high caseload during the coronavirus disease 2019
(COVID-19) pandemic. This has increased the potential for morally harmful events
that violate professionals' moral codes and values. The aim of this study was to
understand and explore experiences of new moral challenges emerging among
physicians and nurses caring for individuals during the COVID-19 pandemic.
Method: The consolidated criteria for reporting qualitative research (COREQ)
checklist was used in this qualitative study based on Gadamer's phenomenology.
Participants were selected using a convenience sampling method. Thirteen medicine
and nursing graduates were interviewed in depth. The participants all worked on the
frontline at the start of the COVID-19 pandemic. Data were gathered in two basic
healthcare districts in Spain, encompassing both primary care and hospital care.
Results: Four main themes emerged from the data analysis: (1) Betrayal of moral and
ethical values as a key source of suffering; (2) Ethical and moral sense of failure
accompanying loss of meaning; (3) Lack of confidence in performance; (4) Self-
demand and self-punishment as personal condemnation among healthcare workers.
Conclusions: Health institutions must implement interventions for health profes-
sionals to help mitigate the consequences of experiencing complex ethical scenarios
during the pandemic. In addition, they should promote training in moral and ethical

deliberation and prepare them to make decisions of great ethical significance.
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1 | INTRODUCTION

The coronavirus disease 2019 (COVID-19) pandemic has brought
about significant changes to our societies, healthcare systems, and
clinical practice. To date, COVID-19 has caused 180 million
infections and around 4 million deaths.? The healthcare system and
professionals working in the sector have experienced a high caseload
and resource shortages, which have forced them to change the way
in which they care for patients.®> The system has shifted from
comprehensive care to a greater focus on contagion and COVID-19,*
giving rise to new decision-making challenges for healthcare
professionals that have affected their personal and professional
lives.>¢

Healthcare professionals have experienced potentially morally
harmful events that violate their moral codes and values.””? More
specifically, they have been asked to make difficult ethical decisions
that run counter to their training and their fundamental human
concern for others' wellbeing.’® They have had to set aside basic
patient care to perform other tasks relating to contact tracking and
tracing.'* They have been required to keep constantly up to date
with recommendations on public health protocols and guidelines
such as placing COVID-19 patients in isolation, admitting them to the
intensive care unit (ICU) or sedating them, some of which go against
the moral principles underpinning ethical care.®> This has led to
emotional exhaustion, depersonalization and a lack of personal
fulfilment, causing chronic stress.®® Research has suggested that
exhaustion is actually a manifestation of moral injury, as a series of
erroneous beliefs and cognitive processes emerge that prevent
individuals from being able to continue to function at work.*?

Moral injury is a term most commonly used in relation to
members of the armed forces, and especially to war veterans. In the
healthcare sector, it has been defined as difficulties in personal
functioning at a moral level that may arise after exposure to
potentially morally harmful or traumatic events in the workplace.'*
According to Litz and Kerig, moral injury encompasses the psycho-
social, behavioural and even spiritual impacts of ‘perpetrating, failing
to prevent, or bearing witness to acts that transgress deeply held
moral beliefs and expectations’.'® Potentially harmful events tend to
occur in high-risk environments and contravene the moral code and
values held by healthcare professionals.'**® They have been
observed in highly stressful environments, such as intensive care
departments.”

Moral injury may be caused in a variety of ways: by an
individual's own actions (e.g., doing something that they feel they
should not have done), by an individual's inaction (e.g., not doing
something that they feel they should have done), or by other people's
actions or inaction (e.g., feeling betrayed by other people).?” In other
words, it can occur upon witnessing human suffering or failing to
prevent outcomes that transgress deeply held moral beliefs.88 The
dimensions of the term moral injury are betrayal, guilt, shame, moral
concerns, loss of trust, loss of meaning/purpose, difficulty forgiving,
self-condemnation, religious struggle and loss of religious/spiritual
faith.172°
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In response to events of this kind, people experience moral
emotions such as guilt, shame, disgust, anger and contempt, as well as
cognitions.’® The internal conflict caused by psychological and
religious symptoms can have a significant impact on people's family,
social and occupational functioning.’®?! For some healthcare
professionals, this rift can challenge their personal values and
principles, leading to painful emotions.?22% Despite the importance
and repercussions that the new scenarios of ethical conflicts that
have emerged in the COVID-19 health crisis may have for
professionals, there is little research that delves into these
situations.?® Therefore, the aim of this study was to understand
and explore experiences of new moral challenges emerging among
physicians and nurses caring for individuals during the COVID-19

pandemic.

2 | METHOD

2.1 | Design

A qualitative methodology based on Gadamer's phenomenology?*
and following the recommendations of the COREQ checklist was
used in this study.?®> Qualitative research allows us to describe and
understand the reality of the object of study and examine the reasons
explaining the facts observed.?® According to Gadamer, language is
the basis for understanding phenomena, leading to a fusion of
horizons between the speaker's intention and the listener's
interpretation.?” Using this methodology, we were able to under-
stand the moral impact of the COVID-19 pandemic on healthcare

professionals by exploring their experiences.

2.2 | Participants and study context

The study was carried out in February and March 2021. Data were
gathered in two basic healthcare districts in Spain, encompassing
hospital care and primary care: one was located in southeastern Spain
(Almeria) while the other was in central Spain (Segovia). By the time
of the study, three waves of COVID-19 infections had been recorded
in Spain, which stood among the European countries with the highest
incidence on several occasions. Participants were selected using a
convenience sampling method.?® The researchers selected key
informants and these in turn identified other participants following
a snowball strategy. Eighteen healthcare professionals were invited
to participate in the study, five of whom refused due to time
constraints. The inclusion criteria were: healthcare professionals,
including doctors and nurses, who were working in hospital care and
primary care during the pandemic and who continued to work in the
sector at the time of the study. The exclusion criteria were:
healthcare professionals who did not give their informed consent,
who did not work in frontline care during the COVID-19 pandemic, or
who were retired or unemployed. Thirteen professionals with a mean

age of 41 (SD=11.75) and an average of 16 years' professional
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experience (SD = 11.02) participated in the study. Table 1 shows the

participants' sociodemographic and occupational characteristics.

2.3 | Data collection

Data were obtained using semistructured in-depth interviews
focused on a specific theme. Table 2 shows the interview script.
The interviews were conducted by the principal investigator via
videoconference on the Google Meet platform. The average length of
the interviews was 45-60 min. The sessions were audio recorded
after participants had signed the informed consent form, which was

sent by email.

2.4 | Data analysis

The interviews were recorded, transcribed and analysed. The
transcriptions were sent to participants to check their veracity by
emails. Data were analysed according to Fleming's method?*: (1) the
researchers decided whether or not the research question was
appropriate based on the methodological premises; (2) the research-
ers identified the preunderstanding of the object of study; (3) during
the data collection and transcription process, the researchers sought
understanding through dialogue; (4) during the data interpretation,
new questions arose, codes were categorized into units of meaning,
understanding was obtained from the fusion of horizons between
participants and researchers, and the units of meaning were grouped
into themes and subthemes. Several participants were asked to

validate the results and none made any corrections. The data analysis
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was triangulated by two researchers. ATLAS. ti 9.0 software was used

to support the analysis of the data.

2.5 | Ethical considerations

The study adhered to the ethical standards set out in the Declaration
of Helsinki. Approval was obtained from the Research Ethics
Committee for the Department of Nursing, Physiotherapy, and
Medicine (ENF 113/2021). The data were organized in such a way
as to protect participants' identities, integrity and access to the files.
Informed consent was sought from all the participants. They were
provided with relevant information about the study before signing
the informed consent form. Participants' right to privacy was
respected under Spanish Organic Law 3/2018, of 5 December, on
Personal Data Protection and Guarantee of Digital Rights were not
used for any purpose other than those stated in the study objectives.

2.6 | Rigour

Lincoln & Guba's quality criteria were used.?® Credibility was
achieved by recording participants' opinions and perspectives. The
interviewers confirmed the data with the participants after the
interviews. Dependability was deduced from recognition of all stages
in the research process. To ensure transferability, a detailed
description of the study setting, participants, context and method
was produced. In addition, the researchers read the interview
transcripts independently before reaching an agreement on the

themes and subthemes deriving from them.

TABLE 1 Participants’ sociodemographic and occupational characteristics
Participant Age (years) Sex Marital status Occupation Workplace Years of service
P1 33 Female In a civil partnership Physician PC 3 years
P2 62 Female Married Physician PC 32 years
P3 34 Male In a civil partnership Physician PC 8 years
P4 56 Female Divorced Nurse PC 36 years
P5 38 Female Single Nurse PC 4 years, 11 months
P6 49 Female Married Physician PC 22 years, 8 months
P7 22 Male In a civil partnership Nurse PC 9 months
P8 44 Female Married Nurse PC 20 years, 6 months
P9 24 Female In a civil partnership Nurse PC 14 months
P10 47 Female Married Nurse HC 19 years
P11 40 Female Divorced Physician PC 16 years
P12 37 Female Married Nurse HC 15 years
P13 48 Female Married Nurse HC 21 years, 9 months

Abbreviations: HC, hospital care; PC, primary care.
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TABLE 2  Script for the interview

Opening question
pandemic?

Additional questions
gone

Can you tell me how your work has affected you (at a personal level) during the COVID-19

How do you think your way of working has changed? Do you think this way of working has

against your moral values or principles?

What does guilt mean to you (if you've experienced it)? How did you feel?

Have you ever felt like a failure? Why? How did you feel? How did you react?

Have you punished yourself for your way of working during this period? In what way?

Do you think it's important to forgive yourself? Have you ever felt like that before? Tell me
how you felt about the situation.

Final questions

TABLE 3 Themes and units of meaning
Themes

Betrayal of moral and ethical values as a key source of
suffering

Ethical and moral sense of failure accompanying loss of
meaning

Lack of confidence in performance

Self-demand and self-punishment as personal
condemnation among healthcare workers

3 | RESULTS

The participants described their experiences in the workplace during
the COVID-19 pandemic. An inductive analysis of the data revealed
four themes allowing nursing professionals' experiences of potential
conflict ethics caused by the COVID-19 pandemic to be understood
(Table 3).

3.1 | Theme 1. Betrayal of moral and ethical values
as a key source of suffering

High caseload, self-demand and hesitation during the pandemic
placed a heavy emotional burden on the participants. In many
cases, the difficult decisions to be made and the public health
protocols to be followed resulted in a moral struggle for
healthcare professionals. The cocktail of emotions that they
experienced during the onslaught of the pandemic had an impact
on their ability to manage their personal lives and on their
professional performance. Hesitation, fear and distressing ex-
periences conditioned their personal values.

A sense of betraying their own moral values in complying with
the public health measures taken during the pandemic emerged in the
participants' narratives. They felt guilty at having been unable to do
the right thing or at having done something that they were aware was
wrong. The healthcare professionals criticized themselves and felt

How would you sum up the pandemic after the last year? Would you like to say anything else?

Units of meaning

Guilt, overwhelm, empathy, dissatisfaction, unfairness to patients,
against our principles, question of personal ethics, decision-making

Loss of meaning, personal demotivation, distancing from patients,
incomprehension, resignation, failure, frustration

Loss of confidence, insecurity/uncertainty in diagnosis, hesitation

Self-punishment, not being happy with oneself, self-defence system,
work as self-punishment.

guilty for failing to take action based on their experiences before the
pandemic. Their inaction when faced with highly difficult situations
also led to discomfort among the professionals. For some of them,
discomfort was replaced by a sense of powerlessness at having failed

to take action in line with their personal or ethical values.

...| feel guilty for not saying anything; I'd go in and
whatever happened happened... (P5)

When you didn't do what you should have done. For
example, when | tended to the first patients at the
start of March... | feel guilty about that, about not
being more alert when | suspected that the virus was
circulating, because | exposed my colleagues and they
caught it (P2)

...because although we had patients who we were
meant to turn over, we didn't do it because we had a
lot of work (P1)

The avalanche of unexpected events and the uncertainty that
they felt in their work pushed the participants to carry out
inappropriate interventions because they had no other option, not
because they did not know what to do. On a daily basis, they
encountered challenges and overwhelming situations that contra-

dicted what they had learned and experienced previously. They were
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forced to weigh up the ethics of doing the right thing with the

resources and means available.

...sometimes you have to do things that go against,
you have to do things that aren't right... (P4)

...you're always left wondering if you could have done
it better or differently, when something happens so

suddenly like a tsunami... (P6)

The apocalyptic situation experienced by some of the partici-
pants at certain points in the pandemic affected them morally.
Participants experienced ethical conflicts as a result of issues such as
instructions for sedation and decisions on resource allocation based
on variables such as age. When they arrived home after work, they
found it impossible to disconnect from their experiences in the
workplace. They would dwell on what they would encounter the next
day and how they were going to address it.

...it's just that, at the nursing home, we went to sedate
one patient and then you suddenly realise that you've
ended up sedating thirteen because the hospital told
us we couldn't send any more patients and we should
keep them there however we could, and we're talking
about your own patients, assigned to you, and that
feeling... (P5)

...[it was] the hardest thing I've seen in my life, | mean,
seeing a person who's 55 and because they're 55
they're not eligible for an ICU bed but another person
who's 54 is, just because of a few months' difference.
That person lived and the other one died... (P3)

3.2 | Theme 2. Ethical and moral sense of failure
accompanying loss of meaning

This section presents the consequences of continuous exposure to
personally harmful events on participants' professional practice.
Participants found themselves engaging in practices that diverged
from those they had learned during their training. In many cases, the
monotony of the situation and the type of patient led to deteriorating
care and worsening personal wellbeing.

In the participants' view, the type of virus made it impossible
to offer the same kind of healthcare as before the start of the
COVID-19 pandemic. This threw the meaning of their work and
their professional identity into crisis. One of the reasons for this
loss was the fact that they were unable to touch their patients
due to the protective protocols in place, placing a considerable
distance between them and resulting in more dehumanized care.
They also agreed that their workload and high caseload prevented
them from dedicating as much time as they would have liked to

= 121
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their patients. Moreover, the repetitive diagnoses and the often
unconscious state of COVID-19 patients led to ongoing exhaus-
tion among the professionals. Cumulatively, these circumstances
led them to lose their sense of purpose in their professional
practice.

..the huge numbers of patients arriving each day
overwhelmed our services. That avalanche of patients
meant that | couldn't see them as | would have liked.
| would have liked to have seen each patient by name.
The caseload was so high that we were often unable
to deliver the appropriate level of care... (P1)

...you don't get up in the morning feeling eager to see
patients. You go to work out of obligation, not

because you feel like it... (P5)

This loss of purpose led some professionals to consider leaving
the profession in pursuit of a more peaceful life. This was
exacerbated further by feelings of a lack of fulfilment and by the
circumstances outside their place of work. The restrictions and
prohibitions imposed in response to the pandemic penalized them
even more than their occupational situation, preventing them from

escaping the stress of their work.

...yes, I've considered quitting my career, this profes-
sion... (P3)

...Yes, I've sometimes thought that this isn't the
medicine that | studied, and I've thought about how

| like my job less now than | used to... (P2)

The participants expressed a strong feeling of failure, especially
with regard to the first wave of the pandemic. They did not expect
such a grave situation to occur in Spain. It took them by surprise and
left them unable to respond differently. This feeling of failure

continues to frustrate them and preoccupy their thoughts.

...yes, but it's a general sense that we failed at the

beginning... (P1)

The participants link this experience of failure to the huge
efforts that they made in their work, where they prioritized their
patients' wellbeing over their own. However, they often made
promises to patients to keep their hopes and spirits alive and
although they desperately hoped that these promises would
come true, in many cases they went unfulfilled because the
professionals could no longer control the situation. This consid-
erably increased their sense of ongoing frustration and of

personal and professional failure.

...| feel like I've failed in things that | wasn't able to
honour... (P10)
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3.3 | Theme 3. Lack of confidence in performance

The participants reported a loss of self-confidence due to the
substantial changes occurring in the types of conditions that they
cared for. In the space of just a few weeks, they began to tend almost
exclusively to cases of COVID-19, a completely unfamiliar and deeply
threatening virus. The lack of variety in the type of patients that they
cared for and the rising numbers of deaths undermined their
confidence. They explained that the shock caused by the situation
and the lack of resources, in some cases, made them feel insecure
about their performance. Moreover, the numbers of people dying
sapped their personal motivation because they saw no reward for
their efforts.

...personally, | think I've lost my confidence in my
abilities, for a long time we only saw respiratory
patients... (P3)

...seeing so many people die every day made you
doubt your work. It's as if nothing you do has any

effect, and that makes you lose confidence... (P7)

On the other hand, some participants explained that although
they felt pride in their work, they were not satisfied with the work of
some of their colleagues. They had lost faith in their colleagues
because they had failed to respond appropriately to the situation,
having lost personal motivation, hope and the will to fight for patients

in a critical condition.

...but sometimes you do lose [faith] in the people
around you. | tell my husband about it, some
colleagues actually say to you: ‘well, the patient hasn't

got long left anyway..." (P10)

3.4 | Theme 4. Self-demand and self-punishment
as personal condemnation among healthcare workers

The exposure of healthcare professionals to constant, highly
emotionally charged situations where they had to make decisions
that went against their values gave rise to strong feelings of guilt
and mechanisms of self-punishment. Besides guilt, the profes-
sionals' narratives indicate that perceived contradictions between
what they thought, felt and did or had to do prompted them to
criticize themselves harshly, evaluate their own performance
negatively, and place strict demands on themselves. For them,
self-punishment was a mechanism for compensating for their

perceived poor performance:

....subconsciously, you beat yourself up about not
resting, not being able to be alone in silence at
home... (P5)

MUNOZ-QUILES ET AL.

...what got to me the most and made me feel most
guilty was not calling all those people, because | didn't

feel able to cope with the situation... (P3)

Another source of self-inflicted suffering or self-punishment
was the professionals' relationship with the suffering of the
people who they cared for in a bonded, close, empathetic manner
with elements of self-transfer. In a chaotic situation where death
was always present, the professionals identified with the patients
and experienced negative emotions at the thought that they
could have done better. These thoughts did not dissipate when
they finished work and remained present day after day, resulting
in constant preoccupation and an inner need for self-judgement

and self-criticism.

...it does affect me because I've been on the receiving
end. | feel worse somehow. You do feel worse then,
when [patients] deteriorate because you've bonded
with them... (P12)

...knowing and feeling like things could have been

done more effectively for the patient... (P7)

4 | DISCUSSION

The aim of this qualitative study was to explore experiences of new
moral challenges emerging among physicians and nurses during the
COVID-19 pandemic. Our main findings relate to the feelings that
emerged as professionals attempted to adapt to the onslaught of
COVID-19.2° They also cast light on the consequences of these
feelings and emotions as professionals were forced to make decisions
that sometimes contravened their own moral values. According to
our findings, feelings of guilt flourished as professionals failed to do
what they felt was right or took action that they knew was
inappropriate.®° Other studies have shown that high caseloads
leading to poor decisions, unkept promises to patients, and repetitive,
difficult decision-making can give rise to a sense of guilt, regret, and
moral injury.?331:32

One very important finding in this study is the prevalence of self-
punishment. In line with other studies, the phenomenon occurs when
the aforementioned stressors go unaddressed and provoke negative
feelings.>3° Self-punishment is a mechanism that derives from the
desire to punish oneself for making mistakes to compensate for
feelings of shame and guilt, and it is important that healthcare
professionals work on self-compassion. Self-punishment is a destruc-
tive mechanism that provides relief from guilt.>® Self-compassion is a
more constructive response allowing people to recognize their errors
and be kind to themselves. Self-compassion is not synonymous with
self-indulgence; instead, it focuses on the present and reduces stress,
emotional fatigue and shame while simultaneously improving the

capacity for empathy.34-3¢
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The responsibility for limiting transmission through social
distancing imposed by the pandemic led to a restructuring of care.®!
Our findings show that maintaining distance when caring for patients,
having only one type of patient and discrepancies between demand
and available resources caused professionals to lose confidence in
their work and to lose their sense of purpose.’

As for the moral consequences, the professionals experienced
frequent ethical conflicts accompanied by intense concern and
distress. In our study, these ethical conflicts were found to derive
from a lack of resources and a sense of powerlessness at their
inability to take action.'?3° However, studies have shown that
exposure to potentially harmful events leads to an increase in
depression, anxiety, psychological distress and poor sleep quality.”*”
Moral injury, therefore, is a set of symptoms that can affect mental
health!230-38:3% and be brought about by these conflicts. To ensure
that the situations described and experienced by professionals do not
have similar consequences in the future, they must learn to make
ethically and morally charged decisions in a consensual manner amid
great uncertainty.*® Training in ethical conflicts and moral delibera-
tion in teams is one of the key strategies needed to address day-to-
day care and to handle future situations that are similar to the
COVID-19 pandemic.® Rushton et al. found that building moral
resilience, that is, the ability to maintain or restore personal integrity
in the face of moral adversity, can be a valuable personal resource in
response to moral and ethical conflicts.*?

This study has a number of limitations. On the one hand, the
findings may have been different if the data had been gathered
nearer the start of the pandemic in March 2020. In the midst of the
public health crisis, the healthcare professionals may have expressed
the conflicts ethics that they were experiencing more emphatically.
This period has been marked by resource shortages, uncertainty and
lack of knowledge of the virus.3! Despite this, our study provides
valuable information about the suffering associated with the ethical
and moral decisions faced by physicians and nurses. The fact that
most of the interviews were conducted by videoconference rather
than in person is another limitation. Although data collection was
carried out online, the strict scientific rigour underpinning the study
lends credibility to the findings. We failed to conduct a comparative
analysis across professions to ascertain whether there were signifi-
cant differences between physicians and nurses in terms of the
experience of ethical conflicts; however, we intend to do so in the
near future. Future lines of research could also identify potential
mental health problems caused by conflicts ethics, or examine the
implementation of preventive or palliative measures by institutions to

lessen the consequences of ethical dilemmas faced by professionals.

5 | CONCLUSION

After exploring the experiences of physicians and nurses in this study,
we can conclude that they have suffered as a result of the ethical
challenges posed by the COVID-19 pandemic. They display feelings
of guilt and failure, which are caused by excessive self-demand in
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their work and have led to self-punishment in some cases. This self-
punishment can be destructive for physicians and nurses, so it is
important that self-compassion programmes are put in place as a
healthy strategy for professionals to treat their own difficulties in
managing highly ethical and moral scenarios. This would improve
wellbeing among professionals and their patients.

5.1 | Relevance to clinical practice

The constant need to make decisions at difficult times and in
difficult circumstances has created a rift within healthcare
professionals, leading to a loss of personal identity and uncer-
tainty regarding their performance in the healthcare setting.
Given the moral and ethical discomfort and suffering caused by
the pandemic as a result of healthcare professionals' difficulties in
making decisions and managing interventions, it is very important
that the question of professional identity is not overlooked and
that training programmes involving high-fidelity simulation and
addressing different types of ethical conflict, as well as moral
deliberation as a team, are developed. Interventions must be put
in place to prevent and redress moral harm to health profes-
sionals as a result of ethical conflicts, arising in day-to-day care

and in possible future pandemics.

AUTHOR CONTRIBUTIONS

All authors have contributed to the drafting and revision of the
manuscript until its publication. Maria D. Ruiz-Fernandez, Angela M.
Ortega-Galan and José M. Mufioz-Quiles contributed to conceptuali-
zation, formal analysis, methodologhy, and writing. José M.
Hernandez-Padilla, José Granero-Molina and Cayetano Fernandez-

Sola contributed to investigation review and editing.

ACKNOWLEDGEMENT

This research has been funded by the University of Almeria and the
Andalusian Association of Community Nursing (ASANEC) (TRFE-SI-
2019/010).

CONFLICT OF INTEREST
The authors declare no conflict of interest.

DATA AVAILABILITY STATEMENT
The data that support the findings of this study are available from the

corresponding author upon reasonable request.

ORCID
Maria D. Ruiz-Ferndndez http://orcid.org/0000-0002-6454-4723
REFERENCES
1. Serrano Gallardo P. COVID-19: vulnerability in the eye of the hurricane.
Enferm Clin. 2021;31:52-S3. doi:10.1016/J.ENFCLI.2020.05.020
2. World Health Organization. 2021. Weekly epidemiological update
on COVID-19—29 June. Accessed June 30, 2021. https://www.

25UB017 SUOWILLIOD SANIER1D 3|01 idde aL Aq peuienob a1 SpIe YO ‘38N J0 S| o ARIq1 BUIIUO AB]IM O (SUOIPUOD-PLB-SLLBIALIOD"B| W AZRIGIUIIUO//STIY) SUONIPUOD PUE LB | 841 39S *[120Z/70/2T] U0 ARIGITBUIIUO /B1IM 81140 BURILOD AQ Z72ET GBI/TTTT OT/10p/LICD"AB| 1M ATRIGIpUIIUO//SANY LOIJ POPEOIUMOQ ‘T ‘€20 ‘€GLZS9ET


http://orcid.org/0000-0002-6454-4723
https://doi.org/10.1016/J.ENFCLI.2020.05.020
https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---29-june-2021

MUNOZ-QUILES ET AL

124 - -
—LWI LEYE Journalof Evaluationin Clinical Practice
International Journal of Public Health Policy and Health Services Research

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

who.int/publications/m/item/weekly-epidemiological-update-on-
covid-19—29-june-2021

Chandy Ranjalkar J, Chandy SS. Collateral effects and ethical
challenges in healthcare due to COVID-19—a dire need to support
healthcare workers and systems. J Family Med Prim Care. 2021;10(1):
22. doi:10.4103/JFMPC.JFMPC_1653_20

Mauro V, Lorenzo M, Paolo C, Sergio H. Treat all COVID 19-positive
patients, but do not forget those negative with chronic diseases.
Intern Emerg Med. 2020;15(5):787-790. doi:10.1007/511739-020-
02395-Z

Hossain F, Clatty A. Self-care strategies in response to nurses' moral
injury during COVID-19 pandemic. Nurs Ethics. 2021;28(1):23-32.
doi:10.1177/0969733020961825

Di Tella M, Romeo A, Benfante A, Castelli L. Mental health of
healthcare workers during the COVID-19 pandemic in Italy. J Eval
Clin Pract. 2020;26(6):1583-1587. doi:10.1111/JEP.13444
Williamson V, Stevelink SAM, Greenberg N. Occupational moral
injury and mental health: systematic review and meta-analysis. Br
J Psychiatry. 2018;212(6):339-346. doi:10.1192/bjp.2018.55
Chesnut RP, Richardson CB, Morgan NR, et al. Moral injury and
social Well-Being: A growth curve analysis. J Trauma Stress. 2020;33:
1-11. doi:10.1002/jts.22567

Hines SE, Chin KH, Glick DR, Wickwire EM. Trends in moral injury,
distress, and resilience factors among healthcare workers at the
beginning of the covid-19 pandemic. Int J Environ Res Public Health.
2021;18(2):1-11. doi:10.3390/ijerph18020488

Cox CL. ‘Healthcare heroes: problems with media focus on
heroism from healthcare workers during the COVID-19 pandemic.
J Med Ethics. 2020;46(8):510-513. doi:10.1136/MEDETHICS-2020-
106398

Ruiz-Fernandez MD, Ramos-Pichardo JD, Ibafiez-Masero O,
Cabrera-Troya J, Carmona-Rega MI, Ortega-Galan AM. Compassion
fatigue, burnout, compassion satisfaction and perceived stress in
healthcare professionals during the COVID-19 health crisis in Spain.
J Clin Nurs. 2020;29(21-22):4321-4330. doi:10.1111/jocn.15469
Murray H, Ehlers A. Cognitive therapy for moral injury in post-
traumatic stress disorder. Cogn Behav Ther. 2021;14:14. doi:10.
1017/51754470X21000040

Mantri S, Lawson JM, Wang ZZ, Koenig HG. Identifying moral injury
in healthcare professionals: the moral injury symptom Scale-HP.
J Relig Health. 2020;59(5):2323-2340. doi:10.1007/510943-020-
01065-w

Levi-Belz Y, Greene T, Zerach G. Associations between moral injury,
PTSD clusters, and depression among lIsraeli veterans: a network
approach. Eur J Psychotraumatol. 2020;11(1):1736411. doi:10.1080/
20008198.2020.1736411

Litz BT, Kerig PK. Introduction to the special issue on moral injury:
conceptual challenges, methodological issues, and clinical applica-
tions. J Trauma Stress. 2019;32(3):341-349. doi:10.1002/jts.22405
Jamieson N, Maple M, Ratnarajah D, Usher K. Military moral injury: a
concept analysis. Int J Ment Health Nurs. 2020;29(6):1049-1066.
doi:10.1111/INM.12792

Yeterian JD, Berke DS, Carney JR, et al. Defining and measuring
moral injury: rationale, design, and preliminary findings from the
moral injury outcome scale consortium. J Trauma Stress. 2019;32(3):
363-372. doi:10.1002/JTS.22380

Murray E, Krahé C, Goodsman D. Are medical students in
prehospital care at risk of moral injury? Emerg Med J. 2018;35:
590-594. doi:10.1136/emermed-2017-207216

Borges LM, Barnes SM, Farnsworth JK, Bahraini NH, Brenner LA. A
commentary on moral injury among health care providers during the
COVID-19 pandemic. Psychol Trauma: Theory Res Pract Policy.
2020;12:138-140.

Zhizhong W, Koenig HG, Yan T, et al. Psychometric properties of the
moral injury symptom scale among Chinese health professionals

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

during the COVID-19 pandemic. BMC Psychiatry. 2020;20(1):1-10.
doi:10.1186/512888-020-02954-W

Hodgson TJ, Carey LB. Moral injury and definitional clarity: betrayal,
spirituality and the role of chaplains. J Relig Health. 2017;56(4):
1212-1228. doi:10.1007/510943-017-0407-Z

Kopacz MS, Ames D, Koenig HG. It's time to talk about physician
burnout and moral injury. Lancet Psychiatry. 2019;6(11):€28. doi:10.
1016/52215-0366(19)30385-2

Cartolovni A, Stolt M, Scott PA, Suhonen R. Moral injury in
healthcare professionals: a scoping review and discussion. Nurs
Ethics. 2021;28:1-13. doi:10.1177/0969733020966776

Fleming V, Gaidys U, Robb Y. Hermeneutic research in nursing:
developing a Gadamerian-based research method. Nurs Inquiry.
2003;10(2):113-120. doi:10.1046/j.1440-1800.2003.00163.x

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting
qualitative research (COREQ): a 32-item checklist for interviews and
focus groups. Int J Qual Health Care. 2007;19(6):349-357. doi:10.
1093/intghc/mzm042

Fernandez-Sola C, Granero-Molina J, Hernandez-Padilla JM.
Comprender Para Cuidar Cayetano Ferndndez Sola José Granero
Molina José Manuel Herndndez Padilla. Editorial Universidad de
Almeria; 2020.

Binding LL, Tapp DM. Human understanding in dialogue: gadamer's
recovery of the genuine. Nurs Philos. 2008;9(2):121-130. doi:10.
1111/j.1466-769X.2007.00338.x

Lincoln YS, Guba EG. But is it rigorous? Trustworthiness and
authenticity in naturalistic evaluation. New Dir Program Eval.
1986;1986(30):73-84. doi:10.1002/EV.1427

Wang Z, Harold KG, Tong Y, et al. Moral injury in Chinese health
professionals during the COVID-19 pandemic. Psychol Trauma Theory Res
Pract Policy. 2022;14(2):250-257. doi:10.1037/tra0001026

Cavalera C. COVID-19 psychological implications: the role of shame
and guilt. Front Psychol. 2020;11(November):1-4. doi:10.3389/fpsysg.
2020.571828

Larson CP, Dryden-Palmer KD, Gibbons C, Parshuram CS. Moral
distress in PICU and neonatal ICU practitioners: a cross-sectional
evaluation. Pediatr Crit Care Med. 2017;18(8):e318-e326. doi:10.
1097/PCC.0000000000001219

El-Hage W, Hingray C, Lemogne C, et al. Health professionals facing
the coronavirus disease 2019 (COVID-19) pandemic: what are the
mental health risks? Encephale. 2020;46(3):573-580. doi:10.1016/j.
encep.2020.04.008

Hamon R, Trichet Y, Signorelli M. La peine comme mal nécessaire
dans la psychose mélancolique. Rev Latinoam Psicopatologia Fundam.
2017;20(3):526-543. doi:10.1590/1415-4714.2017v20n3p526.8
Lesley M. Psychoanalytic perspectives on moral injury in nurses on
the frontlines of the COVID-19 pandemic. J Am Psychiatr Nurses
Assoc. 2021;27(1):72-76. doi:10.1177/1078390320960535

Kotera Y, Green P, Sheffield D. Mental health shame of UK
construction workers: relationship with masculinity, work motiva-
tion, and self-compassion. Rev Psicol Trabajo y de las Organizaciones.
2019;35(2):135-143. doi:10.5093/jwop2019a15

Savieto RM, Mercer S, Matos CCP, Ledo ER. Nurses in the triage
of the emergency department: self-compassion and empathy.
Rev Lat Am Enfermagem. 2019;27:e3151. doi:10.1590/1518-8345.
3049.3151

Hines SE, Chin KH, Glick DR, Wickwire EM. Trends in moral injury,
distress, and resilience factors among healthcare workers at the
beginning of the COVID-19 pandemic. Int J Environ Res Public Health.
2021;18(2):488. doi:10.3390/ijerph18020488

Griffin BJ, Purcell N, Burkman K, et al. Moral injury: an integrative
review. J Trauma Stress. 2019;32(3):350-362. doi:10.1002/jts.22362
Jamieson N, Usher K, Maple M, Ratnarajah D. Invisible wounds and
suicide: moral injury and veteran mental health. Int J Ment Health
Nurs. 2020;29(2):105-109. doi:10.1111/INM.12704

25UB017 SUOWILLIOD SANIER1D 3|01 idde aL Aq peuienob a1 SpIe YO ‘38N J0 S| o ARIq1 BUIIUO AB]IM O (SUOIPUOD-PLB-SLLBIALIOD"B| W AZRIGIUIIUO//STIY) SUONIPUOD PUE LB | 841 39S *[120Z/70/2T] U0 ARIGITBUIIUO /B1IM 81140 BURILOD AQ Z72ET GBI/TTTT OT/10p/LICD"AB| 1M ATRIGIpUIIUO//SANY LOIJ POPEOIUMOQ ‘T ‘€20 ‘€GLZS9ET


https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---29-june-2021
https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---29-june-2021
https://doi.org/10.4103/JFMPC.JFMPC_1653_20
https://doi.org/10.1007/S11739-020-02395-Z
https://doi.org/10.1007/S11739-020-02395-Z
https://doi.org/10.1177/0969733020961825
https://doi.org/10.1111/JEP.13444
https://doi.org/10.1192/bjp.2018.55
https://doi.org/10.1002/jts.22567
https://doi.org/10.3390/ijerph18020488
https://doi.org/10.1136/MEDETHICS-2020-106398
https://doi.org/10.1136/MEDETHICS-2020-106398
https://doi.org/10.1111/jocn.15469
https://doi.org/10.1017/S1754470X21000040
https://doi.org/10.1017/S1754470X21000040
https://doi.org/10.1007/s10943-020-01065-w
https://doi.org/10.1007/s10943-020-01065-w
https://doi.org/10.1080/20008198.2020.1736411
https://doi.org/10.1080/20008198.2020.1736411
https://doi.org/10.1002/jts.22405
https://doi.org/10.1111/INM.12792
https://doi.org/10.1002/JTS.22380
https://doi.org/10.1136/emermed-2017-207216
https://doi.org/10.1186/S12888-020-02954-W
https://doi.org/10.1007/S10943-017-0407-Z
https://doi.org/10.1016/S2215-0366(19)30385-2
https://doi.org/10.1016/S2215-0366(19)30385-2
https://doi.org/10.1177/0969733020966776
https://doi.org/10.1046/j.1440-1800.2003.00163.x
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1111/j.1466-769X.2007.00338.x
https://doi.org/10.1111/j.1466-769X.2007.00338.x
https://doi.org/10.1002/EV.1427
https://doi.org/10.1037/tra0001026
https://doi.org/10.3389/fpsyg.2020.571828
https://doi.org/10.3389/fpsyg.2020.571828
https://doi.org/10.1097/PCC.0000000000001219
https://doi.org/10.1097/PCC.0000000000001219
https://doi.org/10.1016/j.encep.2020.04.008
https://doi.org/10.1016/j.encep.2020.04.008
https://doi.org/10.1590/1415-4714.2017v20n3p526.8
https://doi.org/10.1177/1078390320960535
https://doi.org/10.5093/jwop2019a15
https://doi.org/10.1590/1518-8345.3049.3151
https://doi.org/10.1590/1518-8345.3049.3151
https://doi.org/10.3390/ijerph18020488
https://doi.org/10.1002/jts.22362
https://doi.org/10.1111/INM.12704

MUNOZ-QUILES €T AL

40.

41.

Ducharlet K, Trivedi M, Gelfand SL, et al. Moral distress and
moral injury in nephrology during the COVID-19 pandemic.
Semin Nephrol. 2021;41(3):253-261. doi:10.1016/j.semnephrol.
2021.05.00641

Rushton CH, Thomas TA, Antonsdottir IM, et al. Moral injury and
moral resilience in health care workers during COVID-19
pandemic. J Palliat Med. 2021;25:712-719. doi:10.1089/jpm.
2021.0076

; 125
Journalof Evaluationin Clinical Practice W
o P S 2 G DS —WILEY

How to cite this article: Mufioz-Quiles JM, Ruiz-Fernandez
MD, Hernandez-Padilla JM, Granero-Molina J, Fernandez-
Sola C, Ortega-Galan AM. Ethical conflicts among physicians
and nurses during the COVID-19 pandemic: a qualitative
study. J Eval Clin Pract. 2023;29:117-125.
doi:10.1111/jep.13742

25UB017 SUOWILLIOD SANIER1D 3|01 idde aL Aq peuienob a1 SpIe YO ‘38N J0 S| o ARIq1 BUIIUO AB]IM O (SUOIPUOD-PLB-SLLBIALIOD"B| W AZRIGIUIIUO//STIY) SUONIPUOD PUE LB | 841 39S *[120Z/70/2T] U0 ARIGITBUIIUO /B1IM 81140 BURILOD AQ Z72ET GBI/TTTT OT/10p/LICD"AB| 1M ATRIGIpUIIUO//SANY LOIJ POPEOIUMOQ ‘T ‘€20 ‘€GLZS9ET


https://doi.org/10.1016/j.semnephrol.2021.05.00641
https://doi.org/10.1016/j.semnephrol.2021.05.00641
https://doi.org/10.1089/jpm.2021.0076
https://doi.org/10.1089/jpm.2021.0076
https://doi.org/10.1111/jep.13742



