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Abstract
Introduction: Moral injury involves the adverse psychological, biological, spiritual, behavioural, and social
consequences of actions that violate moral values. It can lead to anxiety, depression, burnout, and post-traumatic
stress disorder. Nurses, who often face ethical dilemmas, are particularly vulnerable. Despite its significance, the
relationship between moral injury and mental health outcomes in nurses remains underexplored.
Aim: This systematic review aimed to describe the associations among moral injury, anxiety, depression, and
quality of life in nurses.
Methods: The review was registered in PROSPERO (CRD42023438731) and was conducted following the
PRISMA guidelines. A literature search was performed in December 2023 across PubMed, CINAHL, Scopus, and
Web of Science. Peer-reviewed primary research involving nurses, published in English or Italian, without time
restrictions, was considered eligible. The risk of bias and the quality of evidence were assessed using the Joanna
Briggs Institute checklist and the GRADE approach.
Results: Out of 4730 articles identified, eight met the inclusion criteria. The analysis revealed significant positive
associations betweenmoral injury, anxiety, and depression, alongwith a significant negative associationwith quality of life.
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Conclusion: These findings highlight the need for healthcare systems to implement strategies that mitigate moral injury
among nurses. Future research should prioritize longitudinal studies to explore causal relationships and develop targeted
interventions. Additionally, standardizing the concept and measurements of moral injury is crucial for enhancing the
comparability and understanding of this phenomenon.
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Introduction

Moral injury is a complex phenomenon characterized by profound psychological and emotional disturbances,
including feelings of shame, guilt, loss of trust, and betrayal.1–3 It often results in social isolation, increased
substance and alcohol use, self-harm behaviours, and spiritual crises.4–7 Furthermore, moral injury is
commonly associated with mental health issues such as anxiety, depression, burnout, post-traumatic stress
disorder (PTSD), and suicidal ideation.6,8–12

This condition is notably prevalent among nurses,13–15 significantly impacting their well-being and clinical
practice.12,13,16,17 However, to the best of our knowledge, there is a limited understanding of the relationship
between moral injury and psychological outcomes among nurses. Therefore, this manuscript aims to fill this
knowledge gap, exploring the association between moral injury, anxiety, depression, and quality of life in the
nursing profession.

Background

The concept of moral injury was first identified by Shay in the 1990s among military veterans whose
experiences could not be fully explained by PTSD diagnoses.18 Shay described moral injury as ‘a betrayal of
what is morally right by someone who holds legitimate authority in a high stakes situation’.19 The definition
has been expanded by Litz and colleagues,20 who define moral injury as ‘the lasting psychological, biological,
spiritual, behavioural, and social impact of perpetrating, failing to prevent, or bearing witness to acts that
transgress deeply held moral beliefs and expectations’.

Moral injury has typically emerged from extreme circumstances, predominantly observed within military
or war settings,8,18 where individuals experience potentially morally injurious events (PMIEs), such as
witnessing severe violence against human life or the killing of civilians.4 Research has extensively docu-
mented the occurrence of moral injury among military personnel,21–23 linking it to severe mental health
outcomes, including depression, anxiety, PTSD, and an increased risk of suicide.2,24–27 However, it is in-
creasingly recognized that moral injury is not exclusive to the military. Professionals such as police officers,28

firefighters, paramedics,29 journalists,30 teachers,31 and other essential workers32 also suffer from moral
injury. Civilians are similarly affected, including refugees,33 individuals exposed to war trauma,34 and those
dealing with the consequences of abortion.35 Furthermore, Dean and colleagues36 extended the concept of
moral injury to the healthcare sector, suggesting that conditions often categorized as physician burnout may
reflect moral injury, which they describe as ‘the challenge of simultaneously knowing what care patients need
but being unable to provide it due to constraints beyond our control’.

Despite its broader recognition, there is an ongoing debatewithin the scientific community about whethermoral
injury should be distinguished from related phenomena such as moral distress (MD), burnout, and PTSD, with no
consensus on a definitive description ofmoral injury.6,37–39 Signs and symptoms ofmoral injury often overlapwith
MD, burnout, and PTSD, further complicating clarity.6,40 Nonetheless, many researchers advocate recognizing
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moral injury not merely as a mental health disorder as per burnout and PTSD but as a distinct condition with its
own unique moral and ethical dimensions.6,11 Therefore, researchers have attempted to delineate the distinction
between MD, burnout, PTSD, and moral injury. Gibbons and colleagues,4 for instance, differentiate MD, which
occurs when ‘an individual makes a moral judgment about a patient situation but does not act accordingly’ from
moral injury, defined as ‘a deeper emotional wound unique to those who witness intense human suffering and
cruelty’. This distinction has been further elaborated by Čartolovni et al.,6 highlighting that while MD and moral
injury may share common elements, such as impacts on moral integrity and feelings of guilt, regret, and
helplessness, they vary significantly in severity. They further clarified that ‘moral distress represents a form of
situational problem (due to external or internal constraints), while moral injury represents an experience of a
problem that results in a long-lasting change to an individual’s sense of losing hope, trust, integrity’.6 This
perspective is corroborated by Rosen and colleagues,41 suggesting that, although related, MD, moral injury, and
burnout may be viewed along a continuum, where unresolvedMDmight escalate, leading to moral injury through
a ‘crescendo effect’,42 and moral injury, if remains unmanaged, may culminate in burnout.43 Furthermore, they
suggest that progression along this continuum is not always predictable, remarking that sometimes a singlemorally
stressful event can lead directly to burnout,41 according to other authors.44 Mewborn and colleagues11 have
recently discussed the continuum of moral injury in clinical practice. They distinguish between morally and
ethically challenging events that may not result in harm,45 such as an error in administering therapy without
damage to the patient, and PMIEs, which involve severe moral breaches and outcomes,16 such as the patient’s
death. They argue that while both event types can precipitate moral injury, morally stressful events first cause MD
and subsequently – accumulating and not resolving – could lead to moral injury,11 as suggested by other
authors,41,42,46 while PMIEs pose a higher risk of moral injury due to their severity.11 Furthermore, Mewborn and
colleagues reiterate that burnout is a consequence of moral injury,11 aligning with Shay’s earlier insights and
supported by other theoretical analyses.18,19,41 Indeed, while moral injury is marked by emotional suffering due to
engaging in or witnessing actions that breach moral beliefs,4,20,36 burnout manifests as emotional exhaustion,47

where individuals ‘are no longer distressed at the violation of deeply held moral beliefs, because they are beyond
feeling’.41 Similarly, while PTSD typically arises from traumatic events and involves symptoms like re-
experiencing the trauma and hyperarousal,48 moral injury specifically relates to breaks in moral and ethical
values rather than direct threats to personal safety.11 This distinction places both burnout and PTSD at the end of the
spectrum as a possible outcome of moral injury, but not as moral injury itself.6,46,49

Furthermore, the COVID-19 pandemic has highlighted parallels between military personnel and
healthcare workers (HCWs), often described as frontline workers,12 promoting further exploration of moral
injury within the healthcare sector.36,50 In fact, there has been a notable increase in moral injury–related
publications since the onset of the pandemic,5 with a surge in academic interest evidenced by numerous recent
literature reviews and analyses.6,11,41 This expanded focus has revealed the presence of moral injury in a
broad range of HCWs, including physicians, nurses,10,51,52 midwives,53 speech-language therapists and
audiologists,54 respiratory therapists,55 paramedics,56 neurosurgeons,57 radiologists,58 and veterinarians,59

highlighting the widespread impact of moral injury in healthcare, recently defined as a ‘parallel pandemic’.60

The ethically stressful situations that HCWs face can leave profound emotional traces, contributing to the
development of moral injury.6,11 HCWs handle ethical dilemmas daily,61 with studies indicating that moral
injury levels among them are comparable to those observed in soldiers deployed in combat zones,62 reaching
up to 69% during the COVID-19 crisis.56 Indeed, the pandemic posed various PMIEs, as HCWs struggled to
respond quickly to critical situations51 and the inability to provide acceptable care,63 compounded by guilt
over the scarcity of resources, knowledge, and staffing.55 Such factors laid the groundwork for the emergence
of moral injury.64 Furthermore, throughout the pandemic, HCWs were forced to make hard decisions about
prioritization of patient care and resource allocation,40,65 such as who would receive a ventilator or hospital
bed.66 These acts often conflicted with their personal and professional values, increasing the risk of moral
injury.67,68 Additionally, HCWs faced individual, occupational, and social challenges, including the fear of
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infecting themselves and their families,63,69 undergoing long work hours in stressful conditions with in-
sufficient staffing, support, and protective equipment,51,70,71 facing public defamation,72 and witnessing high
patient mortality.68

The prevalence and implications of moral injury in HCWs have been thoroughly documented in the
scientific literature.6,11 In particular, some studies have specifically addressed the nursing profession, in-
dicating a higher prevalence of moral injury in nurses compared to other HCWs,13–15 with incidence rates
reaching up to 71.5%,73 and examining the effects of moral injury on both the well-being and clinical practice
of nurses.12,13,16,17 However, despite the high incidence of moral injury among nurses and its wide range of
negative outcomes, there appears to be a lack of knowledge about the relationships between moral injury and
psychological outcomes among nurses.

Aim

This systematic review aims to describe the association between moral injury and anxiety, depression, and
quality of life among nurses.

Methods

Study design

This systematic review was performed according to the updated guidelines reported in the Preferred Re-
porting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement.74,75 In addition, to improve
the scientific rigour of the study, the PRISMA Checklist was used (see Supplemental) and the research
protocol was registered in the PROSPERO (International Prospective Register of Systematic Reviews)
database (ID: CRD42023438731).

Eligibility criteria

The eligibility criteria for this systematic review were established and justified following the review’s scope
and methodology.74,75 Based on the PICO model,76 these criteria were formulated through collaborative
consensus among the research team. The inclusion criteria were primary empirical research studies published
in peer-reviewed journals in any year, written in English or Italian, focused on any healthcare setting, in-
volving nurses of all genders, and addressing the association between moral injury and anxiety, depression,
and/or quality of life. To ensure the reliability and validity of the review, exclusion criteria were also defined.
Non-empirical studies, secondary research, grey literature, and non–peer-reviewed articles were excluded.
The review did not impose time constraints to improve completeness, and articles in languages other than
English or Italian were excluded due to translation resource limitations. Studies focusing on nurses in military
or police settings or other worker populations such as soldiers or healthcare practitioners other than nurses
were also excluded. Furthermore, research investigating the association between moral injury and other
outcomes, such as PTSD or suicidal tendencies, was not considered for inclusion.

Information sources

To identify potentially pertinent records, a comprehensive literature search was systematically conducted on
the subsequent databases: PubMed (via MEDLINE), CINAHL (via EBSCO), Scopus, and Web of Science
(via EBSCO). The search was executed on 31 December 2023.
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Search strategy

A comprehensive search strategy based on the PICO model76 was implemented across various databases to
identify relevant sources of information, employing specific terms tailored to each component of the model
(P = population, I = intervention/exposition, and O = outcomes). The strategy focused on nurses (P), moral
injury (I), and anxiety, depression, or quality of life (O). The comparison component (C), which is outside the
scope of this review, was omitted. The search strings were formulated by integrating keywords from the
thesaurus of the respective databases, such as MeSH, along with other pertinent terms and Boolean operators
(AND/OR). Search strings were designed to suit specific databases. The selection of keywords was guided by
predefined eligibility criteria, with no filters applied during the search to avoid limiting the results. Following
methodological guidelines,74,75 the complete search strategy for PubMed and the final search strings for each
database were documented to improve the transparency and reproducibility of the research process. A detailed
report is available for reference in the Supplemental Material.

Selection process

The study selection process consisted of two main phases: screening titles and abstracts, followed by full-text
screening. To perform these steps, all potentially relevant studies identified during the research phase were
imported into Zotero© software, ensuring a transparent and traceable process. A combination of automated
Zotero© tools and manual examination was used to eliminate duplicates. This approach helped address
discrepancies, such as variations in the letter casing, that might not be detected by the software alone. Once
duplicates were removed, the records were imported into Rayyan©, a free and time-saving online software
known to improve the efficiency and traceability of article screening in systematic reviews.77

A dedicated research team conducted the screening procedure: a researcher (FG) who was not involved in the
study selection uploaded the records to the Rayyan© software, while two reviewers (GA and PB) independently
evaluated them. This method ensures that the entire process remains impartial and is not influenced by any prior
knowledge of the records evaluated by the reviewers. The two reviewers (GA and PB) independently conducted
the screening phases, and any disagreements regarding study inclusion were addressed primarily through dis-
cussions. When required, a third researcher (RL) intervened to resolve the discrepancies.

The initial phase of the selection process involved screening titles and abstracts of potentially relevant
records based on eligibility criteria. To proceed to the screening phase, full texts of the records identified by
title and abstract screening were acquired using various methods. Most of these full texts were found using the
specific Zotero© function. The remaining were obtained through online research and through access to the
journals in which the articles were published. Despite efforts, five full texts remained inaccessible, even after
attempting to contact the respective authors and refer to the journals. Therefore, the full-text articles were
screened for eligibility according to the predefined inclusion and exclusion criteria.

Data collection process

A data charting template was used to efficiently extract relevant information from the selected studies,
ensuring alignment with the objectives of this systematic review. This template was designed and customized
following the latest version of the Cochrane Handbook for Systematic Reviews of Interventions.78 The
template construction and the subsequent data extraction were performed using Microsoft Excel© and
Zotero© software. According to the recommended methodology,74,75 two independent reviewers (GA and
PB) collected data from each study, improving the reliability of the extraction process. To address any
discrepancies that arose during data collection, a structured discussion session was conducted with a third
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researcher (RL). This session aimed to harmonize differing viewpoints and reach a consensus on the data
extracted, ensuring accuracy and consistency in the findings of the review.

Data items

Data extracted from the included studies were systematically classified into distinct categories for com-
prehensive reporting and detailed analysis, as suggested by the Cochrane methodology.78,79 These di-
mensions included bibliographic details (authors and year of publication); study design (e.g. longitudinal,
cross-sectional, or phenomenological study); country; context; sample size; investigated condition (moral
injury or exposures to morally injurious events) and related assessment instruments; outcomes investigated
(anxiety, depression, or quality of life) and related assessment instruments; direction of association (positive,
neutral, or negative); and main findings (e.g. significance level of observed association).

Study risk of bias assessment

Aligned with the PRISMA guidelines,74,75 a comprehensive assessment of the potential bias was performed
for each included study. This evaluation was conducted independently by two reviewers (GA and FG) to
ensure the robustness and reliability of the process. The assessment used the latest versions of the Joanna
Briggs Institute (JBI) Critical Appraisal Checklists80 to systematically examine the quality of the studies.
Each checklist item was evaluated with possible responses of ‘Yes’, ‘No’, ‘Unclear’, or ‘Not Applicable’.
Scores for each study were calculated based on the cumulative count of ‘Yes’ responses. The maximum
achievable scores were 11 for longitudinal studies and 9 for cross-sectional studies. The classification of bias
risk was determined as follows: studies scoring less than 50% of the maximum possible ‘Yes’ responses were
deemed to have a high risk of bias; those with scores between 50% and 70% were considered to have a
moderate risk; and studies scoring above 70% were classified as low risk. Disagreements between reviewers
(GA and FG) were subjected to careful examination and detailed discussion involving a third researcher (RL)
and continued until a consensus was reached. This structured approach provides a comprehensive and
transparent assessment of the integrity and validity of the studies.

Effect measures

Following the PRISMA guidelines,74,75 the synthesis and presentation of the results were based on the
quantitative elements extracted from the included studies. These elements encompassed a range of statistical
metrics, including means (M), standard deviations (SD), odds ratios (OR), effect size indicators (r-indexes),
correlation coefficients (Pearson’s coefficient), and significance values (p), which were used to evaluate the
associations between the independent variables (moral injury) and outcomes (anxiety, depression, and/or
quality of life). Additionally, standardization of statistical significance between studies was not applied.
Instead, the original presentation of statistical significance was maintained to preserve the integrity of the
study. Consistent with recognized scientific standards, only results with p-values ≤.05 were considered
statistically significant. Results that did not meet this threshold were excluded from the analysis to ensure the
clarity and relevance of the findings. This approach ensured a coherent and consistent representation of the
insights pertinent to the objective of the systematic review.

Synthesis methods

Although recognizing the potential advantages of a meta-analysis, the varied methodological approaches and
measures across the studies included in this review precluded a pooled quantitative synthesis, as suggested by
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the latest edition of the Cochrane Handbook for Systematic Reviews of Interventions.78 Specifically, sig-
nificant heterogeneity was identified in the instruments used to measure variables of interest (such as different
tools assessing moral injury, anxiety, depression, and quality of life) and in the analytical methods quantifying
their relationships. These factors contributed to a lack of methodological and statistical uniformity. Following
these challenges, a formal narrative synthesis was performed according to the Synthesis Without Meta-
analysis (SWiM) reporting guidelines.81 This approach ensured a transparent and robust quantitative data
synthesis, adhering to the PRISMA methodology.74,75

To shed light on the intricate interplay between the variables of interest, a vote-counting approach was
adopted according to the SWiM guideline.81 This method is considered suitable when dealing with varying
effect measures, as indicated in the Cochrane methodology,78,79 as it effectively captures the directional
effects between the variables. Each association was classified using a tripartite system: ‘+’ for a significant
positive association, indicating that higher moral injury was associated with increased outcomes; ‘�’ for a
significant negative association, implying that higher moral injury was associated with decreased outcomes;
and ‘0’ for non-significant association in either direction. In the vote-counting process, where the studies
provided more measures of association, they were counted for each reported measure. For example, if a study
explored two associations of moral injury (e.g. depression and quality of life), both were considered in the
synthesis. The narrative synthesis components are detailed in the Results section using a combination of
thematic textual segments and tables. The studies were organized by reference and grouped according to their
findings to facilitate the synthesis process.

A Harvest plot82 was used to visually represent the direction of the effects and further details of the studies, as
suggested by the Cochrane guidelines.78,83 In the Harvest plot, the reference displayed the source of information,
the bar heights reflected the nurse sample size, the shade indicated the nature of the association (black for positive,
grey for negative, and white for no association), and the labels reported the respective p-values.

The quality of evidence for each outcome was assessed using the Grading of Recommendations Assessment,
Development, and Evaluation (GRADE)84 approach, according to established guidelines.74,75,78,79 The assessment
was independently performed by two reviewers (GA and FG), employing a four-level system (high,moderate, low,
and very low quality of evidence) to determine the quality of evidence. In the GRADE approach, five criteria (risk
of bias, inconsistency, indirectness, imprecision, and publication bias) can decrease the level of evidence, whereas
three criteria (large magnitude of effect, dose-response, and consideration of all plausible confounding factors) can
increase the level of evidence. Evidence was downgraded by one level for serious limitations and by two levels for
very serious limitations identified in any of the five dimensions.

Results

Study selection

An initial search of four electronic databases identified 4730 potentially relevant articles. Subsequent deduplication
reduced this number to 3862 records, which were advanced to the title and abstract screening phase. Following a
manual assessment of relevance, 156 records were identified as pertinent and advanced to the full-text screening
phase. Notably, five of these full-text articles were inaccessible, leaving 151 full-text articles for the final screening
phase. During this phase, 143 articles were excluded for various reasons: one was written in a language other than
English or Italian, 87 were not primary empirical research studies (e.g. editorials and psychometric studies),
27 focused on non-target populations (e.g. soldiers and teachers), two did not include results pertinent to nurses,
and 26 did not address the relationship between the variables of interest. Ultimately, only eight studies satisfied the
inclusion criteria for this systematic review. To clearly illustrate the article selection process, a PRISMA flow
diagram74,75 is provided in Figure 1. This diagram visually details the number of records included and excluded in
each phase and provides explanations for the exclusions.
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Study characteristics

In this review, eight articles were systematically analysed. Table 1 provides a detailed overview of these
studies and their characteristics, including publication year, study design, country, context, sample size,
variables investigated, instruments used, direction of association between variables, and the main findings.

The years of publication of the included studies ranged from 2021 to 2022. Most articles (62.5%; n =
5)7,15,71,85,86 were published in 2021, while the remaining 37.5% (n = 3)87–89 emerged in 2022. Importantly,
no eligible studies have been published before 2021.

Figure 1. PRISMA flow chart reporting the records screening procedure, the numbers of sources included and
excluded, and the reasons.
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All included articles used quantitative methods, predominantly cross-sectional designs (87.5%;
n = 7),7,15,71,86–89 except for a single study (12.5%)85 that employed a longitudinal approach. Notably, none of
the included records belonged to the experimental, quasi-experimental, or qualitative categories.

The studies originated from five countries, with the following distribution: the United States of
America,85,88 China15,89 and Israel86,87 (25% each; n = 2 each), Honduras,71 and the United Kingdom88

(12.5% each; n = 1 each). Oceania and Africa were not represented in the included records.
Regarding the research context, all reviewed studies were conducted within the healthcare system of the

respective countries during the COVID-19 pandemic. In particular, none of the included studies was per-
formed before the onset of the epidemic.

The sample composition in all articles exhibited heterogeneity, encompassing various HCWs, rather than
being restricted to nurses. The sample sizes varied significantly, ranging from 169 to 4378 HCWs, with
13,600 participants (M = 1700; SD = ±1641). For the subsamples of nurses, the sample size also remained
significantly variable, ranging from 23 to 1107 nurses per study (n = 3340; M = 417.5; SD = ±359.3). The
percentage of nurses per study ranged from 13.6% to 67.7% (M = 32.3%; SD = ±18%). Notably, two studies
also included midwives in the nursing cohort.86,87

Moral injury was evaluated using two distinct instruments: the Moral Injury Symptom Scale-Health
Professional (MISS-HP) and the Moral Injury Events Scale (MIES). Most studies used only one of these
instruments (75%; n = 6),7,15,71,85,88,89 while two used both scales (25%).86,87 In general, there was a balanced
use of MISS-HP and MIES (n = 5 each).

Regarding the outcomes of interest, namely anxiety, depression, and quality of life, all included studies
examined at least two of these, resulting in a total of 20 evaluations. Depression was the most studied
outcome, investigated 10 times (50%), using the Patient Health Questionnaire-9 (PHQ-9) in all
studies,7,15,71,85–87,89 except in one,88 that used the PROMIS Emotional Stress-Depression scale. Anxiety was
investigated nine times (45%), and all articles7,15,71,85–87,89 used the Generalized Anxiety Disorder-7 (GAD-
7) questionnaire. Quality of life was investigated in only one case (5%),88 using the PROMIS Global Health
scale.

Regarding the association between moral injury, anxiety, depression, and quality of life, most evaluations
(95%; n = 19)7,15,71,85–87,89 reported a positive statistically significant association. Only one study (5%;
n = 1)88 found a negative association between exposure to morally injurious events and quality of life.
Interestingly, two studies86,87 that used both the MISS-HP and MIES scales reported a positive statistically
significant association between exposure to morally injurious events and MI.

Synthesis of findings

Prevalence and severity of moral injury and mental health outcomes. This systematic review provides insights into
the prevalence and severity of moral injury nurses. It also explores the impact of moral injury on mental health
outcomes, such as anxiety, depression, and quality of life, within this population.

The prevalence of moral injury was reported in four studies,71,86,87,89 involving 3767 HCWs and
862 nurses. The prevalence rates of moral injury ranged from 40.7%86,87 to 45.6%,71 with an average rate of
42.07% (SD = ±2.37%). The severity of moral injury symptoms, assessed using theMISS-HP, was reported in
four studies,15,71,86,89 involving 6477 HCWs and 1317 nurses. The mean severity scores ranged from 33.986

to 46.9,89 with an average score of 40.45 (SD = ±7.06), indicating a significant impairment in social,
professional, or familiar functioning, according to the scale’s cut-off (≥36).39

Only one study88 addressed the prevalence of exposure to morally injurious events, involving 2099 HCWs
and 551 nurses. The rates were 50.7% for other-induced potential moral injury and 18.2% for self-induced
potential moral injury. Furthermore, the severity of exposure to moral injury events, measured using the
MIES, was documented in three studies.7,85,86 The mean scores ranged from 15.57 to 22.54,86 with a mean of
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18.61 (SD ± 3.59). According to the scale, higher scores on the MIES indicate greater exposure to morally
injurious events (range 9–54).27

The prevalence of anxiety was investigated in five studies,7,85–87,89 involving 8326 HCWs and
2183 nurses. Its prevalence ranged from 21.3%87 to 62%,85 with an average of 31.32% (SD ± 17.40%).
Furthermore, the severity of anxiety symptoms, measured with the GAD-7 scale, was described in four
studies.7,15,86,89 The mean scores ranged from 5.6586 to 8.3,15,89 with a mean of 7.19 (SD ± 1.33), indicating
mild anxiety according to the scale’s cut-off (5–9 mild, 10–14 moderate, and 15–21 severe anxiety).90

The prevalence of depression was explored in the same five studies,7,85–87,89 involving 8326 HCWs and
2183 nurses. The prevalence ranged from 27.3%7 to 58%,85 with an average of 41.52% (SD ± 14.07%). The
severity of depressive symptoms, assessed using the PHQ-9, was reported in four studies.7,15,86,89 The mean
score ranged from 7.17 to 10.6,15,89 with an average of 9.01 (SD ± 1.85), indicating mild depression according
to the scale’s cut-off (5–9 mild, 10–14 moderate, 15–19 moderately severe, and 20–27 severe depression).91

Quality of life was examined in only one study,88 which involved 2099 HCWs and 551 nurses. However,
this study did not report specific prevalence values or average scores on the PROMIS Global Health scale.92

Associations between moral injury and mental health outcomes. This systematic review aims to describe the
relationships between moral injury and mental health outcomes, specifically anxiety, depression, and quality
of life, in nurses. These associations are illustrated in Figure 2.

Figure 2. Harvest plot: association between moral injury and exposure to morally injurious events with anxiety,
depression, and quality of life in nurses.
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An analysis of five studies,15,71,86,87,89 involving 6773 HCWs and 1445 nurses, consistently reveals a
statistically significant positive association between moral injury and anxiety (p < .01). The correlation
indices range from 0.3287 to 0.41,15,89 with effect sizes including Cohen’s d = �1.0671 suggesting a robust
relationship. Notably, one study71 identifies moral injury as a significant predictor of anxiety, while another71

highlights a positive association between anxiety and increased MISS-HP score (+0.406).
Similarly, the relationship between moral injury and depression was explored across five

studies,15,71,86,87,89 involving 6773 HCWs and 1445 nurses, showing a consistently positive and statistically
significant association (p < .01). The correlation indices range from 0.3187 to 0.44,89 with varying effect sizes
such as Cohen’s d = �1.1171 reinforcing the strength of this association. Although one study71 suggests that
moral injury may not predict depression, another15 finds a positive association between depression and an
increased MISS-HP score (+0.437).

The association between exposure to morally injurious events and anxiety is substantiated through a
comprehensive analysis of four studies,7,85–87 involving 5320 HCWs and 1600 nurses, showing a significant
correlation (p < .01) with correlation indices ranging from 0.3286 to 0.56.85 A longitudinal study85 un-
derscores the enduring nature of this relationship, while another7 reports that medium and high scores on the
MIES correlate with higher anxiety levels.

Investigation into the association between exposure to morally injurious events and depression in five
studies,7,85–88 involving 7419 HCWs and 2151 nurses, reveals a positive significant relationship (p < .05),
with correlation indices from 0.3086 to 0.59.85 A longitudinal study85 reinforces the persistence of this
association, and further research7 shows that medium to high MIES scores are associated with increased
depression levels. Additionally, another study88 finds that both other-induced and self-induced potential
moral injury contribute to elevated depression levels.

Finally, a single cross-sectional study,88 involving 2099 HCWs and 551 nurses, identified a negative and
statistically significant relationship between exposure to morally injurious events and quality of life (p <
.001). Those experiencing other-induced moral injury reported lower quality of life scores (M = 3.98 vs 4.16,
p < .001), as did those with self-induced moral injury (M = 3.88 vs 4.12, p < .001), compared to their
counterparts.

Risk of bias

The results of the quality assessment procedure are presented in the Supplemental Material, reporting the total
score for each study, the corresponding percentage, and the classification of bias risk. In summary, the quality
evaluation scores ranged from 62.5% to 81.8%, with an average bias risk of 71.16% (SD = ± 7.53%),
categorizing the overall bias risk as low. Specifically, a majority of the studies (62.5%; n = 5)7,15,85,86,88

exhibited a low risk of bias, while the remaining studies (37.5%; n = 3)71,87,89 were assessed as having a
moderate risk of bias. Notably, none of the included records were classified as having a high risk of bias.

Quality of evidence

The results of the quality of evidence assessment using the GRADE approach are presented in the
Supplemental Material, detailing the quality of evidence supporting the associations between MI, anxiety,
depression, and quality of life. The quality of evidence for anxiety and depression was conservatively rated
low. This reflects the predominantly observational nature of the studies involved, and the absence of criteria
justifying a modification in the quality of the evidence. In contrast, the quality of evidence for the association
between exposure to morally injurious events and quality of life has been downgraded to very low. This
assessment is based on the availability of only one study which exhibits significant biases, thus influencing the
reliability of the findings.
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Discussion

This systematic review describes the relationship between moral injury and its effects on anxiety, depression,
and quality of life among nurses. Our findings underscore the significant psychological burdens associated
with moral injury, highlighting the need for healthcare systems to implement targeted interventions aimed at
mitigating these impacts on nurses’ mental health and well-being.

The data consistently revealed a statistically significant association between moral injury and psycho-
logical symptoms among nurses. This aligns with previous studies that have identified links between moral
injury and various mental health issues such as depersonalization, reduced quality of life, depression, anxiety,
burnout, and PTSD among HCWs.10,16,52,63,93–95 Indeed, several authors describe the quality of life as a
multidimensional concept.96,97 Importantly, our review supports the recent findings that moral injury not only
compromises personal well-being but also adversely affects professional performance,22 potentially leading
to less humanized patient care,98 emotional distancing,99 and increased turnover and suicide rates among
HCWs.65

Focusing specifically on nurses, evidence suggests a significant correlation between the nursing role and
the development of moral injury.10,63,95 There is a stronger association between moral injury and depression
and anxiety when a higher proportion of nurses are included in the study samples.93 Nurses affected by moral
injury often experience diminished well-being and general health,100,101 along with increased levels of PTSD
and burnout.73,101,102 This scenario is particularly concerning given the implications of adverse mental health
outcomes on the mental health and overall well-being of the nursing population. The scientific literature
indicates that symptoms of anxiety and depression in nurses are significantly associated with critical issues
such as insomnia,103,104 alcohol, tobacco, and substance abuse,105–107 self-harm,108 and a greater risk of
suicidal ideation and suicide.109,110 Additionally, burnout and PTSD are linked to a higher prevalence of sleep
disorders,111,112 substance misuse,113 decline in quality of life,114 and suicidal ideation.115,116

Moreover, moral injury can lead to several organizational challenges, such as higher turnover rates,117

reduced work performance,118 and diminished clinical competence.119 The mental health issues related to
moral injury can further exacerbate these challenges, influencing clinical decision-making processes,120

leading to increased clinical errors,121,122 decreased job satisfaction,123 higher staff turnover,124 and greater
suicide risks.109

Given the significant prevalence and severe implications of moral injury among nurses, who constitute
59% of the global healthcare workforce,125 and the potential for moral injury to evolve into complex mental
health syndromes such as burnout and PTSD,6,11 healthcare institutions must undertake substantial structural,
organizational, and cultural reforms to manage moral injury effectively.6,17 These changes should aim to
foster moral resilience as a protective factor against moral injury,56,126 enhance nursing leadership to manage
moral injury effectively,13,117 and improve workplace safety to prevent PMIEs.127,128

Competent nurse leaders are crucial in recognizing the signs of moral injury and guiding targeted
interventions,17,129 cultivating an organizational culture that promotes ethical practices, facilitates open
discussions about ethical dilemmas, and provides clear guidance in decision-making processes.17,130,131 An
organized and supportive work environment serves as a safeguard against moral injury,132 contrasting the lack
of support from management and colleagues, which represents a major risk factor for its development.95

Additionally, peer support programs, empowerment initiatives, and personality-strengthening measures can
effectively mitigate moral injury.17,41 Promoting resilience traits such as light personality styles,94 spiri-
tuality,52 and proper exercise of authority133 can be beneficial. Furthermore, addressing PMIEs experienced in
clinical practice,17,134 such as patient safety incidents12 and workplace violence,4,135 and treating them as
occupational hazards,127 could also be appropriate. Measures aimed at improving safety, such as using
security technologies136 and providing personal equipment,16,17 could be instrumental in this perspective.
Moreover, assessing the needs of groups more susceptible to moral injury development within the nursing
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workforce, such as women,56 younger individuals,10 smokers,137 and less experienced nurses,13 as those who
may feel less religiosity and job satisfaction11 could be useful. Comprehensive education and training on
moral injury awareness for all HCWs, particularly nursing leaders17 and mental health professionals,138 are
crucial to improving understanding and management of moral injury. Lastly, encouraging self-care strategies
among nurses could improve moral injury management.139 Techniques such as mindfulness,140 art therapy,141

acceptance and commitment therapy,142 therapeutic touch,143 and spiritual practices such as pastoral care and
prayer,144,145 inspired by military interventions, could be not only therapeutic but also protective against
moral injury. These approaches can significantly benefit HCWs, helping nurses deal with the profound moral
challenges inherent in their profession.139

Limitations

To the best of our knowledge, this is the first systematic review focused on moral injury in nurses and its
impact on mental health outcomes. However, despite the rigorous methodology employed, some limitations
need to be acknowledged.

First, although we consulted four authoritative databases, the exclusion of Embase and PsycINFO may
have resulted in the involuntary omission of relevant studies. Additionally, restricting eligibility to articles
written only in English and Italian potentially excluded records published in other languages. Consequently,
only eight articles were included, which may limit the generalizability of our findings. This relatively small
number of studies underscores the urgent need for more primary research on the phenomenon and its impact
on nurses’ well-being. Another limitation is the predominance of cross-sectional designs among the included
studies. Cross-sectional studies provide a picture at one point in time, making it difficult to draw conclusions
about the causality and directionality of the associations observed. Accordingly, the quality of evidence
assessed using the GRADE approach was rated as low, suggesting caution in interpreting findings. Therefore,
to establish causal relationships and understand the long-term effects of moral injury on nurses, future
research should prioritize longitudinal studies. The inconsistency in moral injury measurement tools across
studies further complicates the comparability and generalizability of findings. Different instruments used to
assess moral injury, focusing on either exposure to morally injurious events or the severity of moral injury
symptoms, highlight the need for standardization. Standardizing moral injury measurement instruments in
healthcare research, particularly in the nursing field, would enhance the consistency of findings and facilitate
better comparisons across studies. Moreover, the conceptual ambiguity surrounding moral injury, including
its overlap with related phenomena like moral distress and burnout,36,146 could complicate the interpretation
and application of findings. Addressing this conceptual confusion through further theoretical studies and
developing standardized definitions of moral injury would improve comparability and understanding across
studies. Lastly, the review highlights a significant gap in targeted and tested interventions for reducing moral
injury among nurses. While it is suggested that healthcare systems implement strategies to mitigate moral
injury, there is limited evidence available on the effectiveness of specific interventions. Future research should
focus on developing and testing interventions to reduce moral injury in nurses. Drawing from holistic in-
terventions used in military populations, such as those for veterans, could provide valuable insights and
should be adapted and tested for effectiveness in the nursing profession.

Conclusions

This review describes the widespread and significant impact of moral injury on nurses, emphasizing its
profound implications for their mental health and overall well-being. The pervasive nature of moral injury
necessitates a comprehensive approach by healthcare systems, calling for significant reforms to enhance
ethical decision-making and strengthen nurse support mechanisms.
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Efforts should include the implementation of leadership programmes that cultivate an understanding of moral
injury, promote resilience, and encourage supportive managerial practices. Furthermore, establishing peer support
programs and improving workplace safety can provide nurses with the resources and networks they need to
manage the stress associated with their roles. Additionally, incorporating spiritual interventions and other
complementary strategies can help address the emotional and existential challenges associated with moral injury,
providing nurses with additional coping mechanisms and contributing to their emotional resilience. These ini-
tiatives are not only crucial to improving the well-being of nurses but could also have a direct impact on the quality
of care they provide, leading to more resilient healthcare systems and better patient outcomes.

The effective management of moral injury has the potential to transform healthcare settings into sup-
portive, empathetic spaces that benefit all members of the healthcare community. By prioritizing nurses’
mental health, healthcare systems can foster a more stable, effective, and compassionate response to the
myriad challenges faced in clinical settings. This focus ultimately enhances patient health and strengthens
system resilience, ensuring that healthcare environments are both supportive of staff and effective for patients.
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