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Highlights

•	 Roughly 25% of the RTs in our 
study were considering leaving their 
position in the spring of 2021 due 
to moral distress.

•	 Compared to RTs not considering 
leaving their position, those con-
sidering leaving reported elevated 
moral distress, functional impair-
ment and adverse psychological 
outcomes.

•	 Previous consideration of leaving 
one’s position due to moral dis-
tress, having left a position in the 
past for this reason, system-level 
moral distress and PTSD symptoms 
significantly increased the odds of 
considering leaving; however, the 
contribution of system-level moral 
distress and PTSD symptoms were 
each small.

•	 Broader, organizational issues may 
play an additional role in consider-
ation of position departure among 
Canadian RTs, and is an area for 
future research.

Abstract
Introduction: Respiratory therapists (RTs) faced morally distressing situations through-
out the COVID-19 pandemic, including working with limited resources and facilitating 
video calls for families of dying patients. Moral distress (i.e. psychological distress when 
restricted from undertaking a known ethically appropriate course of action) is associated 
with a host of adverse psychological and functional outcomes (e.g. depression, anxiety, 
symptoms of posttraumatic stress disorder [PTSD] and functional impairment) and con-
sideration of position departure. The purpose of this study was to understand the impact 
of moral distress and its associated psychological and functional outcomes on consider-
ation to leave a clinical position among Canadian RTs during the COVID-19 pandemic.

Methods: Canadian RTs (N = 213) completed an online survey between February and 
June 2021. Basic demographic information (e.g. age, sex, gender) and psychometrically 
validated measures of moral distress, depression, anxiety, stress, PTSD, dissociation, 
functional impairment, resilience and adverse childhood experiences were collected. 

Results: One in four RTs reported considering leaving their position because of moral 
distress. RTs considering leaving reported elevated levels of moral distress and adverse 
psychological and functional outcomes compared to RTs not considering leaving. Over 
half (54.5%) of those considering leaving scored above the cut-off for potential diagno-
sis of PTSD. Previous consideration to leave a position and having left a position in the 
past due to moral distress each significantly increased the odds of currently considering 
leaving, along with system-related moral distress and symptoms of PTSD, but the con-
tribution of these latter factors was small.

Conclusion: Canadian RTs considering leaving their position due to moral distress 
reported elevated levels of distress and adverse psychological and functional outcomes, yet 
these individual-level factors appear unlikely to be the primary factors underlying RTs’ con-
sideration to leave, because their effects were small. Further research is required to identify 
broader, organizational factors that may contribute to consideration of position depar-
ture among Canadian RTs. 
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futile treatments at a family’s request), 
unit or team (e.g. poor communication, 
bullying) and system sources (e.g. poor 
staffing, lack of adequate resources).6 
Whereas at the individual level moral dis-
tress is associated with depression, anxi-
ety, emotional constriction or detachment, 
guilt, grief and hopelessness, at the orga-
nizational level, moral distress is related 
to staff shortages, poor organizational cul-
ture and HCPs leaving their position or 
profession16-18 (see Burston and Tuckett17 
for a full review of outcomes associated 
with moral distress). Furthermore, the 
effects of moral distress may increase over 
time as ongoing instances of moral dis-
tress and unresolved past moral distress 
(i.e. moral residue) may compound to 
impact individuals and organizations in 
an increasingly negative way.7

HCPs may be at an elevated risk for moral 
distress and its associated outcomes dur-
ing extremely stressful times, such as a 
global pandemic. They may face a multi-
tude of situations in which they are pre-
vented from acting in line with their 
values.4,5,8,9,19,20 Indeed, at the outset of the 
pandemic, Norman et al.5 found that 
COVID-19-related moral distress among 
frontline HCPs in New York City stemmed 
from concerns for family, personal infec-
tion and work and was, in turn, related to 
PTSD symptoms, burnout, functional 
impairment and interpersonal difficulties 
in the workplace. 

In an investigation of moral distress among 
over 7000 Australian HCPs between August 
and October 2020, Smallwood et al.4 
found that the scarcity of resources, new 
PPE policies that limited their ability to 
care for patients, the exclusion of patients’ 
family members and the fear of letting 
co-workers down should one become 
infected constituted morally distressing 
events for HCPs. Petrișor et al.8 found that 
greater self-reported moral distress was 
associated with greater reports of depres-
sion and anxiety symptoms among ICU 
nurses. Furthermore, system-level sources 
of moral distress (e.g. feeling unable to 
provide adequate care due to staff and 
resource shortages) were more greatly 
reported by ICU nurses who reported con-
sidering leaving their position when com-
pared to their collogues not considering 
leaving.8 In a related study among a sam-
ple of 129 registered nurses conducted in 
July and August 2020, moral distress 
related to patient care quality and safety, 

as well as to issues in the work environ-
ment, predicted intention to leave.21

Falatah22 noted that predictors of pre-
pandemic turnover among nurses included 
sociodemographic variables (e.g. age, sex, 
marital status, nationality), yet during the 
pandemic, predictors of turnover further 
included caring for COVID-19 patients, 
working in COVID-19 divisions, fear of 
contracting the disease, stress and anxiety. 
Other predictors of consideration to leave 
a health care position may include child-
hood adversity and dissociation, as child-
hood adversity has been associated with 
mental and physical challenges in adult-
hood23,24 and those reporting moral distress 
may also report emotional dissonance or 
detachment.17 Furthermore, resilience (i.e. 
the ability to bounce back in the face of 
stress) may be protective against moral 
distress among HCPs,25,26 yet at least one 
study has found that resilience is insuffi-
cient to buffer against moral distress 
among HCPs.27 

Study objective and hypothesis

The majority of the literature on HCPs’ 
experiences with moral distress before 
and during the COVID-19 pandemic has 
focussed on nurses.8,21,28-30 RTs are also 
direct care providers who commonly face 
moral challenges and traumatic exposures, 
including performing and witnessing per-
ceived futile care or being responsible for 
the removal of mechanical ventilation, 
resulting in patient death.31,32 Given the 
toll pandemic service has exerted on HCPs 
and growing concern over attrition rates 
in health care,12-15 there is an urgent need 
to understand RTs’ consideration to leave 
due to moral distress and its associated 
outcomes. Accordingly, the aim of this 
study was to characterize the impact of 
specific types of moral distress and associ-
ated outcomes on RTs’ consideration to 
leave a clinical position due to moral dis-
tress during the COVID-19 pandemic. We 
hypothesized that RTs considering leaving 
their position because of moral distress 
would report higher levels of moral dis-
tress, adverse psychological and func-
tional outcomes and greater exposure to 
adverse childhood events, but lower levels 
of resilience when compared to RTs not 
considering leaving their position due to 
moral distress. We further hypothesized 
that moral distress, adverse psychological 
and functional outcomes, along with 
childhood adversity, would be signifi-
cantly associated with increased odds of 

Keywords: respiratory therapists, COVID-19, 
turnover, mental health, PTSD, health care, 
moral distress

Introduction

Respiratory therapists (RTs) are health 
care professionals (HCPs) with expertise 
in cardiopulmonary (heart and lung) 
health.1 As HCPs who work in a variety of 
settings (e.g. home care, community clin-
ics, outpatient clinics, emergency depart-
ments, operating rooms and intensive care 
units) and care for patients of all ages,1 
RTs have played a vital role on the front-
lines of the COVID-19 pandemic.2,3 Indeed, 
RTs have been at the bedside of COVID-19 
patients, contributing to respiratory reha-
bilitation and physiotherapy (e.g. proning 
patients – placing those in respiratory dis-
tress on their stomachs), caring for patients’ 
physical and emotional needs and guiding 
patients through recovery when discharge 
from hospital appeared possible.2 

Like other HCPs, RTs had to work with 
scarce resources, especially during the 
earlier stages of the pandemic, while also 
being confronted with morally distressing 
events such as facilitating video calls 
between dying patients and their fami-
lies.2,4,5 Moral distress is defined as the 
psychological distress that may occur 
when a HCP is constrained from acting in 
line with knowledge of the ethically appro
priate course of action for a given situa-
tion.6,7 Moral distress is associated with a 
range of adverse outcomes (e.g. burnout, 
depression, anxiety, PTSD symptoms, func
tional impairment) and considering leaving 
one’s position or profession.4,5,8,9 Despite 
emerging knowledge on the psychological 
and functional impact the pandemic has 
had on RTs,3,10,11 and growing concern over 
attrition rates among HCPs globally,12-15 lit-
tle is known about the impact of moral dis-
tress and its associated outcomes on 
Canadian RTs’ consideration to leave a 
position during the pandemic. Accordingly, 
the purpose of this study was to explore 
the impact of specific types of moral dis-
tress and associated psychological and 
functional outcomes on RTs’ consideration 
to leave a clinical position due to moral 
distress during the COVID-19 pandemic.

Moral distress and turnover during the 
COVID-19 pandemic

Moral distress may have various root 
causes, including patient (e.g. performing 



462Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and Practice Vol 43, No 10/11, October/November 2023

considering leaving a position due to 
moral distress, whereas resilience would 
be significantly associated with decreased 
odds of considering leaving a position due 
to moral distress. 

Methods

Ethics approval

This study is a part of a broader investiga-
tion of Canadian HCPs’ experiences during 
the COVID-19 pandemic that was approved 
by the Hamilton Integrated Research 
Ethics Board (#12667).

Procedure

Canadian RTs were recruited to participate 
in an online survey through social media, 
emails from the Canadian Society of 
Respiratory Therapists (representing over 
4000 RTs) and select hospitals across 
Canada. Participants had to have contrib-
uted to patient care in Canada during the 
pandemic to participate. RTs accessed the 
survey on Research Electronic Data Capture 
(REDCap)33,34 software between February 
and June 2021. 

Measures

Demographics
The survey included a demographic form 
indexing basic demographic (e.g. age, sex, 
gender, current province/territory of resi-
dence) and occupational information (e.g. 
total years practising, occupational setting).

Measure of Moral Distress—Healthcare 
Professional
The Measure of Moral Distress—Healthcare 
Professional (MMD-HP) was used to eval-
uate moral distress.6 The MMD-HP is a 
27-item, self-report measure that accounts 
for both subjective frequency of and dis-
tress associated with events. Participants 
rated their degree of agreement with 27 
statements on two 5-point scales assess-
ing (1) the frequency of exposure to an 
event and (2) the level of distress associ-
ated with the event, where 0 represented 
“Never/None” and 4 represented “Very 
frequently/Very distressing.” Total scores 
were calculated by summing the product 
of the frequency and distress ratings for 
each item. Greater scores indicated height-
ened exposure to the event and elevated 
levels of moral distress (Cronbach α = 0.96). 

Epstein and colleagues’ four-factor struc-
ture6 including two levels of team-related 

sources of moral distress was collapsed 
into three categories (i.e. patient, team 
and system) for the sake of parsimony, as 
per the design of Petrișor et al.8 Accord
ingly, the following subscales were con-
sidered in our analyses: patient-related 
stressors (e.g. “Continuing to provide 
aggressive treatment for a person who is 
most likely to die regardless of this treat-
ment when no one will make a decision to 
withdraw it”); team-related stressors (e.g. 
“[Working] with team members who do 
not treat vulnerable or stigmatized mem-
bers with dignity and respect”); and sys-
tem-related stressors (e.g. “[Being] unable 
to provide optimal care due to pressures 
from administrators to reduce costs”).6,8 
Participants were asked about consider-
ation to leave a clinical position due to 
moral distress both in the past and the 
present. The response options for the 
question “Have you ever left or consid-
ered leaving a clinical position due to 
moral distress?” were: i) “No, I have never 
considered leaving or left a position,” ii) 
“Yes, I considered leaving but did not 
leave” and iii) “Yes, I left a position,” as 
per the MMD-HP.6 The response options 
for the question “Are you considering 
leaving your position now due to moral 
distress?” were i) “Yes” and ii) “No,” as 
per the MMD-HP.6

Depression Anxiety Stress Scale 21
The Depression Anxiety Stress Scale 21 
(DASS-21)35 was used to assess symptoms 
of depression, anxiety and stress. 
Participants rated 21 items on a scale rang-
ing from 0 (“Did not apply to me at all”) 
to 3 (“Applied to me very much or most of 
the time”) with reference to the past 
week. The DASS-21 yields mutually exclu-
sive scores for depression, anxiety and 
stress35 (Cronbach α = 0.93).

Posttraumatic Stress Checklist 5
The Posttraumatic Stress Checklist 5 (PCL-
5)36 was used to measure the presence and 
severity of symptoms of posttraumatic 
stress disorder (PTSD). Participants used a 
5-point scale ranging from 0 (“Not at all”) 
to 4 (“Extremely”) to rate their degree of 
past-month agreement with 20 statements 
assessing symptoms consistent with PTSD 
as indexed in the DSM-537 (Cronbach 
α = 0.94). 

Multiscale Dissociation Inventory
The Multiscale Dissociation Inventory 
(MDI)38 was used to measure features of 
dissociation. Specifically, only the disen-
gagement and emotional constriction 

subscales of the MDI were used for our 
study, given the theorized relation of these 
subscales to RTs’ consideration of leaving 
their position.17 The MDI is a 30-item, self-
report measure yielding six scales of 
dissociative symptomology, including dis-
engagement, depersonalization, dereali
zation, emotional constriction, memory 
disturbance and identity dissociation. 
Participants rated their degree of past-
month agreement with 30 items on a 
5-point scale ranging from 1 (“Never”) to 
5 (“Very often”) (Cronbach α = 0.95). 

World Health Organization Disability 
Assessment Schedule 2.0
The 12-item version of the World Health 
Organization Disability Assessment Schedule 
2.0 (WHODAS)39 served as a measure of 
functional impairment. The WHODAS 
captures health-related disability across 
six domains of functioning, including cog-
nition, mobility, self-care, getting along, 
life activities and participation. Participants 
rated degree of impairment experienced 
over the past month for 12 statements 
using a scale ranging from 0 (“None”) to 4 
(“Extreme or cannot do”). Simple scoring 
of the WHODAS was used for this study39 

(Cronbach α = 0.88).

Brief Resilience Scale
The Brief Resilience Scale (BRS) was used 
to assess resilience (i.e. one’s ability to 
“bounce back” in the face of stressful 
events).40 Participants rated their degree of 
agreement with six items related to resil-
ience on a 5-point scale ranging from 1 
(“Strongly disagree”) to 5 (“Strongly agree”), 
such that higher scores indicated a higher 
degree of resilience (Cronbach α = 0.90).

Adverse Childhood Experiences Scale
The Adverse Childhood Experiences Scale 
(ACES) was used to assess exposure to 
childhood adversity.41 The ACES is a 
10-item, self-report scale assessing expo-
sure to common adverse life events, 
including physical, sexual or emotional 
abuse; neglect; domestic violence; paren-
tal separation or divorce; substance abuse 
in the household; or a mentally ill or 
incarcerated family member. Participants 
indicated whether they had experienced 
the events in childhood (Yes = 1, No = 0); 
higher scores represent greater exposure 
to childhood adversity41 (Cronbach α = 0.75).

Data preparation

Three-hundred and four (N = 304) survey 
responses were received between February 
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TABLE 1 
Demographic information stratified by RTs currently considering/not considering leaving a 

position due to moral distress, survey on moral distress during the COVID-19 pandemic, 
February to June 2021 

Variable

Considering leaving due to moral 
distress (n = 55)

Not considering leaving due to 
moral distress (n = 158)

Frequency Percentage Frequency Percentage

Sex and gendera

Female 48 87.3 134 84.8

Male 7 12.7 23 14.6

Age (y)

20–29 12 21.8 39 24.7

30–39 18 32.7 54 34.2

40–49 15 27.3 36 22.8

50–59 10 18.2 25 15.8

60–79 0 0.0 < 5 —

Population groupb

Caribbean 0 0.0 < 5 —

East Asian < 5 — 8 5.1

First Nations, Inuit, Métis < 5 — < 5 —

Latin American 0 0.0 < 5 —

Middle Eastern < 5 — < 5 —

South Asian < 5 — < 5 —

Southeast Asian 0 0.0 < 5 —

European 49 89.1 136 86.1

Other (e.g. “Canadian,” 
“Caucasian”)

< 5 — 7 4.4

Marital status

Legally married, common 
law, or domestic 
partnership

39 70.9 107 67.7

Single, never married 12 21.8 38 24.1

Separated, divorced or 
widowed

< 5 — 12 7.6

Missing 0 0.0 < 5 —

Province/territory

British Columbia 12 21.8 24 15.2

Alberta 7 12.7 35 22.2

Saskatchewan < 5 — 8 5.1

Manitoba < 5 — 7 4.4

Ontario 20 36.4 56 35.4

Quebec < 5 — < 5 —

New Brunswick < 5 — 0 0.0

Prince Edward Island 0 0.0 < 5 —

Nova Scotia 5 9.1 19 12.0

Newfoundland and 
Labrador

< 5 — < 5 —

Northwest Territories 0 0.0 < 5 —

Nunavut 0 0.0 < 5 —

Continued on the following page

and June 2021. After removing incomplete 
entries, 213 RTs were included in the final 
dataset for this manuscript. Missing data 
were addressed with multiple imputation42 

using Statistical Product and Service 
Solutions (SPSS), version 27.0.43 Only 
items that contributed to a scale’s total 
score were imputed; demographic data 
and yes/no responses (e.g. to a question 
such as “Are you considering leaving a 
clinical position due to moral distress?”) 
were not imputed.

Data analysis

Descriptive statistics were examined to 
characterize the sample, and then the data 
for those considering and those not con-
sidering leaving their clinical position due 
to moral distress were compared via a 
series of chi-square or Fisher exact tests. A 
series of independent sample t tests (with 
Holm-Bonferroni corrections and Cohen d 
for effect size) were conducted to com-
pare psychological and functional mea-
sures between those considering and not 
considering leaving. To assess the relation 
between moral distress and theoretically 
relevant variables (i.e. depression, anxi-
ety, stress, PTSD, dissociation, resilience, 
functional impairment) bivariate correla-
tions were run with the MMD-HP total 
score. Finally, a binary logistic regression 
model was constructed to identify the 
associations between moral distress, theo-
retically relevant variables and consider-
ation to leave a position due to moral 
distress.

Results

Sample

Two-hundred and thirteen (N = 213) par-
ticipants were included in the analysis; 
25.8% (n  =  55) of the sample reported 
that they were currently considering leav-
ing their position due to moral distress. Of 
the total sample, 42.3% (n = 90) reported 
that they had considered leaving their 
position due to moral distress in the past 
but did not actually leave, while an addi-
tional 13.1% (n = 28) reported consider-
ing and ultimately leaving a position in 
the past due to moral distress. Demo
graphic and occupational information for 
the total sample, stratified by current con-
sideration to leave a position due to moral 
distress, is presented in Table 1.
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Comparison of RTs considering and not 
considering leaving due to moral distress

Consideration to leave was not associated 
with any demographic variables (p values 
> 0.05). There was a significant associa-
tion between past and current consider-
ation of leaving a position due to moral 
distress [χ2(2) = 50.6, p < 0.001; Cramer 
V = 0.49, p < 0.001].

All psychological and functional measures 
(MMD-HP, DASS-21, PCL-5, MDI, WHODAS, 
BRS) significantly differed between those 
considering and those not considering 
leaving due to moral distress. Those not 
considering leaving scored significantly 
higher on the BRS but significantly lower 
on the remaining measures in comparison 
to those considering leaving their position 
(Table 2). There were no differences in 
ACES scores between those considering 
(M = 2.13, SD = 2.02) and not consider-
ing leaving (M = 1.78, SD = 2.14); how-
ever, power was insufficient to assay 
differences in ACES scores between the 
two groups (β = 0.18). Notably, 54.5% of 
the 55 participants who indicated that 
they were currently considering leaving 
their position due to moral distress and 
13.3% of the of the 158 participants who 
did not report currently considering leav-
ing their position due to moral distress 
scored above the PCL-5 cut-off.

Moral distress and associated variables

Bivariate correlations were run to assess 
the relationship between moral distress 
and its theoretically associated outcomes, 
mentioned earlier. MMD-HP total scores 
were significantly positively correlated 
with all DASS-21 subscale scores, PCL-5, 
and disengagement and emotional con-
striction subscales of the MDI and 
WHODAS scores, but significantly nega-
tively correlated with BRS scores. MMD-HP 
total scores were not significantly corre-
lated with ACES (Table 3). 

Consideration of leaving due to  
moral distress

Simple binary logistic regressions
Simple binary logistic regressions were 
conducted to predict consideration of 
leaving independently from the variables 
of interest and to determine variables to 
include in the final predictive model 
(Table 4). Sex/gender, working on a COVID-
19 unit and total years practising did not 
significantly impact consideration to leave. 

Variable

Considering leaving due to moral 
distress (n = 55)

Not considering leaving due to 
moral distress (n = 158)

Frequency Percentage Frequency Percentage

Occupational roleb

Staff therapist 44 80.0 131 83.4

Senior therapist or 
leadership

8 14.5 15 9.6

Management < 5 — 6 3.8

Educator 12 21.8 22 14.0

Consultant or research 0 0.0 < 5 —

Sales 0 0.0 < 5 —

Student < 5 — < 5 —

Policy or government 0 0.0 < 5 —

Other < 5 — < 5 —

Total years practising

Student < 5 — < 5 —

0–5 11 20.0 43 27.2

6–10 10 18.2 28 17.7

11–15 8 14.5 28 17.7

16–20 10 18.2 19 12.0

21–25 5 9.1 19 12.0

26–30 7 12.7 6 3.8

Over 30 < 5 — 11 7.0

Missing 0 0.0 < 5 —

COVID-19 unit

Yes 41 74.5 110 69.6

No 14 25.5 48 30.4

Occupational settingb

Hospital 53 96.4 134 85.4

Community 7 10.9 26 16.6

Student rotations 0 0.0 < 5 —

Other < 5 — 7 4.5

Patient populationsb

Adult care 55 100.0 151 96.2

Pediatric 29 52.7 82 52.2

Neonatal 26 47.3 79 50.3

Employment statusb

Full-time 38 69.1 116 74.8

Part-time 14 25.5 34 21.9

Casual 5 9.1 13 8.4

Self-employed < 5 — < 5 —

Unemployed < 5 — < 5 —

Abbreviations: RT, respiratory therapist; y, years.

Note: Cells with frequency counts of fewer than 5 participants are masked to protect anonymity. 

a All participants reported a cisgendered identity. Sex and gender have been collapsed to remove redundancy.

b Participants were permitted to select multiple options.

TABLE 1 (continued) 
Demographic information stratified by RTs’ current consideration of leaving a position,  

survey on moral distress during the COVID-19 pandemic, February to June 2021 
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TABLE 2 
Comparing outcome variables between respiratory therapists currently considering and not considering leaving their current position due to 

moral distress, survey on moral distress during the COVID-19 pandemic, February to June 2021 

Not considering leaving due 
to moral distress (n = 158)

Considering leaving due to 
moral distress (n = 55) t df p value d

M SD M SD

MMD-HP patient 37.46 20.48 54.24 24.76 −4.52 81.19 < 0.001 −0.775

MMD-HP team/unit 46.38 34.03 81.82 43.97 −5.44 77.71 < 0.001 −0.962

MMD-HP system 32.60 22.21 57.91 26.08 −6.95 211.00 < 0.001 −1.088

DASS-21—depression 10.61 7.91 16.18 10.82 −3.51 75.06 < 0.001 −0.637

DASS-21—anxiety 7.87 6.31 11.75 8.94 −2.97 73.59 0.004 −0.547

DASS-21—stress 14.57 7.61 20.80 9.61 −4.35 79.13 < 0.001 −0.760

PCL-5 18.22 13.26 33.98 17.97 −5.97 75.48 < 0.001 −1.079

MDI disengagement 10.96 3.92 12.91 4.31 −3.09 211.00  0.004 −0.484

MDI emotional constriction 8.37 3.60 10.44 4.90 −2.86 75.23  0.005 −0.519

WHODAS 7.73 6.28 13.18 6.98 −5.38 211.00 < 0.001 −0.840

BRS 3.45 0.80 3.19 0.72 2.09 0.02  0.030 0.327

ACES 1.78 2.14 2.13 2.02 −1.04 211.00  0.300 −0.163

Abbreviations: ACES, Adverse Childhood Events Scale; BRS, Brief Resilience Scale; d, Cohen d; DASS-21, Depression Anxiety Stress Scale 21; df, degrees of freedom; M, mean; MDI, Multiscale 
Dissociation Inventory; MMD-HP, Measure of Moral Distress—Healthcare Professional; PCL-5, Posttraumatic Stress Checklist for DSM-5; SD, standard deviation; WHODAS, World Health 
Organization Disability Assessment Schedule 2.0.

TABLE 3 
Bivariate correlations of respiratory therapists’ moral distress and theoretically associated outcomes,  

survey on moral distress during the COVID-19 pandemic, February to June 2021 

1 2 3 4 5 6 7 8 9 10

1 MMD-HP total —

2 DASS-21—depression 0.380** —

3 DASS-21—anxiety 0.477** 0.653** —

4 DASS-21—stress 0.422** 0.740** 0.653** —

5 PCL-5 0.551** 0.673** 0.650** 0.663** —

6 MDI disengagement 0.341** 0.609** 0.547** 0.578** 0.645** —

7 MDI emotional constriction 0.308** 0.599** 0.502** 0.451** 0.548** 0.572** —

8 WHODAS 0.340** 0.599** 0.515** 0.540** 0.609** 0.537** 0.521** —

9 BRS −0.240** −0.432** −0.475** −0.383** −0.520** −0.434** −0.343** −0.429** —

10 ACES 0.101 0.168* 0.082 0.129 0.166* 0.179** 0.149* 0.285** −0.120 —

Abbreviations: ACES, Adverse Childhood Events Scale; BRS, Brief Resilience Scale; DASS-21, Depression Anxiety Stress Scale 21; MDI, Multiscale Dissociation Inventory; MMD-HP, Measure of 
Moral Distress—Healthcare Professional; PCL-5, Posttraumatic Stress Checklist for DSM-5; WHODAS, World Health Organization Disability Assessment Schedule 2.0.

* Significant at p < 0.05

** Significant at p < 0.01

Past consideration of leaving a position 
due to moral distress significantly increased 
the odds of current consideration to leave 
for this reason, such that those who had 
considered leaving their position in the 
past were almost 30 times as likely to be 
currently considering leaving when com-
pared to those who had not considered 
leaving in the past (odds ratio [OR]  = 
29.33, 95%  CI:  8.64–99.55). Those who 
had left a position in the past due to moral 

distress were 12 times more likely to be 
currently considering leaving their posi-
tion compared to those who had never 
considered leaving (OR = 12.27, 95% CI: 
2.99–50.36). 

All three sources of moral distress and the 
psychological and functional variables sig-
nificantly independently increased the 
odds of consideration to leave due to 
moral distress (Table 4). Higher scores on 

the BRS significantly decreased the odds 
of considering leaving a position due to 
moral distress (OR = 0.66, 95% CI: 0.45–
0.98). ACES did not significantly increase 
the odds of consideration to leave 
(OR = 1.08, 95% CI: 0.94–1.24). 

Multiple binary logistic regression
A multiple binary logistic regression model 
was created to assess factors associated 
with increased odds of consideration to 
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TABLE 5 
Multiple binary logistic regression of respiratory therapists’ consideration to leave due to moral distress,  

survey on moral distress during the COVID-19 pandemic, February to June 2021 

B SE Wald p value OR 95% CI

Past consideration to leave (no, ref) 17.22 < 0.001

Past consideration to leave (yes, 1) 2.77 0.67 16.95 < 0.001 15.88 4.26–59.24

Past consideration to leave (yes and left, 2) 1.99 0.81 6.00 0.014 7.34 1.49–36.19

MMD-HP patient 0.01 0.01 1.15 0.285 1.01 0.99–1.03

MMD-HP team/unit −0.01 0.01 0.49 0.484 0.99 0.98–1.01

MMD-HP system 0.04 0.01 8.09 0.004 1.04 1.01–1.06

PCL-5 0.05 0.02 4.42 0.036 1.05 1.00–1.10

MDI disengagement −0.08 0.08 0.97 0.324 0.93 0.80–1.08

MDI emotional constriction 0.03 0.07 0.21 0.644 1.03 0.90–1.18

DASS-21—depression −0.04 0.04 1.02 0.312 0.96 0.89–1.04

DASS-21—anxiety −0.09 0.04 4.07 0.044 0.91 0.84–0.99

DASS-21—stress 0.06 0.04 1.84 0.175 1.06 0.98–1.15

WHODAS 0.07 0.04 3.05 0.081 1.07 0.99–1.16

BRS −0.03 0.35 0.01 0.931 0.97 0.49–1.93

Abbreviations: B, unstandardized beta; BRS, Brief Resilience Scale; CI, confidence interval; DASS-21, Depression Anxiety Stress Scale 21; MDI, Multiscale Dissociation Inventory; MMD-HP, 
Measure of Moral Distress—Healthcare Professional; OR, odds ratio; PCL-5, Posttraumatic Stress Checklist for DSM-5; ref, reference group; SE, standard error; WHODAS, World Health Organization 
Disability Assessment Schedule 2.0.

TABLE 4 
Simple binary logistic regressions of respiratory therapists’ current consideration to leave due  

to moral distress, survey on moral distress during the COVID-19 pandemic, February to June 2021 

B SE Wald p value OR 95% CI

Sex/gender 0.16 0.46 0.12 0.725 1.18 0.48–2.92

COVID-19 unit 0.25 0.36 0.48 0.489 1.28 0.64–2.56

Total years practising 0.10 0.08 1.41 0.234 1.10 0.94–1.29

Past consideration to leave (no; ref) 30.47 < 0.001

Past consideration to leave (yes; 1) 3.38 0.62 29.37 < 0.001 29.33 8.64–99.55

Past consideration to leave (yes and left; 2) 2.51 0.72 12.10 < 0.001 12.27 2.99–50.36

MMD-HP patient 0.03 0.01 19.96 < 0.001 1.04 1.02–1.05

MMD-HP team/unit 0.02 0.00 26.05 < 0.001 1.02 1.01–1.03

MMD-HP system 0.04 0.01 31.97 < 0.001 1.04 1.03–1.06

PCL-5 0.06 0.01 31.49 < 0.001 1.07 1.04–1.09

MDI disengagement 0.11 0.04 8.78 0.003 1.12 1.04–1.21

MDI emotional constriction 0.12 0.04 9.81 0.002 1.13 1.05–1.21

DASS-21—depression 0.07 0.02 13.90 < 0.001 1.07 1.03–1.11

DASS-21—anxiety 0.07 0.02 10.68 0.001 1.07 1.03–1.12

DASS-21—stress 0.09 0.02 18.96 < 0.001 1.09 1.05–1.14

WHODAS 0.12 0.03 21.90 < 0.001 1.12 1.07–1.18

BRS −0.41 0.20 4.23 0.040 0.66 0.45–0.98

ACES 0.08 0.07 1.07 0.300 1.08 0.94–1.24

Abbreviations: ACES, Adverse Childhood Events Scale; B, unstandardized beta; BRS, Brief Resilience Scale; CI, confidence interval; DASS-21, Depression Anxiety Stress Scale 21; MDI, Multiscale 
Dissociation Inventory; MMD-HP, Measure of Moral Distress—Healthcare Professional; OR, odds ratio; PCL-5, Posttraumatic Stress Checklist for DSM-5; ref, reference group; SE, standard error; 
WHODAS, World Health Organization Disability Assessment Schedule 2.0.

Note: Years practising was an ordinal variable treated as continuous for the model. 
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leave due to moral distress. Because the 
simple binary logistic regressions found 
no relationships, sex/gender, working on 
a COVID-19 unit, total years practising 
and ACES were excluded from this model.

The model significantly predicted consid-
eration to leave [χ2(13) = 96.7, p < 0.001] 
with 92.4% sensitivity and 65.5% speci-
ficity, yielding a classification of 85.4%. 
Past consideration to leave, MMD-HP sys-
tem-related sources, PCL-5 and DASS-21 
anxiety scores significantly predicted cur-
rent consideration to leave (Table 5). 
Specifically, the odds of considering leav-
ing one’s position were 15.88 (95% CI: 
4.26–59.24) times greater for those who 
had considered leaving a position in the 
past due to moral distress compared to 
those who had never considered leaving a 
position in the past for this reason. The 
odds of considering leaving one’s position 
were 7.34 (1.49–36.19) times greater for 
those who had left a position in the past 
due to moral distress compared to those 
who had never considered or left a posi-
tion in the past due to moral distress. The 
odds of considering leaving one’s position 
were 1.04 (1.01–1.06) times greater for 
every one unit increase in system-related 
sources of moral distress. The odds of con-
sidering leaving one’s position were 1.05 
(1.00–1.10) times greater for every one 
unit increase in PCL-5 scores. The odds of 
considering leaving one’s position were 
0.914 (0.84–0.99) times less for every one 
unit increase in DASS-21 anxiety scores.

Discussion

The purpose of this study was to charac-
terize the impact of moral distress and its 
associated psychological and functional 
outcomes on Canadian RTs’ consideration 
to leave a clinical position due to moral 
distress during the COVID-19 pandemic. 
One in four RTs in our study reported con-
sidering leaving their clinical position for 
this reason, 12 to 16 months after the 
beginning of the pandemic in Canada. 
Despite the focus on considering leaving 
due to moral distress, the reports on leav-
ing among other HCPs during the pan-
demic are consistent with our findings. 
For example, of nearly 700 frontline nurses 
in the Philippines assessed in early 2021, 
25.8% indicated their desire to leave their 
position,44 while 26.6% of ICU nurses in 
Romania reported considering resigning 
between October 2020 and February 
2021.8 Interestingly, Fronda and Labrauge44 
reported that whereas approximately one 

in four nurses in the Philippines reported 
considering leaving their position in early 
2021, one in five also reported considering 
leaving their profession entirely. 

Research on turnover among Canadian 
HCPs during the COVID-19 pandemic is 
scarce, yet consistent with the present pic-
ture of Canadian RTs. Of 1705 Canadian 
nurses residing in Quebec surveyed 
between July and November 2020, 29.5% 
reported a high degree of intention to 
leave their work setting and 22.3% 
reported intending to leave their profes-
sion entirely.45 In a second study con-
ducted between May and June 2021, 425 
critical care nurses from across Canada 
reported elevated symptoms of PTSD, 
depression, anxiety, stress and burnout, 
with 22% reporting intending to quit their 
current position.46 Ongoing surveillance of 
turnover intention is required to assess 
the extent to which the Canadian health 
care system will continue to be impacted 
beyond the pandemic period.

We found that RTs considering leaving 
their positions due to moral distress did 
report heightened moral distress along all 
three levels of distress assayed (i.e. 
patient, team/unit, system) and elevated 
symptoms of PTSD, depression, anxiety, 
stress, dissociation (i.e. emotional con-
striction, emotional disengagement) and 
functional impairment when compared to 
their counterparts not considering leaving 
because of moral distress. Critically, more 
than half of the RTs considering leaving 
scored above the cut-off on the PCL-5, 
indicative of potential PTSD. By compari-
son, only 13.3% of the RTs who were not 
considering leaving their position scored 
above the PCL-5 cut-off. Moreover, RTs 
considering leaving their position due to 
moral distress reported lower levels of 
resilience compared to those RTs not con-
sidering leaving. Notably, although resil-
ience scores were statistically different 
between RTs considering and not consid-
ering leaving their clinical positions, the 
true difference in mean scores on the 
resilience measure was only 0.26, repre-
senting a potentially minute clinical differ-
ence. Our findings demonstrate that RTs 
considering leaving are in need of ade-
quate mental health supports, given ele-
vated distress and adverse outcomes.

Although RTs who were considering leav-
ing their position due to moral distress 
reported significantly greater adverse 

psychological and functional outcomes 
than their counterparts who were not con-
sidering leaving, such variables actually 
contributed very little to the final predic-
tive model of consideration to leave. 
Rather, past consideration to leave was 
the only statistically significant predictor 
to substantially increase the odds of cur-
rent consideration to leave. RTs who had 
considered leaving or had actually left a 
position in the past had 16- and 7-times 
greater odds, respectively, of currently 
considering leaving a position due to 
moral distress, when accounting for other 
predictors. Of importance, however, wide 
confidence intervals for the odds ratios for 
past consideration to leave suggest insta-
bility of model fit and demonstrate that 
further information is required to under-
stand this effect. System-related moral dis-
tress and PTSD symptoms significantly 
increased the odds of consideration to 
leave a position, but their contributions to 
the overall model were small. 

We posit that although RTs considering 
leaving their position due to moral distress 
were actually characterized by greater moral 
distress, adverse psychological symptoms 
and functional impairment than their 
counterparts not considering leaving, these 
individual-level factors may not be suffi-
cient for understanding the factors driving 
RTs’ consideration to leave. Rather, it is 
possible that broader, more external fac-
tors, such as workplace or organizational 
issues, may play a more central role in 
RTs’ consideration of leaving a position. 
Indeed, perceived organizational support, 
ethical work climate, job commitment and 
job satisfaction are associated with 
decreased turnover intention among 
nurses,47 and a recently published system-
atic review revealed the importance of 
adverse working conditions and organiza-
tional support, in addition to psychologi-
cal stress responses, in turnover intention 
among HCPs during the COVID-19 
pandemic.48 

The role of broader, organizational factors 
in influencing consideration to leave may 
be further reflected in our findings that 
past consideration of leaving along with 
having left a position in the past both pre-
dicted RTs’ current consideration. A conti-
nuity of organizational or system issues 
could contribute to the continuity in con-
sideration to leave both in the past and 
present. While we cannot rule out that 
individual-level factors may contribute to 
consideration to leave, additional research 
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is needed to better understand RTs’ and 
other HCPs’ consideration to leave through 
study of not only individual-level factors, 
such as psychological symptoms, func-
tioning and resiliency, but also through 
careful consideration of broader, organiza-
tional factors.

Morally distressing experiences in health 
care will persist during and beyond the 
pandemic period, increasing risk of moral 
distress and, by association, adverse psy-
chological and functional outcomes and 
turnover intention. Data collection for this 
study took place from February to June 
2021, during the second wave of the pan-
demic in Ontario, Canada. Epstein and 
colleagues6 theorized the crescendo effect, 
by which moral distress increases over 
time as residual distress in the aftermath 
of distressing events compounds and 
gradually rises. 

Furthermore, in Litz and Kerig’s49 heuris-
tic continuum of moral stressors and out-
comes, moral distress, although impairing, 
is posited to elicit a less damaging response 
than moral injury. Moral injury has been 
defined as a psychological, social, emo-
tional and existential response to events in 
which one transgresses or witnesses a 
transgression of deeply held moral values 
and is associated with PTSD, depression, 
anxiety and suicidal ideation or attempts.50-53 
Without adequate mental health supports 
for RTs and other HCPs, the continuity of 
our health care system is at risk. 

Evidence-based interventions to mitigate 
moral distress are lacking.54 A recent sys-
tematic review found only 16 studies on 
interventions to address moral distress 
among HCPs.54 While this systematic 
review pointed toward educational inter-
ventions, consultation services, self-reflection 
exercises, grand rounds and facilitated 
discussions to reduce moral distress, all 
studies were limited by methodological 
constraints, rendering a lack of consensus 
on adequate interventions for moral dis-
tress at this time.54 Moral Stress Amongst 
Healthcare Workers During COVID-19: A 
Guide to Moral Injury, prepared by the 
Phoenix Australia Centre for Posttraumatic 
Mental Health and the Atlas Institute 
for Veterans and Families (https://www 
.moralinjuryguide.ca) may inspire the 
development of a stepped-care model of 
supports, ranging from prevention to 
intervention. These efforts will also be 
necessary at the team and institutional 

levels and may include rotating staff 
between high- and low-stress roles, pro-
moting a supportive culture and arranging 
rosters for shift workers, facilitating open 
discussions about moral and ethical chal-
lenges, encouraging self-care and celebrat-
ing success may also prove critical in 
mitigating moral distress. 

Health care organizations and leaders are 
urged to encourage self-screening for signs 
of mental illness and deteriorating mental 
health (see, for example, Road to Mental 
Readiness Continuum),55 as well as pro-
vide organizational support and the 
encouragement of formal assessments and 
treatment where needed (see D’Alessandro 
et al.56 for a summary of organizational 
considerations to bolster against COVID-
19-related moral injury in health care 
workers). In the absence of such targeted 
approaches, turnover may increase among 
Canadian RTs as a result of continued 
exposure to morally distressing events in 
the workplace. As empirical evidence of 
interventions for moral distress remains 
poor, adequate retention efforts that 
acknowledge RTs’ experiences with moral 
distress during the pandemic are urgently 
needed to ensure our RTs are supported 
and able to continue providing care 
beyond the COVID-19 pandemic.

Strengths and limitations

To our knowledge, this is the first study to 
investigate consideration to leave a posi-
tion due to moral distress among Canadian 
RTs during the COVID-19 pandemic. This 
study had several strengths, including 
indexing a range of psychological and 
functional outcomes and experiences that 
theoretically may relate to consideration 
to leave a position.

Findings from this study must be inter-
preted in the context of several limita-
tions. Our results may not be generalizable 
to the entire population of Canadian RTs, 
as our sample comprised mainly female 
RTs from Ontario. Future work should rep-
licate this design with a representative 
sample of Canadian RTs. Additionally, the 
MMD-HP was not altered for use during 
the pandemic timeframe, but rather the 
original scale prompt was used, asking 
participants to rate their general experi-
ence with each morally distressing item. 
Therefore, it is not clear whether reports 
of moral distress in this study were spe-
cific to the pandemic context or represen-
tative of RTs’ careers more broadly. 

Furthermore, reports of “past” consider-
ation to leave a clinical position could 
have occurred within the COVID-19 pan-
demic timeframe, as data collection took 
place approximately a year into the pan-
demic in Canada. Researchers looking at 
this question in future may wish to ask 
participants about their experiences dur-
ing the pandemic exclusively to better 
understand the effects of COVID-19-
related moral distress on consideration of 
leaving and psychological outcomes. 

Furthermore, past diagnosis of mental ill-
ness was not controlled for, thus render-
ing it unclear at present to what extent 
past history of mental illness contributed 
to consideration to leave among RTs dur-
ing the second year of COVID-19 pan-
demic. Future researchers should therefore 
consider the unique impact of pre-
pandemic illness to shed light on its 
potential role as a risk factor for consider-
ing leaving one’s position. 

Finally, as our results suggest (including 
wide confidence intervals for odds ratios 
in the final model demonstrating instabil-
ity in model fit) we must acknowledge 
that factors beyond moral distress may 
impact consideration to leave a position, 
including job satisfaction, organizational 
support and absenteeism. Future work 
should consider the impact of moral dis-
tress on intent to leave in the broader con-
text of workplace factors.

Conclusion 

One in four RTs sampled in Canada 12 to 
16 months after the onset of the pandemic 
were considering leaving their position 
due to moral distress. These individuals 
reported significantly greater psychologi-
cal and functional impacts than their 
counterparts who were not considering 
leaving a position. Although the sample of 
RTs considering leaving their position due 
to moral distress may be characterized by 
diminished mental health and well-being, 
our findings suggest that individual-level 
factors are not sufficient to understand 
consideration to leave among RTs. 
Adequate mental health supports and fur-
ther research into factors related to job 
turnover are critical to ensuring RTs’ well-
being and the continuity of our health 
care system.
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