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Background. During a public health crisis, such as the COVID-19 pandemic, nurse leaders coordinate timely high-quality care,
maintain proft margins, and ensure regulatory compliance while supporting the health and wellbeing of the nursing workforce. In
a rapidly changing environment where resources may be scarce, nurse leaders are vulnerable to moral injury; however, or-
ganizational efectiveness may help to bufer moral challenges in healthcare leadership, thereby fostering greater moral resilience
and reducing turnover intention. Aim. To understand mechanisms by which perceived organizational efectiveness contributes to
nurse leaders’ moral wellness (i.e., moral injury and moral resilience) and thereby efects work outcomes (i.e., engagement,
burnout, and turnover intention).Methods. A cross-sectional survey of nurse leaders (N= 817) from across the United States was
conducted using a snowball methodology, independent t-tests, and structural equation modeling to examine theoretical re-
lationships among moral injury, moral resilience, and organizational efectiveness. Results. Higher ratings on every facet of
perceived organizational efectiveness were signifcantly related to greater moral resilience (p< 0.001 for all t-tests) and lower
moral injury (p< 0.001 for all t-tests) among nurse leaders. Structural equation models indicated both moral resilience and moral
injury were signifcant mediators of the relationship between organizational efectiveness and work outcomes. Moral resilience
andmoral injury signifcantly mediated the efect of organizational efectiveness on burnout. Moral resilience was also a signifcant
mediator of the relationship between organizational efectiveness and moral injury. Conclusion. Dismantling organizational
patterns and processes in healthcare organizations that contribute to moral injury and lower moral resilience may be important
levers for increasing engagement, decreasing burnout, and reducing turnover of nurse leaders.

1. Introduction

In public health crises, nurse leaders and frontline nurses are
faced with health-related situations, which may overwhelm
their capacities to address them [1]. Te COVID-19 pan-
demic is the most recent example in the history of a global
public health crisis, which severely strained existing public
health infrastructure, taxed hospital resources, and degraded

an already tenuous workforce [2–5]. During these situations,
nurse leaders have a vital role in upholding organizations’
missions and values, while concurrently leading staf
through rapidly changing environments [6]. Tis requires
not only deft skills in communication, leadership, com-
passion, and resolve but also an ability to prioritize wellbeing
and resilience for themselves and their frontline staf. Nurse
leaders must support the provision of high-quality care and
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represent frontline staf at the organizational level, all while
serving as ethical role models [7]. During the COVID-19
pandemic, the challenges nurses faced at the point of care
were highlighted [8]. However, the toll the pandemic took
on nurse leaders was largely underreported. Many nurse
leaders’ work occurs “behind the scenes,” and as such, their
voices and experiences are underreported in the literature
with limited acknowledgment by their organizations ([9]—
in press) and, therefore, are poorly understood.

1.1.Moral Injury. Nurse leaders must navigate a myriad of
ethical and moral challenges and adversities that may
cause moral sufering and contribute to burnout, which
can lead to turnover intention and moral injury (MI)
[10, 11]. Tese experiences may be particularly heightened
amid a public health crisis [8, 9]. When moral sufering is
conceived as a continuum, MI is viewed as the most
corrosive type of moral sufering ([12], p. 52–76; 2023). MI
occurs when persons perceive that they or others have
violated their moral core producing symptoms, such as
stress, burnout, and turnover intention [13]. Often, it
includes betrayals or transgressions by self or others,
particularly fnancial and administrative leaders [4], and
can be associated with post-traumatic stress disorder,
suicide ideation/attempts, and other mental health
symptoms [2, 14]. Among nurses, studies have shown
clinically signifcant MI symptoms (>36) among frontline
nurses given their high-intensity work environment(s)
and physical/emotional strain that comes with providing
patient care [15, 16]; however, the degree of MI among
nurse leaders in these situations is largely unexplored.
Frontline nursing staf are not experiencing the burden of
the pandemic alone [8]; the impact on nurse leaders is
likely also signifcant. A 2022 survey by the American
Organization for Nursing Leadership (AONL) found that
emotional health of staf and retention are two of the three
top challenges nurse leaders were facing in response to the
pandemic. Of the AONL survey respondents, 38% of the
nurse leaders are “maybe” or “defnitely” leaving their
roles, of which 43% identifed the reason as burnout/
exhaustion [17].

1.2. Moral Resilience. Moral resilience (MR) is “the capacity
of an individual to restore their integrity in response to
moral adversity” ([12], p. 68). Moral resilience encompasses
personal integrity, relational integrity, buoyancy, self-reg-
ulation/awareness, moral efcacy, and self-stewardship [18].
Moral resilience has been posited as a protective resource
that can reduce the detrimental efect of moral sufering [19].
A strengths-based approach, MR, has been shown to be
inversely related to MI [16] and moral distress [5]. Higher
levels of moral resilience are inversely correlated with stress,
anxiety, and depression [5] and decreases in burnout and
turnover intention [10]. Understanding the relationship of
MR in response to potentially morally injurious events
during a pandemic can illuminate opportunities for pre-
vention and intervention.

1.3. Organizational Efectiveness. Nurse leaders are in
a precarious position, balancing staf, and personal wellbeing
while also meeting regulatory requirements and organiza-
tional expectations [20]. During a public health crisis like the
COVID-19 pandemic, leaders depend upon the organiza-
tion’s structures, processes, and governance mechanisms to
achieve desired outcomes. Organizational efectiveness (OE)
is a complex measure of how well an organization maintains
and delivers on its mission and services, supports personnel,
and establishes a culture of employee commitment and
satisfaction [21]. In contrast, less efective organizations are
characterized by reduced professional autonomy and per-
ceived value within the organization, and greater exposure to
circumstances that violate and eventually erode integrity and
moral capability [22]. During the pandemic, OE was con-
strained and contributed to symptoms of MI. A study of
nurses, physicians, advanced practice providers, and others
showed that facets of OE contributed to both MI and MR
[16]. As organizational efectiveness was degraded, symp-
toms of MI increased, and MR decreased [16].

Foreshadowing the pandemic, the National Academy of
Sciences, Engineering, and Medicine (NASEM) established
goals for healthcare systems to assess the impact of system
demands on employees and improve employee wellbeing [23].
A contributing factor to clinician wellbeing includes practicing
in alignment with ones’ professional values and working in an
environment that enables ethical practice [24]. Cultivating an
ethical climate that fosters wellbeing andMR is a challenge that
requires a multipronged approach at both the individual and
organizational levels [4, 25, 26]. Leading organizations, such as
NASEM [23], the U.S. Surgeon General [27], the National
Institute for Occupational Safety and Health [28], and the
United Nations [3], have identifed key priority areas, which
include mental health support for healthcare providers and
frameworks for systemic change, further echoing the call for
action within healthcare institutions. Te adoption of these
recommendations in the United States and globally was in its
infancy when the pandemic began in March 2020. Efective
strategies for expanded occupational health and safety that
support frontline staf and nurse leaders require further sci-
entifc inquiry [29]. Terefore, the purpose of this study was to
examine the following four research questions among a sample
of nurse leaders in the United States in the aftermath of the
COVID-19 pandemic.

(1) Are there diferences in MR and MI based on
whether nurse leaders rate diferent facets of OE as
high or low during a public health crisis? Is nurse
leaders’ perceived OE associated with diferences in
MR and MI?

(2) Does the efect of OE on work outcomes during
a public health crisis (i.e., engagement, burnout, and
turnover intention) operate through its negative
efect on MI among nurse leaders?

(3) Does the efect of OE during a public health crisis on
work outcomes (i.e., engagement, burnout, and
turnover intention) of nurse leaders operate through
its positive efect on MR?
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(4) Does the efect of OE on MI operate through its
positive efect on MR among nurse leaders during
a public health crisis?

2. Methods

2.1. Study Design, Setting, and Participants. We conducted
a cross-sectional survey via Qualtrics with a sample of nurse
leaders from across the United States who were practicing
during the COVID-19 pandemic (2020–2022). Using
snowball sampling, we recruited nurse leaders in the
United States, leveraging members of the American Orga-
nization of Nurse Leaders (AONL) to recruit its members, as
well as the PI’s professional networks (Figure 1). Participants
were recruited via email and other communications sent by
AONL and the research team, inviting them to complete the
online survey. Participants were encouraged to share the
survey with other nurse leaders within their networks. Data
were collected from August through November of 2022.
Inclusion criteria were as follows: (1) serving in a nurse
leader role, as defned by the following categories: Chief
Executive Ofcer, Chief Nursing Ofcer/Chief Nursing
Executive, Chief Operating Ofcer, Vice President, Director,
Manager, Specialist/Coordinator, Clinical Staf, Dean/Pro-
fessor, Consultant, Vendor, or Other Nurse Leader; (2)
practicing since at least 2019; (3) living in the United States;
and (4) over the age of 18 years. Qualitative data obtained via
open-ended questions from this survey were analyzed and
published separately [9]. Elements of those data are de-
scribed in the discussion to further contextualize and explain
the quantitative fndings. Te Johns Hopkins Institutional
Review Board deemed this study to be exempt; survey
completion implied consent to participate.

2.2. Variables

2.2.1. Demographics and Work Characteristics. All de-
mographic and work characteristic covariates were cate-
gorical; therefore, each was dummy coded for inclusion in
preliminary regression analyses and fnal path analyses. Age
included fve categories; education had three categories; and
religion had fve categories. For all analyses, role was recoded
into the following three categories: nurse manager (reference
group), executive, and other nurse leader. Race included fve
categories; primary work population included three cate-
gories; and time in current role had six categories.

2.2.2. Organizational Efectiveness. OE was measured via 18
items adapted from a prior study involving HCWs during
the pandemic [16]. Te process for adapting the scale in-
volved literature review, input from nurse leaders practicing
during the pandemic, and responses from an AONL-
sponsored focus group. Te original items (N� 10) were
included in addition to eight new items that were specifc to
nurse leaders during the COVID-19 pandemic. Participants
rated items from 1 (not at all efective) to 5 (extremely

efective). An exploratory factor analysis using principal axis
factoring was conducted. A single factor was extracted,
which explained 57.91% of the variability in the items. All
communalities were greater than or equal to 0.50. All factor
loadings were greater than or equal to 0.70. Te exploratory
factor analysis provided evidence for the construct validity of
the scale. Te total score was computed by taking the mean
of all items, whereby higher scores indicate higher OE. Te
Cronbach’s alpha reliability for this sample was 0.96.

2.2.3. Moral Injury. Te Moral Injury Symptoms Scale-
Healthcare Professionals (MISS-HP) comprises 10 items
rated on a scale from 1 (strongly agree) to 10 (strongly
disagree) to assess MI symptoms [15]. Te total score is
computed by summing the items, with scores ranging from
10 to 100; higher scores indicate higher MI. Te Cronbach’s
alpha reliability for our study was 0.71.

2.2.4. Moral Resilience. TeRushtonMoral Resilience Scale-
16 (RMRS-16) is a 16-item scale rated on a 4-point Likert
scale from 1 (disagree) to 4 (agree) to assess moral resilience
[30]. Te scale is divided into four subscales as follows: (1)
response to moral adversity; (2) personal integrity; (3) re-
lational integrity; and (4) moral efcacy—each of which
includes four items. Te total RMRS score was computed by
averaging item responses, where a higher score indicates
greater moral resilience with scores ranging from 1 to 4.
Overall reliability for the total RMRS in our study was 0.85.

2.2.5. Work Engagement. We used a modifed 8-item ver-
sion of the Utrecht Work Engagement Scale-9 (UWES-9)
[31]. Participants rated frequency on a scale from 1 (never)
to 6 (always, everyday). Total score was computed by av-
eraging the items, where higher scores indicate greater work
engagement, and scores range from 1 to 6. Reliability for our
study was 0.91.

2.2.6. Burnout. We used a 4-item scale validated by Proft
and colleagues [32] to measure emotional exhaustion as
a component of burnout. Items were rated on a scale from 1
(strongly disagree) to 5 (strongly agree). Te total score was
confgured by averaging the four items, subtracting 1, and
multiplying by 25 such that scores range from 0 to 100 where
higher scores indicate higher burnout. Cronbach’s alpha for
our study was 0.90.

2.2.7. Turnover Intention. Turnover intention was measured
using the 3-item “leave job” subscale developed by Dotson
and colleagues [33]. Wording was changed from “nursing”
to “nursing leadership” to make items more relevant to the
population. Items were rated on a scale from 1 (strongly
disagree) to 5 (strongly agree). Te score was computed by
averaging the three items; higher scores indicate higher
turnover intention. Cronbach’s alpha for our study was 0.93.
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2.3. Statistical Methods. Data were analyzed using STATA
Release 18 (StataCorps; College Station, TX). Frequency
analyses were run to describe the overall sample. We began
by recoding the OE facets so that low OE� not at all/slightly/
moderately efective and high OE� very/extremely efective
to assess relationships to moral resilience and MI. We then
used independent t-tests with each of the 10 facets of OE as
independent variables and moral resilience and MI as de-
pendent variables. We reported the Cohen’s D efect size for
each t-test.

Structural equation models (SEMs) were generated to
estimate complex models with multiple mediation efects,
while controlling for other hypothesized relationships to
circumvent any potential bias. We tested three mediation
relationships: 1) organization efectiveness>moral resil-
ience>work outcome; (2) OE>MI>work outcome; and (3)
MR>MI>work outcome. We ran separate models for each
work outcome (burnout, work engagement, and turnover
intention) because the theoretical relationships between
these variables were not the primary focus of this analysis.
Goodness-of-ft indices used to evaluate the overall model
were the chi-square test, RMSEA, p-close, CFI, and TFI.
Guidelines for what represents a good ft included were as
follows: (1) a chi-square value that is not statistically sig-
nifcant; (2) RMSEA values of ≤0.06 [34, 35]; (3) P-close
values of greater than 0.05 since this is a test of whether
RMSEA is signifcantly greater than 0.05; and (4) CFI and
TFI values of ≥0.95 [34, 35].

We used the medsem command in Stata, a post-
estimation command run after estimating each model, to
generate estimates of each indirect (mediation) efect and
associated standard error and used bootstrapping [36]. Te
medsem command also generates efect sizes for the indirect
efect referred to as RIT and RID [37]. Te RIT efect size is
a ratio of the indirect efect to the total efect and is
interpreted as the percentage of the efect of the independent
variables on the dependent variable (direct efect) that goes
through the mediator. RID is a ratio of the indirect efect and

the direct efect, and it is interpreted as the proportion larger
the indirect or mediation efect is as opposed to the direct
efect.

Before running the SEM models, we ran preliminary
simple linear regression analyses to determine which de-
mographic and work characteristics to use as covariates for
each outcome (i.e., MR, MI, work engagement, burnout, and
turnover intention) in the path analyses. Any of these
variables that were signifcantly related to an outcome at this
stage were included as a predictor of that variable in the path
analysis.

3. Results

3.1. Participants. Te study included a total sample of 1063
nurse leaders from across the United States, of which 817
individuals completed online surveys for MR, MI, and OE,
and this was our fnal analysis sample for this study. Of the
817 individuals who completed all three surveys, 90.1% were
females and 89.3% were White. Most leaders (84.8%) were
between 36 and 65 years of age and had graduate degrees
(86.6%).Te race and ethnicity of this nursing leader sample
was largely White (89.3%) and non-Hispanic (95.6%). Over
half (58.9%) worked with adult patients, and 31.6% reported
being in their current role for less than three years (Table 1).
Te three main roles held by the participants were as follows:
Chief/VP (24.8%), Director (32.2%), and Manager (29.4%).

3.2. Relationship of OE with MR and MI. A series of in-
dependent t-tests with Cohen’s D efect sizes were conducted
to examine whether there were diferences in MR and MI
between nurse leaders who rate diferent facets of OE as high
or low (Table 2). For every facet of OE, nurse leaders who
rated their organization as high on that facet experienced
higher moral resilience (p< 0.001 for all t-tests) and lower
MI (p< 0.001 for all t-tests) than nurse leaders who rated
their organization as low on that facet. All efect sizes were in

Total Data Set
(n = 1398)

Analysis Data Set
(n = 1063)

Excluded (n = 335)
• Categories of exclusion
• Did not answer any questions afer consent (n = 65)
• Did not answer any questions afer
 demographic/participant characteristics (n = 270)

Scores for All 
Three Instruments 

(MR, MI, OE)
(n = 817)

EN
RO

LL
M

EN
T

SU
BS

ET

Figure 1: CONSORT diagram.
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Table 1: Demographic characteristics of nurse leaders (N� 817).

Variable N %
Age (N� 817)
18–35 years old 46 5.6
36–45 years old 167 20.4
46–55 years old 244 29.9
56–65 years old 282 34.5
Over 65 years old 78 9.5

Gender (N� 812)
Male 74 9.1
Female 738 90.9

LGBTQ (N� 806)
No 749 92.9
Yes 57 7.1

Education (N� 817)
Bachelor’s or less 126 15.4
Masters 445 54.5
Doctorate 246 30.1

Religion (N� 817)
No religious preference 93 11.4
Christian/Protestant 365 44.7
Roman Catholic 230 28.2
Spiritual but not religious 86 10.5
Other 43 5.3

Role (N� 817)
Chief/VP 203 24.8
Director 263 32.2
Manager 240 29.4
Other 35 4.3
House supervisor 11 1.3
Clinical leader 65 8.0

Race (N� 806)
White 720 89.3
Black 33 4.1
Asian 23 2.9
Other 18 2.2
Multiple races 12 1.5

Hispanic (N� 813)
Yes 36 4.4
No 777 95.6

Primary work population (N� 816)
Pediatric 68 8.3
Adult 481 58.9
Both 267 32.7

Primary work setting (N� 809)
Hospital, short-term acute care 371 45.9
Hospital, long-term acute care 14 1.7
Post-acute care facility (IRF, SNF, CCRC) 10 1.2
Specialty hospital 11 1.4
Health system facility 112 13.8
Health system corporate ofce 39 4.8
Academic healthcare setting 151 18.7
Critical access hospital 23 2.8
Behavioral health facility 8 1.0
Outpatient, community-based clinic 19 2.3
Ambulatory surgery, specialty care facility 8 1.0
Free-standing emergency, urgent care facility 6 0.7
Other health care setting 37 4.6

Primary work setting location (N� 813)
Urban 440 54.1
Suburban 259 31.9
Rural 114 14.0

Journal of Nursing Management 5



the medium to large range (absolute values = |0.47|–|0.91|),
indicating that all are likely important contributors to nurse
leaders’ wellbeing. One facet,an environment that promotes
speaking up about concerns without fear of retaliation, stood
out with relatively high efect sizes for both moral resilience
(Cohen’s D= 0.68) and MI (Cohen’s D=−0.91). Te facet,
“protocols for flling stafng needs when current staf have
fulflled their assignments”, was most strongly related to
nurse leader’s MR (Cohen’s D= 0.72). Facets that were most
strongly associated withMI (absolute values of Cohen’sD< |
0.70|) included the following: (a) forums with leaders to
whom I report to share concerns (Cohen’s D=−0.76); (b)
pathways for requesting ethics consultation or advice
(Cohen’s D=−0.77); and (c) an environment that promotes
speaking up about concerns without fear of retaliation
(Cohen’s D=−0.91).

3.3. PathAnalysis of the Relationships of OE,MR, andMIwith
Work Outcomes

3.3.1. Identifying Covariates. Preliminary simple linear re-
gression models were run to determine whether any of the
demographic or work characteristics were associated with
one of the outcomes of the path analysis models. Potential
covariates examined included the following: age, gender,
LGBTQ identity, education, religion, occupational role, race,
ethnicity, work population, work setting, and length of time
in current role. Outcomes for these simple linear regressions
included the following: MR, MI, work engagement, burnout,
and turnover intention. Covariates that were signifcantly
related to MR included the following: age, education, role,
race, work population, and tenure in role. Tose covariates
signifcantly related to MI were age, education, religion, and
role. Covariates that were signifcantly related to work en-
gagement included the following: age, education, role, and
work population. Te following covariates were signifcantly
related to burnout: age, education, and role. Te covariates
that were signifcantly related to turnover intention were age

and role. We included covariates that were related to an
outcome as covariates for that outcome in the path analyses
(A, B, and C).

3.3.2. A: Path Analysis for Work Engagement. SEM was used
to simultaneously test our three competing mediation hy-
potheses for work engagement (i.e., (1) OE->MR->work
engagement; (2) OE->MI->work engagement; and (3)
MR->MI->work engagement) (Figure 2). Te covariates
included for each outcome variable in the model are listed in
Figure 2. All goodness-of-ft indices indicated a good ft for
the overall model (Table 3). All main direct paths in the
model were statistically signifcant (Table 4).

Te following is a summary of the hypothesized medi-
ation efects for the path analysis for work engagement.

We examined whether moral resilience mediated the
relationship between OE and work engagement controlling
for the other predictors in the model. Te indirect or me-
diating efect was statistically signifcant, coef� 0.05,
se� 0.01, and p< 0.001.Te RITefect size indicates that 14%
of the efect of OE on engagement is mediated by MR.

We examined whether MI mediated the relationship
between OE and work engagement controlling for the other
predictors in the model. Te indirect or mediating efect was
statistically signifcant, coef� 0.04, se� 0.01, and p< 0.001.
Te RIT efect size indicates that about 12% of the efect of
OE on engagement is mediated by MI.

We examined whether MR mediated the relationship
between MI and work engagement controlling for the other
predictors in the model. Te indirect or mediating efect was
statistically signifcant, coef� −1.95, se� 0.23, and
p< 0.001. According to the RIT efect size, 33% of the efect
of OE on MI is mediated by MR.

3.3.3. B: Path Analysis for Burnout. Next, SEM was used to
simultaneously test our three competing mediation hy-
potheses for burnout: (1) OE->MR-> burnout; (2)
OE->MI-> burnout; and (3) MR ->MI -> burnout. Te

Table 1: Continued.

Variable N %
Primary practice location (N� 581)
Emergency department 50 8.6
Inpatient—critical care 118 20.3
Inpatient—other 287 49.4
Operating room 24 4.1
Outpatient/ambulatory care 102 17.6

Length of time in current role (N� 817)
Less than 3 years 258 31.6
About 3–5 years 211 25.8
About 5–10 years 171 20.9
About 10–15 years 81 9.9
About 15–20 years 51 6.2
Greater than 20 years 45 5.5
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covariates included for each outcome variable in the model
are listed in Figure 3. All goodness-of-ft indices indicate
a good ft for the overall model (Table 3). All main direct

paths in the model were statistically signifcant (Table 5).Te
following is a summary of the hypothesized mediation
efects.

Indirect mediation effects:
OE -> MR -> Work Engagement, Coeff = .05, p <.001
OE -> MI -> Work Engagement, Coeff = .04, p <.001
OE -> MR -> MI, Coeff= -1.95, p <.001

Organizational 
Effectiveness

Covariates for Work 
Engagement: Age, 
Education, Role, 
Work Population

Covariates for Moral 
Resilience: Age, Education, 

Role, Race, Work 
Population, Tenure in Role

Covariates for Moral 
Resilience: Age, Education, 

Religion, Role

Work 
Engagement

Moral
Resilience

Moral 
Injury

e2

e3

.13***

.32***

.37***

-.01***-4.03***

e1

-14.46***

Figure 2: Path analysis of the relationship among OE, MR, MI, and work engagement of nurse leaders (N� 800).

Table 3: Goodness-of-ft indices for path analysis models for the relationships of OE, MR, MI, and work outcomes.

Fit indices Model for work
engagement (N� 800)

Model
for burnout (N� 800)

Model for turnover
intention (N� 799)

Chi-square (df), p value 37.04 (28), 0.118 39.10 (30), 0.123 36.30 (32), 0.275
RMSEA 0.02 0.02 0.01
p-close 1.000 1.000 1.000
CFI 0.99 0.99 0.99
TLI 0.98 0.98 0.99

Table 4: Coefcients, standard errors, and p values for path analysis models for the relationships of OE, MR, MI, and work engagement
(N� 800).

Coefcient SE p

Moral resilience
Organizational efectiveness 0.13 0.01 <0.001

Moral injury
Moral resilience −14.46 0.96 <0.001
Organizational efectiveness −4.03 0.39 <0.001

Work engagement
Moral resilience 0.37 0.08 <0.001
Moral injury −0.01 0.003 <0.001
Organizational efectiveness 0.32 0.03 <0.001

Mediation efects Indirect efect coefcient (Monte Carlo) SE p

Efect sizes for
indirect efects
RIT RID

OE -> MR -> work engagement 0.05 0.01 <0.001 0.14 0.16
OE -> MI -> work engagement 0.04 0.01 <0.001 0.12 0.13
OE -> MR -> MI −1.95 0.23 <0.001 0.33 0.48
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We examined whether MR mediated the relationship
between OE and burnout controlling for the other predictors
in the model. Te indirect or mediating efect was statisti-
cally signifcant, coef� −2.05, se� 0.40, and p< 0.001. Te
RIT efect size indicates that 20% of the efect of OE on
engagement is mediated by moral resilience.

We examined whether MI mediated the relationship
between OE and burnout controlling for the other predictors
in the model. Te indirect or mediating efect was statisti-
cally signifcant, coef� −2.04, se� 0.40, and p< 0.001. Te
RITefect size indicates that about 20% of the efect of OE on
engagement is mediated by MI.

We examined whether MR mediated the relationship
betweenMI and burnout controlling for the other predictors
in the model. Te indirect or mediating efect was

statistically signifcant, coef� −7.18, se� 1.32, and p< 0.001.
According to the RIT efect size, 32% of the efect of OE on
MI is mediated by MR.

3.3.4. C: Path Analysis for Turnover Intention. Finally, SEM
was used to simultaneously test our three competingmediation
hypotheses for turnover intention: 1) OE->MR-> turnover
intention; (2) OE->MI-> turnover intention; and (3) MR-
>MI-> turnover intention. Te covariates included for each
outcome variable in the model are listed in Figure 4. All
goodness-of-ft indices indicate a good ft for the overall model
(Table 3). All main direct paths in the model, except for moral
resilience to turnover intention, were statistically signifcant
(Table 6). Te following is a summary of the hypothesized
mediation efects.

Indirect mediation effects:
OE -> MR -> Burnout, Coeff = -2.05, p = <.001
OE -> MI -> Burnout, Coeff = -2.04, p = <.001
OE -> MR -> MI, Coeff = -7.18, p < .001

Covariates for Moral 
Resilience: Age, Education, 

Religion, Role

Organizational 
Effectiveness

Covariates for 
Burnout: Age, 

Education, RoleBurnout

Moral
Resilience

Moral 
Injury

Covariates for Moral 
Resilience: Age, Education, 

Role, Race, Work 
Population, Tenure in Role

e1

e2.14***

-8.06***

-15.25***

-14.31***

.50***-4.06***

e3

Figure 3: Path analysis of the relationship among OE, MR, MI, and burnout of nurse leaders (N� 800).

Table 5: Coefcients, standard errors, and p values for path analysis models for the relationships of OE, MR, MI, and burnout (N� 800).

Coefcient SE p

Moral resilience
Organizational efectiveness 0.14 0.01 <0.001

Moral injury
Moral resilience −14.31 0.96 <0.001
Organizational efectiveness −4.06 0.39 <0.001

Burnout
Moral resilience −15.25 2.65 <0.001
Moral injury 0.50 0.09 <0.001
Organizational efectiveness −8.06 1.01 <0.001

Mediation efects Indirect efect coefcient (Monte Carlo) SE p

Efect sizes for
indirect efects

RIT RID
OE -> MR -> burnout −2.05 0.40 <0.001 0.20 0.26
OE -> MI -> burnout −2.04 0.40 <0.001 0.20 0.25
OE -> MR -> MI −7.18 1.32 <0.001 0.32 0.47
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We examined whether MR mediated the relationship be-
tween OE and turnover intention controlling for the other
predictors in themodel.Te indirect or mediating efect was not
statistically signifcant, coef� −0.03, se� 0.02, and p � 0.130.

We examined whether MI mediated the relationship
between OE and turnover intention controlling for the other
predictors in the model. Te indirect or mediating efect was
statistically signifcant, coef� −0.09, se� 0.02, and
p< 0.001. Te RITefect size indicates that about 20% of the
efect of OE on engagement is mediated by MI.

We examined whether MR mediated the relationship
between MI and turnover intention controlling for the other
predictors in the model. Te indirect or mediating efect was

statistically signifcant, coef� −0.33, se� 0.07, and
p< 0.001. According to the RIT efect size, 62% of the efect
of OE on MI is mediated by MR.

4. Discussion

Te goal of this study was to explore the relationship be-
tween OE and work outcomes, such as engagement,
burnout, and turnover intention among U.S. nurse leaders,
considering MI and MR in hypothesized pathways. We
found that all facets of OE signifcantly contributed to MR
and MI, as demonstrated by medium/large efect sizes, in-
dicating a strong link between OE and nurse leaders’ moral

Indirect mediation effects:
OE -> MR -> Turnover Intention, Coeff = -.03, p = .130
OE -> MI -> Turnover Intention, Coeff = -.09, p < .001
OE -> MR -> MI, Coeff = -.33, p <.001.

Organizational 
Efectiveness

Covariates for Turnover 
Intention: Age, Role

Turnover 
Intention

Moral
Resilience

Moral 
Injury

Covariates for Moral 
Resilience: Age, Education, 

Role, Race, Work 
Population, Tenure in Role

Covariates for Moral 
Resilience: Age, Education, 

Religion, Role

e1

e2

e3

.13***

-.46***

-.20 

-14.46***

.02***-4.01***

Figure 4: Path analysis of the relationship among OE, MR, MI, and turnover intention of nurse leaders (N� 799).

Table 6: Coefcients, standard errors, and p values for path analysis models for the relationships of OE, MR, MI, and turnover intention
(N� 799).

Coefcient SE p

Moral resilience
Organizational efectiveness 0.14 0.01 <0.001

Moral injury
Moral resilience −14.46 0.96 <0.001
Organizational efectiveness −4.01 0.39 <0.001

Turnover intention
Moral resilience −0.20 0.13 0.121
Moral injury 0.02 0.004 <0.001
Organizational efectiveness −0.46 0.05 <0.001

Mediation efects Indirect efect coefcient (Monte Carlo) SE p

Efect sizes for
indirect efects
RIT RID

OE -> MR -> turnover intention −0.03 0.02 0.130 0.06 0.06
OE -> MI -> turnover intention −0.09 0.02 <0.001 0.17 0.20
OE -> MR -> MI −0.33 0.07 <0.001 0.62 1.66
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wellness (MI and MR). Tese fndings parallel those of
a previous study with frontline nurses, which found 9 of the
10 facets of OE signifcantly contributed to both MI and MR
[16]. Nurse leaders, particularly during a crisis, must pri-
oritize staf wellbeing while also meeting regulatory man-
dates, fnancial objectives, and other organizational
priorities to remain competitive in their professional envi-
ronments. Te inability to advocate for staf needs due to
organizational change erodes leaders’ integrity and their
ability to navigate workplace challenges [38]. Tis is con-
sistent with other studies that suggest that OE is predictive of
MI symptoms and can be modifed to reduce the detrimental
impact [16, 19]. As noted in our previously published
qualitative work, nurse leaders used open-ended survey
questions as an opportunity to describe OE and its impact on
ethical decision-making, which are referenced below to
provide supporting context for key fndings.

Te facet of OE most strongly correlated with nurse
leaders’ MR was having protocols for addressing stafng
needs when current staf have fulflled their assignments.
During the COVID-19 pandemic, shortages of nurses and
other healthcare workers created difcult ethical challenges
related to the allocation of scarce human resources. When
flling stafng gaps, a common practice is to ask those al-
ready working to work overtime, which creates tension
between leaders and staf who feel overworked. In the open-
ended questions, leaders described this dilemma, “middle-
level management was drug through the mud during the
pandemic. We received the pressures from both above and
from our staf, and nothing was ever enough” (Clinical Staf
Leader). When healthcare organizations have clear protocols
to avoid this confict, MR is amplifed; when protocols are
absent, MR can be eroded, particularly when resources are
constrained by a public health crisis. Another leader ex-
panded on the lack of guidance and support in making
ethical decisions, “there is little support to make one feel
confdent in making decisions and the fear of getting in trouble
is always looming over my head. Little guidance given, never
any clear guidelines but always judged after the fact” (Nurse
Manager). Tese sentiments align with organizations like
AONL, who are advocating for greater investment in
nursing administration research to strengthen the provision
of clear protocols and guidance for nurse leaders to utilize
within their institutions [39]. Likewise, using an ethical
framework for human resources allocation canmake explicit
the ethical tradeofs that are necessary and illuminate the
rationale for them [40].

Nurse leaders felt excluded from organizational de-
cisions regarding stafng during the COVID-19 pandemic,
which contributed to feelings of disempowerment and
distress. Open-ended comments, such as “directions come
from above that are polar opposite of what I have voiced, and
my teams are feeling. Tis adds to additional challenges and
stress” (Clinical Director), illustrated this concern. Executive
leaders responsible for OE and outcomes may have adopted
a “command and control” response rather than a collabo-
rative, inclusive process for decision-making that equitably
included nurse leaders. When nurse leaders are excluded
from decision-making or their expertise and feedback are

seemingly disregarded, trust is inherently broken [4, 41].
From this research, we posit that when nurse leaders are
involved with stafng and nursing care delivery decisions
(especially during a pandemic), and when there are clear and
transparent protocols for addressing surges in care, their
moral efcacy, response to moral adversity, relational in-
tegrity, and self-stewardship are amplifed. When nurse
leaders are properly resourced and engaged in decision-
making, their ethical commitments and wellness are max-
imized and trust is fostered. As a matter of justice and
fairness, asking people who are already depleted to fll
stafng gaps creates threats to relational integrity with their
team and their ability to live their core values, such as respect
for persons, fairness, and equity. Having protocols and
processes that honor employee boundaries and commit-
ments without coercion or retribution, especially during
a public health crisis, can potentially relieve the moral
sufering of both nurse leaders and frontline nurses [13].

Trust has consistently been identifed as a key factor in
mitigating the negative impact(s) of inefective work envi-
ronments on nurses. A qualitative analysis by Nelson et al.
[4] yielded evidence, which supports the need for organi-
zational infrastructure and supports from leaders to rebuild
broken trust in the workplace.Tey ofered the following fve
key remedies for rebuilding trust: (1) counseling/emotional
support; (2) peer-to-peer support; (3) education and ethical
support; (4) wellness oferings; and (5) spiritual/faith sup-
port. Given the nature of MI, rebuilding organizational trust
may be an important element in restoring integrity and
sustaining the nursing workforce, especially in the aftermath
of a pandemic [42]. Models such as the Reina 3 Cs for trust
building ofer leaders a roadmap for identifying where trust
is being built and broken and specifc behaviors that are
needed to sustain or rebuild it when it is broken [41].

Te facets of OE that were most strongly associated
with MI included the following: a) a lack of forums with
other leaders to share concerns; (b) an environment that
prohibits voicing concerns for fear of retaliation; and (c)
the absence of pathways for requesting ethics consultation
or advice. Taken together, these items suggest that nurse
leaders’ MI is decreased when there are strong and safe
paths of communication within the leadership structure
where they can share ethical concerns and obtain support
for ethical decision-making from peers and experts. When
nurse leaders lack psychologically safe space to share
concerns, trust can erode, and MI symptoms may ensue.
Although nurse leaders are outspoken advocates for pa-
tients and staf, their expertise is undervalued and nursing
voices are often silenced, “they (organizational leaders)
don’t want to hear criticism and you can’t fx problems if all
you hear is silence. Nurse leaders should not just hold a seat
at the table, they should feel free to express ideas and
concerns” (Clinical Educator). In contrast, leaders who had
a voice and contributed to decision-making felt supported
and prepared for the ethical challenges brought by the
pandemic. “I truly believe that our organization has all of
the disciplines at the table when making decisions and we
were prepared to continue to lead through a crisis with strong
integrity and professionalism” (Clinical Director). Tese
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fndings suggest that innovative, trustworthy structures,
and processes are required to create the conditions for
nurse leaders to be heard, understood, and their expertise
valued.

Lack of access to ethics consultation or advice has the
potential to intensify MI symptoms, especially when nurse
leaders are grappling with complex and uncertain ethical
questions for which there are no easy answers [43]. During the
COVID-19 pandemic, ethical issues were no longer episodic
but rather imbedded in everyday reality. Lacking skills or
processes to systematically address these issues via dialogue
with others likely resulted in the accumulation of moral
residue [44]. Over time, unresolved ethical issues can con-
tribute to feelings of moral inefectiveness, moral sufering
including symptoms of MI, and compromised integrity.
Whitehead et al. [45] found that moral distress was negatively
correlated with ethical workplace climate among a sample of
592 clinicians. Te highest sources of moral distress were
watching patient care sufer due to lack of continuity and poor
communication among care team members [45]. Strength-
ening access to ethics consultants, creating proactive mech-
anisms to identify ethical concerns, and fortifying ethics
education for nurse leaders may help mitigate these types of
negative consequences. Doing so may also strengthen the
relational integrity of the entire team [24, 44].

Both MR and MI were mechanisms through which OE
was associated with work engagement and burnout. Higher
levels of OE were associated with greater MR and less MI,
which was in turn related to better work engagement and less
burnout. Previous research has demonstrated that OE is
inversely related to MI [24]. Te inverse relationship be-
tween MR and burnout has also been confrmed in other
kinds of research [10]. In addition, an intervention to in-
crease elements of MR was related to increases in work
engagement [30]. Tis research builds upon the previous
research outlined by examining a more integrated model of
how these constructs are related to one another. Tis sug-
gests there are several intervention points that are likely to
amplify the impact on outcomes, such as work engagement
and burnout.

When considering both MR and MI as mechanisms
through which OE impacts turnover intention, MI was a more
important mediator of OE on turnover intention. Previous
research has found an inverse relationship between MR and
turnover intention [10]; however, constructs were not pre-
viously examined in a larger statistical model with OE. One
nurse manager described an organizational culture of blame
and its impact on their mental and moral wellness and ulti-
mately their decision to leave. “Te organization I left was
unforgiving. Te (leadership) was very into blame, ‘fx it’ and
unsupportive. I was rung out. I had nothing left. It was horrible
to leave the wonderful team I had worked so closely with through
the pandemic, but I had to leave that hospital... or mentally
implode” (Nurse Manager). Tese types of cases may cause
leaders to seek a position elsewhere, regardless of their MR,
where they may be better supported to make decisions in
alignment with their values. Te exodus of nurse leaders
postpandemic has led to a concerning trend that further
threatens the sustainability of the U.S. nursing workforce [42].

In addition, when organizations were more efective,
nurse leaders reported greater MR, and this mechanism was
associated with lower MI.Tus, some of the efects of MR on
work outcomes are indirect through its relationship withMI.
Specifcally, greater OE is associated with greater MR and
lower MI, which is thereby related to higher work en-
gagement, less burnout, and lower turnover intention. Tis
is consistent with other fndings that demonstrate the role of
MR as a protective resource to decrease the detrimental
impact of OE in key areas [10]. Tis does not imply am-
plifying workers’ tolerance for unethical situations but to
restoring their moral efcacy to choose what is in alignment
with their values and commitment to acting in integrity-
preserving ways. As such, in cases where perceived OE is
low, MR tends to be lower and may contribute to higher
turnover intention. Our previous work also found that
greater MR was associated with lower MI [24]; however, this
study expands on those fndings by how MR may mediate
the relationship between OE and MI.

4.1. Limitations. Tis study did have limitations that should be
considered when considering interpretation and generalization
of the results.Tis was a convenience sample; thus, respondents
may have been those who were particularly interested in OE
and wellbeing during the pandemic. Tat said, recruiting via
AONL, a national organization, and encouraging participants
to share the initiation with others did result in representation
from all 50 U.S. states.Tis, in addition to the large sample size,
makes it likely that the sample is reasonably representative of
nurse leaders in the United States. Whether these fndings are
relevant in other countries is beyond the scope of this study but
warrants further investigation.Te study was cross-sectional in
nature; therefore, we could not establish the time-order re-
lationships of mediational relationships. For that reason, we
have done our best to ground the proposed paths in prior
research and theory. In addition, all data were self-reported
and, thus, relationships may be infated due to common
method variance.

5. Conclusion

Nurse leaders are experiencing MI symptoms related to OE.
Healthcare organizations must focus on dismantling in-
stitutional structures and processes that negatively impact
the moral wellbeing of leaders. MR and MI are both im-
portant pathways through which OE impacts workplace
engagement and burnout. In other words, OE is related to
increased MR and decreased MI, which may infuence
greater work engagement and less burnout among nurse
leaders. However, to achieve these more favorable outcomes,
nurse leaders’ moral sufering must be given sustained at-
tention. Promoting a work environment that enables voicing
concerns without fear of retaliation is a critical starting point
for fostering respect and trust needed to ultimately retain
nurse leaders in their positions. Future research should strive
to understand the dynamic interplay of investments needed
to create healthier work environments for both nurse leaders
and frontline nurses collectively [46, 47].

12 Journal of Nursing Management



Data Availability

Te data used to support the fndings of this study are
available from the corresponding author upon reasonable
request.

Conflicts of Interest

Te authors declare that they have no conficts of interest.

Acknowledgments

Te authors wish to gratefully acknowledge our colleagues at
the American Organization of Nurse Leaders, who provided
valuable insight and feedback as part of developing the study
and analyzing key fndings, specifcally Drs. Robin Begley,
Maria Joseph, and Deborah Zimmerman, and Ms. Dani
Ward. Te American Organization for Nursing Leadership
Foundation provided funding to support study imple-
mentation. Alanna Bergman’s research and training is
supported by the National Institute of Nursing Research
(1F31NR020588-01).

References

[1] C. Nelson, N. Lurie, J. Wasserman, and S. Zakowski, “Con-
ceptualizing and defning public health emergency pre-
paredness,” American Journal of Public Health, vol. 97, no. 1,
pp. S9–S11, 2007.

[2] J. J. Garcia-Iglesias, J. Gomez-Salgado, F. J. Fernandez-Car-
rasco et al., “Suicidal ideation and suicide attempts in
healthcare professionals during the COVID-19 pandemic:
a systematic review,” Frontiers in Public Health, vol. 10, 2022.

[3] L.Mohsen,COVID-19 and theNeed for Action onMental Health,
United Nations, New York, NY, USA, 2020, https://www.un.org/
en/un-chronicle/covid-19-and-need-action-mental-health.

[4] K. E. Nelson, G. C. Hanson, D. Boyce et al., “Organizational
impact on health care workers’ moral injury during COVID-
19: a mixed-methods analysis,” Te Journal of Nursing Ad-
ministration: Te Journal of Nursing Administration, vol. 52,
no. 1, pp. 57–66, 2022.

[5] E. Spilg, C. H. Rushton, J. Phillips et al., “Te new frontline:
exploring the links between moral distress, moral resilience,
and mental health in healthcare workers during the
COVID-19 pandemic,” BMC Psychiatry, vol. 22, no. 1,
pp. 19–12, 2022.

[6] F. Vasset, L. Fagerstrom, and M. L. Frilund, “Nurse leaders’
changing roles over 25 years: a qualitative study,” Leadership
in Health Services, vol. 36, no. 1, pp. 125–139, 2022.

[7] A. Storaker, A. K. T. Heggestad, and B. Saeteren, “Ethical
challenges and lack of ethical language in nurse leadership,”
Nursing Ethics, vol. 29, no. 6, pp. 1372–1385, 2022.

[8] A. Stavropoulou, M. Prasianaki, D. Papageorgiou et al., “Te
psychological and professional burden experienced by nurses
who worked in COVID-19 clinics during the pandemic:
a content analysis,” Clinical Practice, vol. 13, no. 2, pp. 422–
434, 2023.

[9] A. Bergman, K. E. Nelson, D. Boyce, G. Hanson, M. Reina,
and C. H. Rushton, “Moral resilience and moral injury of
nurse leaders during crisis situations: a qualitative descriptive
analysis,” Journal of Nursing Management, 2024.

[10] I. Antonsdottir, C. H. Rushton, K. E. Nelson, K. E. Heinze,
S. M. Swoboda, and G. C. Hanson, “Burnout and moral

resilience in interdisciplinary healthcare professionals,”
Journal of Clinical Nursing, vol. 31, no. 1-2, pp. 196–208, 2021.

[11] L. Honkavuo and U. A. Lindstrom, “Nurse leaders’ re-
sponsibilities in supporting nurses experiencing difcult sit-
uations in clinical nursing,” Journal of Nursing Management,
vol. 22, no. 1, pp. 117–126, 2014.

[12] C. H. Rushton,Moral Resilience: TransformingMoral Sufering
in Healthcare, Oxford University Press, New York, NY, USA,
2018.

[13] L. J. Labrague and J. A. A. Santos, “COVID-19 anxiety among
front-line nurses: predictive role of organisational support,
personal resilience and social support,” Journal of Nursing
Management, vol. 28, no. 7, pp. 1653–1661, 2020.

[14] S. Park, J. Trul, E. E. Cooney et al., “Betrayal-based moral
injury and mental health problems among healthcare and
hospital workers serving COVID-19 patients,” Journal of
Trauma & Dissociation, vol. 25, no. 2, pp. 202–217, 2023.

[15] S. Mantri, J. M. Lawson, Z. Wang, and H. G. Koenig,
“Identifying moral injury in healthcare professionals: the
moral injury symptom scale-HP,” Journal of Religion and
Health, vol. 59, no. 5, pp. 2323–2340, 2020.

[16] C. H. Rushton, K. E. Nelson, I. Antonsdottir, G. C. Hanson,
and D. Boyce, “Perceived organizational efectiveness, moral
injury, and moral resilience among nurses during the
COVID-19 pandemic,” Nursing Management, vol. 53, no. 7,
pp. 12–22, 2022.

[17] American, Longitudinal Nursing Leadership Insight Survey
Part Four: Nurse Leaders’ Top Challenges and Areas for Needed
Support, AONL Foundation, Chicago, IL, USA, 2022.

[18] K. E. Heinze, G. Hanson, H. Holtz, S. M. Swoboda, and
C. H. Rushton, “Measuring healthcare interprofessionals’
moral resilience: validation of the Rushton moral resilience
scale,” Journal of Palliative Medicine, vol. 24, no. 6,
pp. 865–872, 2021.

[19] C. H. Rushton, G. C. Hanson, D. Boyce et al., “Reliability and
validity of the revised Rushton moral resilience scale for
healthcare workers,” Journal of Advanced Nursing, vol. 80,
no. 3, pp. 1177–1187, 2023.

[20] M. T. Mrayyan, A. Algunmeeyn, H. Y. Abunab, O. A. Kutah,
I. Alfayoumi, and A. A. Khait, “Attributes, skills and actions of
clinical leadership in nursing as reported by hospital nurses:
a cross-sectional study,” BMJ Leader, vol. 7, no. 3, pp. 203–
211, 2023.

[21] C. A. Hartnell, A. Y. Ou, and A. Kinicki, “Organizational
culture and organizational efectiveness: a meta-analytic in-
vestigation of the competing values framework’s theoretical
suppositions,” Journal of Applied Psychology, vol. 96, no. 4,
pp. 677–694, 2011.

[22] B. J. Grifn, N. Purcell, K. Burkman et al., “Moral injury: an
integrative review,” Journal of Traumatic Stress, vol. 32, no. 3,
pp. 350–362, 2019.

[23] National Academies of Sciences, Engineering, and Medicine,
Taking action against clinician burnout: a systems approach to
professional well-being, Te National Academies Press,
Washington, DC, USA, 2019.

[24] C. Rushton, “Transforming moral sufering by cultivating
moral resilience and ethical practice,” American Journal of
Critical Care, vol. 32, no. 4, pp. 238–248, 2023.

[25] S. Rabin, N. Kika, D. Lamb et al., “Moral injuries in healthcare
workers: what causes them and what to do about them?”
Journal of Healthcare Leadership, vol. 15, pp. 153–160, 2023.

[26] D. Rozario, “Burnout, resilience and moral injury: how the
wicked problems of health care defy solutions, yet require

Journal of Nursing Management 13

https://www.un.org/en/un-chronicle/covid-19-and-need-action-mental-health
https://www.un.org/en/un-chronicle/covid-19-and-need-action-mental-health


innovative strategies in the modern era,” Canadian Journal of
Surgery, vol. 62, no. 4, pp. E6–E8, 2019.

[27] Ash Media, U.S. Surgeon General Releases New Framework
for Mental Health & Well-Being in the Workplace, U.S.
Department of Health and Human Services, Washington,
DC, USA, 2022, https://www.hhs.gov/about/news/2022/10/
20/ussurgeon-general-releases-new-framework-mental-health
wellbeing-workplace.html.

[28] T. Cunningham, L. C. Chosewood, and J. Tyrawski, “Health
worker mental health initiative,” 2022, https://blogs.cdc.gov/
niosh-science-blog/2022/05/24/mental-health-initiative/.

[29] P. A. Schulte, G. Delclos, S. A. Felknor, and L. C. Chosewood,
“Toward an expanded focus for occupational safety and
health: a commentary,” International Journal of Environ-
mental Research and Public Health, vol. 16, no. 24, p. 4946,
2019.

[30] C. H. Rushton, S. M. Swoboda, T. Reimer, D. Boyce, and
G. C. Hanson, “Te mindful ethical practice and resilience
Academy: sustainability of impact,” American Journal of
Critical Care, vol. 32, no. 3, pp. 184–194, 2023.

[31] W. B. Schaufeli, A. B. Bakker, and M. Salanova, “Te mea-
surement of work engagement with a short questionnaire:
a cross-national study,” Educational and Psychological Mea-
surement, vol. 66, no. 4, pp. 701–716, 2006.

[32] J. Proft, P. J. Sharek, A. B. Amspoker et al., “Burnout in the
NICU setting and its relation to safety culture,” BMJ Quality
and Safety, vol. 23, no. 10, pp. 806–813, 2014.

[33] M. J. Dotson, D. S. Dave, J. A. Cazier, and T. J. Spaulding, “An
empirical analysis of nurse retention: what keeps RNs in
nursing?”Te Journal of Nursing Administration: Te Journal
of Nursing Administration, vol. 44, no. 2, pp. 111–116, 2014.

[34] L. Hu and P. M. Bentler, “Fit indices in covariance structure
modeling: s,” Psychological Methods, vol. 3, no. 4, pp. 424–453,
1998.

[35] L. Hu and P. M. Bentler, “Cutof criteria for ft indexes in
covariance structure analysis: conventional criteria versus
new alternatives,” Structural Equation Modeling: A Multi-
disciplinary Journal, vol. 6, no. 1, pp. 1–55, 1999.

[36] X. Zhao, J. G. Lynch, and Q. Chen, “Reconsidering baron and
kenny: myths and truths about mediation analysis,” Journal of
Consumer Research, vol. 37, no. 2, pp. 197–206, 2010.

[37] M. Mehmetoglu, “MEDSEM: Stata module to perform me-
diation analysis using structural equation modelling,” Sta-
tistical Software Components, 2017.

[38] M. Vázquez-Calatayud, E. Regaira-Mart́ınez, C. Rumeu-
Casares, B. Paloma-Mora, A. Esain, and C. Oroviogoicoechea,
“Experiences of frontline nurse managers during the COVID-
19: a qualitative study,” Journal ofNursing Management,
vol. 30, no. 1, pp. 79–89, 2022.

[39] M. L. Joseph, H. V. Nelson-Brantley, L. Caramanica et al.,
“Building the science to guide nursing administration and
leadership decision making,” Te Journal of Nursing Ad-
ministration: Te Journal of Nursing Administration, vol. 52,
no. 1, pp. 19–26, 2022.

[40] C. H. Rushton, T. Gosselin, and M. L. Joseph, “An ethical
framework for human resource allocation in nursing,”
Nursing Management, vol. 55, no. 3, pp. 18–23, 2024.

[41] D. Reina and M. Reina, Trust and Betrayal in the Workplace:
Building Efective Relationships in Your Organization, Berrett-
Koehler Publishers, Oakland, CA, USA, 2015.

[42] R. O. Sherman, “Rebuilding trust in nursing leadership,”
Nurse Leader, vol. 21, no. 2, pp. 128-129, 2023.

[43] K. E. Grailey, E. Murray, T. Reader, and S. J. Brett, “Te
presence and potential impact of psychological safety in the

healthcare setting: an evidence synthesis,” BMC Health Ser-
vices Research, vol. 21, no. 1, p. 773, 2021.

[44] E. G. Epstein, P. B. Whitehead, C. Prompahakul,
L. R. Tacker, and A. B. Hamric, “Enhancing understanding
of moral distress: the measure of moral distress for health care
professionals,” AJOB Empirical Bioethics, vol. 10, no. 2,
pp. 113–124, 2019.

[45] P. B. Whitehead, R. K. Herbertson, A. B. Hamric,
E. G. Epstein, and J. M. Fisher, “Moral distress among
healthcare professionals: report of an institution-wide sur-
vey,” Journal of Nursing Scholarship, vol. 47, no. 2, pp. 117–
125, 2015.

[46] A. J. Hertelendy, J. Gutberg, C. Mitchell et al., “Mitigating
moral distress in leaders of healthcare organizations: a scoping
review,” Journal of Healthcare Management, vol. 67, no. 5,
pp. 380–402, 2022.

[47] P. H. Miller, E. G. Epstein, T. B. Smith, T. D.Welch, M. Smith,
and J. R. Bail, “Moral distress among nurse leaders: a quali-
tative systematic review,” Nursing Ethics, vol. 30, no. 7-8,
pp. 939–959, 2023.

14 Journal of Nursing Management

https://www.hhs.gov/about/news/2022/10/20/ussurgeon-general-releases-new-framework-mental-healthwellbeing-workplace.html
https://www.hhs.gov/about/news/2022/10/20/ussurgeon-general-releases-new-framework-mental-healthwellbeing-workplace.html
https://www.hhs.gov/about/news/2022/10/20/ussurgeon-general-releases-new-framework-mental-healthwellbeing-workplace.html
https://blogs.cdc.gov/niosh-science-blog/2022/05/24/mental-health-initiative/
https://blogs.cdc.gov/niosh-science-blog/2022/05/24/mental-health-initiative/



