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Abstract

Background This study explores intersectionality in moral distress and turnover intention among healthcare workers
(HCWs) in British Columbia, focusing on race and gender dynamics. It addresses gaps in research on how these factors
affect healthcare workforce composition and experiences.

Methods Our cross-sectional observational study utilized a structured online survey. Participants included doctors,
nurses, and in-home/community care providers. The survey measured moral distress using established scales,
assessed coping mechanisms, and evaluated turnover intentions. Statistical analysis examined the relationships
between race, gender, moral distress, and turnover intention, focusing on identifying disparities across different
healthcare roles. Complex interactions were examined through Classification and Regression Trees.

Results Racialized and gender minority groups faced higher levels of moral distress. Profession played a significant
role in these experiences. White women reported a higher intention to leave due to moral distress compared to other
groups, especially white men. Nurses and care providers experienced higher moral distress and turnover intentions
than physicians. Furthermore, coping strategies varied across different racial and gender identities.

Conclusion Targeted interventions are required to mitigate moral distress and reduce turnover, especially among
healthcare workers facing intersectional inequities.
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Background

Intersectionality is a theoretical framework rooted in
Black feminism that promotes social justice and equity
through multiple-axis analysis. In her seminal work,
“Demarginalizing the Intersection of Race and Sex: A
Black Feminist Critique of Antidiscrimination Doctrine,
Feminist Theory and Antiracist Politics,” Kimberlé Cren-
shaw [1] analyzed how interlocking systems of privilege
and oppression (i.e., racism and sexism) shaped the expe-
riences of racialized women based on the various iden-
tities they carried or were perceived to carry. Since its
inception, intersectionality has evolved as a framework
beyond the original categorical identities of gender and
race and can help us understand how multiple social
identities intersect and reflect heterosexism, classism,
ableism, etc. [2].

Existing research on recruitment and retention in
the Canadian healthcare workforce sheds light on the
unfair and varied effects of intersectional inequities. This
includes experiences of covert or overt prejudices dur-
ing job applications, the work environment’s nature, and
barriers to equitable opportunities [3—5]. Such inequi-
ties have significantly influenced the composition of the
healthcare workforce in Canada. For example, while over
80% of healthcare workers (HCWSs) are women, most
work in professions like nursing and in-home or commu-
nity care (90.1%), whereas the proportion of women phy-
sicians ranges from 40.2 to 49.7% depending on specialty
(6, 7].

Similarly, while immigrants and People of Colour
(POC) make up a growing portion of workers in many
sectors of the healthcare system [8], they are overrepre-
sented in front-line care work, which entails challenging
tasks, such as bathing, feeding, grooming, changing dia-
pers, cleaning bodily wastes, and administering medica-
tion [9]. These dynamics reflect and reinforce inequities
related to compensation (for example, the median wage
for a physician in Canada is $233,726 compared to com-
munity care aids for whom the median salary is $42,328)
and power within health system decision-making [10,
11].

Intersectional research further requires researchers to
engage in reflexivity, to reflect on our social positional-
ity and to recognize our own biases and blind spots [12].
As academic researchers, we are particularly at risk of
the privilege hazard, “the phenomenon that makes those
who occupy the most privileged positions among us—
those with good education, respected credentials, and
professional accolades—so poorly equipped to recog-
nize instances of oppression in the world” [13]. We try to
mitigate this hazard by first acknowledging our privilege,
and then grounding our analysis in intersectionality to
identify and situate inequities within the current colonial
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and patriarchal context that structures Canadian health
systems.

Objectives

Moral distress is a concept that has developed out of the
nursing literature to explain the ethical conflict health-
care workers’ experience when they are unable to provide
the care they feel obliged to due to external constraints
[14]. There are numerous definitions of, approaches to,
and debates around the concept of moral distress [15].
We do not engage in these debates here, instead adopt-
ing Morley et al’s [16] definition, which defines moral
distress as occurring when there is a casual link between
a moral event and phycological distress, and is supported
by empirical research applying feminist interpretive phe-
nomenology to explore nurses life experiences of moral
distress [14, 16]. Determinants of moral distress include
organizational/work environment, poor work satisfaction
and engagement, feelings of disempowerment and lack of
autonomy [17]. In further empirical studies, moral dis-
tress has been associated with burnout and an increased
risk of anxiety and depression [18-20], and is a well-
established contributor to healthcare worker attrition,
explaining up to 40% of its variance among nurses [21].

Little moral distress research applies gender-based,
intersectional, or other equity-based forms of analysis.
While there is a growing feminist literature on moral dis-
tress, many of these papers draw on feminist approaches
primarily to inform their methods or contextualize
results, without sustained analysis of social positions
beyond gender [16, 22, 23]. A recent literature review
found 73 studies on moral distress that included data
on race or gender, but none that applied intersectional
theory [24]. This lack of intersectional approaches limits
our understanding of how moral distress affects Cana-
da’s diverse healthcare workforce, and how equity-based
approaches might mitigate the effects of moral distress
among those most affected.

Research on moral distress in the Canadian context has
found moderate levels of moral distress among registered
nurses, with moral distress related to ethical climate
[25]. Research comparing across professions (among
ICU HCWs) finds moral distress to be higher among
non-physicians, compared to physicians, lower with
age, and greater with years of experience among nurses
[26]. The COVID-19 pandemic intensified and created
new sources of moral distress among HCWs in Canada
[27]. Heightened psychosocial distress among criti-
cal care physicians pushed a third of them to consider
leaving the job. A high proportion of workers reported
experiences of moral injury related to work conditions,
including workload and conflicting demands, low con-
trol, low social support, and low rewards [18, 28]. Human
resource shortages and system challenges have also been
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identified as contributors to moral distress among com-
munity healthcare providers [29].

Currently, the Canadian healthcare system faces a
decreasing supply of HCWs, low retention, and chal-
lenging workplace conditions. There is a shortage of
family doctors, and over two-thirds of nurses are consid-
ering leaving the profession [30]. Strengthening Canada’s
healthcare workforce requires a greater understanding
of moral distress to inform interventions to address this
pervasive issue and prevent harm to healthcare workers
and related attrition.

The current study applies intersectional analysis to
explore to what extent moral distress levels explain
inequalities in turnover intention among doctors, nurses,
and in-home- or community care providers in Brit-
ish Columbia (BC), Canada, specifically focusing on the
intersection of race and gender identity. Our overarch-
ing goal was to contribute to more equitable working
environments. Therefore, we have shared preliminary
results with participants who consented to follow-up, as
well as with representatives engaged in Equity, Diversity
and Inclusion work in unions and associations represent-
ing healthcare workers, requesting feedback and form-
ing partnerships in order to develop recommendations
informed by lived experience.

Methods

Our observational, retrospective study integrates inter-
sectionality theory into quantitative analysis and reports
based on the Strengthening the Integration of Intersec-
tionality Theory in Health Inequality Analysis (SIITHIA)
checklist [31] (Supplementary file). We posed our
research questions and developed our survey informed
by previous research with women HCW working in Brit-
ish Columbia during the pandemic [32].

Data sources

Details about sampling, recruitment, measurement,
and data collection had already been described else-
where [33]. In short, we conducted an online survey of
healthcare professionals from all health regions of Brit-
ish Columbia between October and December 2022.
Research participants were recruited through profes-
sional networks. Participants who identified as nurses,
doctors, or in-home and community care professionals
were eligible. We excluded responses who completed the
survey in less than 3 min, which were considered bot or
spam.

Ethical considerations

This study was part of a research project approved by the
Simon Fraser University (SFU) Research Ethics Board
(30001218) and consistent with the principles of the
1964 Helsinki Declaration and its later amendments. The
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survey participants were informed about the research
objective and were made aware that participation was
voluntary and that they could withdraw from the survey
at any time. We assured them of the confidentiality of
their information. Only those who agreed to participate
and consented were allowed to fill out the survey.

Measures

Our data collection reflects intersectional principles
that would allow for a meaningful comparison between
the intersecting positions of two axes of marginaliza-
tion: sexism and racism. Therefore, we created a vari-
able concatenating gender (men or women) and racial
identity (indigenous, person of colour, or white). We
assumed men and white-identifying participants were
the most privileged categories, informed by feminist
and anti-racist literature [34]. While participants were
offered gender-diverse options (two-spirit, non-binary,
and transgender), we excluded those who selected these
options because their low counts were not amenable to
inter-categorical analysis. People of colour included those
identifying as Middle Eastern or North African, African
descent, Hispanic, South Asian, and Southeast or East
Asian. We grouped them based on the ‘visible minority’
classification followed by Statistics Canada, as done in
previous research [9].

The cross-sectional nature of the survey limited our
ability to incorporate temporal contexts; however, we col-
lected data on age (Under 30, 30 to 39, 40 to 49, or 50 or
more), and country of birth (Canadian-born or foreign-
born), which incorporate life trajectories. Profession
(physician, nurse, or in-home/community care aid) was
considered as a unit of social aggregation.

The independent variables that are hypothetically
modifiable included the type of work arrangement (full-
time or part-time/casual) and two scales: moral distress
and coping strategies. The moral distress scale had seven
items from the moral distress questionnaire that relate
to system-level root causes and breakdowns in work-
ers’ interactions with patients and families [19], and two
additional items evaluating time management for care of
patients and self-care. Similarly, we developed an eleven-
item questionnaire about coping mechanisms/strategies
[33]. For both scales, each item is a composite score that
multiplies frequency (five levels from 0 or ‘never’ to 4 or
‘very frequently) and intensity of distress (from ‘none’ to
‘distressing’) or effectiveness of coping strategies (from
‘none’ to very effective’). Altogether, the moral distress
questions added to an overall “moral distress score”
(range: 0 to 144), which is the added sum of all nine items,
whereas the “mitigation score” (range: 0 to 275) reflected
the overall effectiveness of strategies to cope with moral
distress. The full set of items for each questionnaire are
available as supplementary material.
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The main outcome of the study was turnover intention.
Participants were asked ‘Have you ever left or considered
leaving a clinical position due to moral distress?” Those
who answered ‘No’ were categorized as not exhibiting the
outcome, while those who said ‘Yes’ were categorized as
exhibiting the outcome, irrespective of whether they had
left their positions or not.

Analysis

Descriptive statistics

We described our sample using frequencies and propor-
tions for our categorical variables and mean scores and
standard deviations for numeric variables. Following the
Public Health Agency of Canada [31] recommendations,
we compared (a) non-modifiable and temporal character-
istics across outcome groups and (b) turnover intention
and its hypothesized determinants across professions (a
social unit of aggregation). We used the chi-square test to
compare categorical variables and the t-test to compare
continuous variables.

Boxplots were used to explore the intra-group hetero-
geneity and the relationship between both scales and
professions. Then, we estimated mean moral distress
total scores and corresponding 95% confidence inter-
vals (CI) for each identity group. We fitted an ANCOVA
model that included the composite variable and profes-
sion as predictors. Subsequently, we used the ‘emmeans’
R package [35] to compute marginal mean scores by
intersecting identities, therefore adjusting indirectly for
the professional group.

Modelling

We employed a classification and regression tree model
(CART) to explore the dynamics between variables in
the dataset. This approach was selected for its effective-
ness in visually representing and interpreting complex
relationships. We used the ‘rpart’ package in R, to “pre-
dict” the likelihood of considering leaving due to moral
distress based on modifiable and non-modifiable char-
acteristics [36]. Given our exploratory goal, the entire
dataset was used to train the model. The number of splits
was set to 30 and the depth of the tree was capped at 6
levels to ease interpretability. The goal was to identify
intersecting identities in the tree and how modifiable and
non-modifiable characteristics played a role in the deci-
sions of healthcare workers. A secondary objective was
to untangle the interplay between identities and profes-
sional roles. All analyses were performed using R v 4.3.0.

Results

Figure 1 shows the selection process for the final sample;
1,314 HCW participated in the survey. After excluding
those who did not consent to the study, potential bots
or spam, and those who did not work in BC, 814 HCWs
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were considered fully eligible (Fig. 1). 718 participants (or
88.20%) completed an adapted shorter version (9-item)
of the moral distress questionnaire and included in our
analytic sample (Fig. 1). 67.8% identified as women, and
34.7% identified as racialized (including indigenous and
POC). Most of the respondents (93.45%) also provided
data about their intention to leave their current position
due to moral distress. Eligible participants who did not
provide full outcome data were more likely to be foreign-
born (p=0.005), identify as POC (p=0.008), and work as
an in-home or community care aid (»p=0.003). We did
not find statistically significant differences within the lat-
ter group between those who indicated their intention to
leave work and those who did not.

Turnover intention and non-modifiable characteristics
57.5% of the sample reported considered leaving due to
moral distress. White women were significantly more
likely to report the intention to leave work due to moral
distress, while the opposite effect was observed in white
men. This latter group had a significantly lower turn-
over intention (15.3%) than all other groups (range:
64.8-76.5%), which caused the proportion of intention
turnover to be significantly different by gender and race,
independently (not shown). Other non-modifiable char-
acteristics significantly associated with turnover inten-
tion were Canadian-born and older than 50. Participants
aged 40 to 49, conversely, were more likely to report they
had not considered leaving (Table 1).

Sample characteristics by social unit of aggregation

The sample was well-distributed among physicians
(n=178), nurses (n=327), and in-home- or community
care practitioners (H-CCP) (n=213). After controlling
for multiple comparisons, HCC-P in our sample had a
significantly higher likelihood of identifying as indig-
enous men, being foreign-born, and working casually
or under part-time contracts. No significant differences
were found in terms of age or intention to quit. Nurses
had a higher likelihood of identifying as white women
and a lower likelihood of identifying as white men or
indigenous men. They also concentrated a higher pro-
portion of participants in the youngest (under 30) and
oldest (50+) age groups. Nurses had significantly higher
moral distress scores than physicians and H-CCPs (the
p-value for the Tukey Honest Significant Difference test
was <0.01 in both cases). Nurses were significantly more
likely to consider leaving the profession, while the oppo-
site was true for physicians. Physician participants were
mostly white men, more likely to be Canadian-born, aged
40 to 49, and full-time workers (85.4%). While physicians
had the highest mean coping score, there were no sig-
nificant differences across groups. Only 24.7% of physi-
cians had considered leaving their position or had already
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Survey participants
N= 1,314

Consented to participate
N= 1,288

Completed survey >3
minutes
N= 904

Works in BC
N=814

Complete distress scale
N=718

Complete data for
turnover intention
N=671

Fig. 1 Flow chart of study participants; flow indicates analytic sample

left, compared to 61.3% of H-CCP and 72.7% of nurses
(Table 2).

Profession, identity and moral distress

Moral distress levels by identity, classified by profession,
are shown as boxplots in Fig. 2. The interquartile range
suggests higher variability for white women and POC
men and women. The presence of outliers also highlights
the professional role in the distribution of scores. For
example, indigenous men with the highest distress levels
work mostly as H-CCP, whereas indigenous women with

—————————— ‘ questions (n=89)
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Did not consent (n=26)

Bots/Spam (n=384)

Works outside of BC
(n=90)

‘ Skipped moral distress

‘ Skipped turnover
‘ intention (n=47)

the highest distress levels work mostly as nurses. We can
also observe the relative absence of physicians among the
outliers near the higher end of the y-axis (Fig. 2).

The mean moral distress scores ranked in descend-
ing order are shown in Table 3, along with the marginal
scores, and corresponding 95% CIs. POC women had the
highest mean score, significantly higher than white men.
White women have significantly higher scores than both
indigenous and white men. Such differences were no lon-
ger significant after adjusting for profession (Table 3).
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Table 1 Non-modifiable characteristics of the sample stratified
by turnover intention

Considered leaving due to moral p-value*
distress

No Yes

(n=285) (n=386)

|dentity <0.001
Indigenous men 22(83) 42(11.6)  1.000
Indigenous women 19 (7.2) 36 (10.0)  1.000
Men of colour 6(2.3) 54.2) 1.000
Women of colour 20(7.6) 43(11.9) 0904
White men 102 (38.6) 20(5.5) <0.001
White women 95 (36.0) 205 (56.8) <0.001

Country of birth
Canadian-born 245 (86.0) 308 (79.8) 0.048
Foreign-born 40 (14.0) 78 (20.2)

Age group <0.001
Under 30 69 (24.2) 99 (25.6)  1.000
30-39 87 (30.5) 150 (38.9) 0.205
40-49 117 (41.1) 92(23.8) <0.001
50 or more 12 (4.2) 45(11.7)  0.005

*p-values in cursive show Bonferroni correction

Profession, identity, and coping strategies

Indigenous women had the lowest mitigation score com-
pared to all other groups but Indigenous men. They also
presented the least variability. Mitigation scores were also
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significantly higher for White men than White women
(Fig. 3).

Unlike moral distress levels, the mitigation scores kept
their original rankings and did not significantly change
after adjustment, suggesting profession does not play a
role in this association (Table 4).

Part-time and causal contract—more common among
HCC-P and nurses—was also associated with turnover
intention compared to full-time employment, which was
common among physicians. People who considered leav-
ing also had a significantly higher mean moral distress
score (70.17 vs. 47.82) and a significantly lower mitiga-
tion score (71.93 vs. 86.02; p<0.01 in all comparisons).

CART model

The decision tree was split 9 times across six levels
(Fig. 4). While the type of contract and country of birth
were included in the model, they had a relative impor-
tance of 3% and 1% and did not play a role in splitting
the nodes. The intersection of racial and gender iden-
tity was the most influential variable (42%), followed by
moral distress levels (22%) and resilience scores (13%).
Age and profession contributed 10% and 9%, respectively,
to the model. For white men, neither the moral distress
scale nor the resilience scale played a significant role in
turnover intention. Instead, age—a non-modifiable fac-
tor related to life trajectory—played an important role.

Table 2 Turnover intention and its hypothesized determinants stratified by profession

Overall H-CCP Nurse Physician p-value
(n=718) (n=213) (n=327) (n=178)
Considered leaving <0.001
No 285 (42.5) 75(38.7) 85 (27.3)* 125 (75.3)*
Yes 386 (57.5) 119 (61.3) 226 (72.7)* 41 (24.7)*
Identity <0.001
Indigenous men 67 (10.0) 31(16.3)* 18 (5.8)* 18 (10.6)
Indigenous women 58(8.7) 30(9.7) 11 (6.5)
Men of colour 21(3.1) 9(4.7) 8(2.6) 4(24)
Women of colour 67 (10.0) 25 (1 32) 36 (11.6) 6 (3.5)*
White men 128 (19.1) 16.3) 8 (2.6)* 89 (52.4)*
White women 329 (49.1) 0.5) 210 (67.7)* 42 (24.7)*
Country of birth <0.001
Canadian-born 588 (81.9) 147 (69.0)* 272 (83.2) 169 (94.9)*
Foreign-born 130 (18.1) 66 (31.0)* 55(16.8) 9 (5.1)*
Age group <0.001
Under 30 73 (24.1) 50 (23.5) 104( 9)* 19 (10.7)*
30-39 252 (35.1) 79(37.1) 0(337) 63 (354)
40-49 226 (31.5) 63 (29.6) 70 (21 5% 93 (52.2)*
50 0r more 66 (9.2) 21(9.9) 42 (12.9)* 3(1.7)*
Contract type <0.001
Part-time or casual 227 (31.6) 92 (43.2)* 109 (33.3) 26 (14.6)*
Full-time employee 491 (684) 121 (56.8)* 218 (66.7) 152 (85.4)*
Moral distress score (mean [SD]) 60.37 [33.65] 48.68 [34.35] 74.19 [34.48] 4895 [18.29] <0.001
Coping strategies score (Mean [SD]) 78.08 [44.46] 76.81 [55.92] 75.94 [41.78] 83.32[33.89] 0.210

* <0.05 after Bonferroni correction
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Fig. 2 Distribution of the moral distress score by identities, classified by profession
Table 3 Mean moral distress score by identity, and marginal Discussion

mean score adjusted by profession

Intersecting identity Mean 95% Mar- 95% CI

moral confidence ginal

distress interval (Cl) mean

score score®
POC women 67.66 59.01-76.31 627 55.2-70.2
White women 67.57 63.74-7140 60.0 56.3-63.7
POC men 65.05 47.81-82.28 639 50.8-77.1
Indigenous women 60.38 5149-69.27 5538 479-638
Indigenous men 5299 46.26-59.71 547 47.3-62.0
White men 50.05 46.03-54.06 56.7 509-624

@ These estimated marginal means represent the mean values of the moral
distress score within each intersecting identity subgroup, while statistically
adjusting for the influence of profession

Among participants with other identities, 91% of people
with a moral distress score equal to or above 89 intended
to leave. When moral distress levels were lower than that
and the mitigation scores were equal or above 128, most
participants did not report the outcome (while there are
differences in outcome by identity, the sample size is sig-
nificantly small). Among participants who could expe-
rience either racial or sexist barriers and had reported
moderate levels of moral distress (8 to 89) and low
resilience score (<128), profession played an important
role: 68.3% of HCC-P and nurses had considered leav-
ing. Among physicians who were women or racialized,
those with very low mitigation scores (<73) and between
the ages of 30 and 49, had a high proportion of turnover
intention (74.1%).

The high turnover intention among nurses (72.7%), and
in-home and community health providers (61.3%) is
telling and in-line with surveys by healthcare worker
associations [37, 38]. Higher moral distress levels in
nurses compared to physicians and H-CCPs have also
been reported in cardiovascular surgery intensive care
units in Canada [39]. Statistically adjustment by profes-
sion eliminated significant differences in moral distress
scores across groups, suggesting that (a) such inequities
could be partially explained by the extent to which each
profession experiences moral distress, and (b) persistent
inequality of access to professional roles. Finally, gender
differences in moral distress also align with findings from
surveys with healthcare workers during COVID-19 [18,
40].

Differential outcomes related to the mitigation scores
of minoritized participants with elevated moral distress
suggest the need for future research that incorporates
intersectional approaches. For example, when analyzing
the prevalence of turnover intention, White men had sig-
nificantly lower turnover intention than all other groups.
Nevertheless, gender-based or race-based analysis would
have estimated significant differences for white people
or all men, leaving white women and racialized men to
“fall through the cracks” Canada lacks detailed data
regarding people with disabilities, race, or Indigenous
identity of healthcare workers within health professions
databases. Such omissions are concerning as they render
experiences and representation of these workers invisible
within data analysis and efforts for improvement [4].

The results from the CART model also imply that
White men (most of whom work as physicians) based
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Fig. 3 Mitigation score distribution by identities, classified by profession

Table 4 Mean distress mitigation score by identity, and marginal
mean score adjusted by profession

Intersecting Mean 95% Mar- 95% CI
identity mitiga- confidence ginal mean
tion interval (Cl) mitigation
score score®
Indigenous women  49.09 40.44-57.75 49.1 37.8-604
Indigenous men 73.28 56.35-90.21 733 63.0-83.7
POC women 74.96 62.63-87.30 750 63.7-864
White women 80.14 75.76-84.52 80.2 74.6-85.7
White men 92.15 85.88-9842 920 83.7-
1004
POC men 99.00 7622-12178 99.1 79.0-
119.1

@ These estimated marginal means represent the mean values of the mitigation
score within each group, while statistically adjusting for the influence of
profession

their turnover intentions on factors related to the life
course and not moral distress. Conversely, elevated moral
distress levels were a key factor in predicting the turn-
over intention for white women and indigenous and POC
HCWs. Moral distress levels at the time of the survey
likely reflected institutional constraints, many of which
persist today [30] and are amenable to intervention.

Our research incorporates a novel approach to incor-
porate mitigation strategies in our understanding of
moral distress. We found that availability and use of
efficacious coping strategies predicted a lower turnover
intention among White and Indigenous women. The
same was not true for racialized men and POC women.
However, the sample size for this specific subgroup was
too small and more in-depth intersectional and context-
specific research is needed to explore these suppositions.

Strengths and limitations
Our study benefits from a significant sample size that
allowed us to disaggregate data by gender and racial iden-
tity. To the best of our knowledge, no other quantitative
moral distress studies has included such an intersectional
analysis. Ours incorporates principles from intersection-
ality on qualitative research [31]. In doing so, we identi-
fied differential experiences based on both gender and
racial identities that contributes to moral distress not
evident when considering these identities separately. We
explored the role of profession within these subgroups
finding an inequality of opportunities that impacts moral
distress. While descriptive statistics do not account for
potential interactions or confounding effects between
variables, CART modeling allowed us to handle nonlin-
ear relationships, and complex interactions and to iden-
tify the relevance of each variable for particular groups.
Our study also had some limitations. Our measure of
moral distress incorporates only a subset of items from
the original questionnaire. However, our results align
with previous moral distress surveys in assessing distress
by gender and profession [18, 39, 40]. The analysis omit-
ted gender identities, including non-binary respondents,
due to the associated small sample sizes. Similarly, cat-
egorizing continuous variables like age into groups can
lead to a loss of information and imposes an assumption
of the same effect size within the age categories, which
may not hold true. Furthermore, the data was collected
towards the end of the pandemic which would have influ-
enced the level of moral distress and turnover intention
among HCWs. Finally, the study’s findings are specific
to the sample population and may not be generalizable
to all healthcare workers. POC and Indigenous men
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Identity
| | S
Whtmn
Age
30-39,40-49

Und30,50o0rm

Indgw,Whtwm
Indgm,Mnofc,Wmnoc

o Yes No Yes
102 11 512 30 4
17% 3% 5% 1% 1%

Fig. 4 Classification and regression tree predicting turnover intention

subgroups, for example, had small sample sizes and wider
confidence intervals, increasing the probability of type 1
error in some analyses. Future research should work with
these communities, potentially applying mixed methods
to better understand their unique experiences.

Our team comprises diverse researchers, representing
varying genders, races, and ethnicities, including those
with healthcare work experience. However, we acknowl-
edge that our team does not include anyone who identi-
fies as Indigenous, and therefore, we are at risk of colonial
and settler bias in our research. We have attempted to
mitigate this by interpreting results related to Indigenous
participants with humility and recognizing the colonial
context. While our current work also does not signifi-
cantly include qualitative interviews, it was informed by
previous qualitative research [32].

MitigationScore

Indgm,Indgw,Mnofc,Wmnoc,Whtwm

MoralDistress

>=89

<128

MoralDistress

>=8

Profession

CCP,Nurse

MitigationScore

>=73

Und30
30-39,40-49

No No Yes Yes Yes
22 7 7 4 7 20 91 196 | (12 127
4% 2% 4% 43% 21%

Conclusion

Moral distress is both an outcome and a contributing fac-
tor to the current human resource crisis in Canada. High
distress scores, particularly among minoritized health-
care workers (the majority of the workforce), as well as
their higher turnover intent, indicate an urgent need
to address the root causes of moral distress, including
inequitable access to professional roles. Systemic bar-
riers, such as implicit biases in hiring practices, lack of
mentorship, and limited opportunities for skill enhance-
ment, prevent minoritized healthcare workers from
advancing into higher-level positions or accessing pro-
fessional development opportunities at the same rate as
their counterparts. Differences across genders and races
demonstrate how societal inequities permeate the health-
care sector, shaping varying levels of moral distress. For
instance, Indigenous men in community care roles face
particularly elevated levels of moral distress, reflecting
unique challenges that necessitate targeted interventions.
The implications for the healthcare system are significant:
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reduced diversity in leadership, hindered effective health-
care delivery, and increased turnover rates. Both imme-
diate interventions and long-term structural changes
are needed to mitigate the effects of moral distress on
healthcare workers, particularly those already facing
inequities, and prevent relate attrition within the health-
care system. This research highlights the urgent need to
address systemic barriers within the healthcare sector
and underscores the importance of tackling intersec-
tional inequities to build a resilient healthcare workforce
capable of meeting current and future challenges.
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