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Abstract
Objectives. Prolonged distress is a risk factor for burnout among health-care providers (HCP)
and may contribute to demoralization. We examined sources of distress during the COVID-19
pandemic and associations with demoralization.
Methods. Thisprospective cross-sectional survey ofHCPwas conducted amongpalliative care
providers of an academic medical center. Participants completed a survey evaluating sources
of distress and the Demoralization Scale-II (DS-II) to measure the intensity of demoralization.
Results. Of 106 eligible participants, 74 (70%) completed the survey. DS-II median (range)
score was 2 (0–19). There were no statistically significant associations with demographic char-
acteristics. Participants reported high rates of distress for multiple reasons and high rates of
sense of fulfillment (90%) and satisfaction (89%) with their profession.
Significance of results. Our study identified high levels of distress but low demoraliza-
tion rates. Further study to evaluate fulfillment and satisfaction as protective factors against
demoralization and burnout is indicated.

Introduction

As emerging infectious diseases have spread worldwide, their effects on the population are com-
monly measured by morbidity and mortality; however, the psychological effects on the mental
health of the health-care workers (HCW) are often overlooked (Pappa et al. 2020). Several stud-
ies have documented depression, anxiety, and posttraumatic stress disorder in HCW after the
Middle East respiratory syndrome and severe acute respiratory syndrome (SARS) epidemics
(Koh et al. 2005; Lancee et al. 2008; Lee et al. 2018; Tam et al. 2004). For instance, during the
2003 SARS outbreak, HCW expressed significant emotional distress (18% to 57% of HCW)
during and after the epidemic (Chan 2004; Maunder et al. 2004; Nickell 2004; Phua et al. 2005).

Psychological impact on HCW is a significant concern during pandemics where health-care
providers (HCP) are already often physically overworked or experience prolonged distress
(Maslach et al. 2001). Demoralization, defined as a sense of hopelessness and helplessness when
purpose and meaning are lost, is an unstudied aspect of mental health that may contribute
to burnout in HCW (Agarwal et al. 2020; Robinson et al. 2015). Conceptually, demoraliza-
tion differs from burnout, in that burnout encompasses a broader definition of deperson-
alization, reduced feelings of accomplishment and emotional exhaustion (Ishak et al. 2009).
Demoralization has been demonstrated in terminal patients and described as a spectrum
beginning with disheartenment or mild loss of confidence, leading to despondency, despair,
and then full-blown demoralization syndrome (Clarke and Kissane 2002). Demoralization is
characterized by diminished morale when one’s principles, values, or standards are threatened
and have been observed in HCWwhen facing significant stress that cannot be addressed (Gabel
2013; Jacobsen et al. 2007; Kissane et al. 2004).

The COVID-19 has caused extraordinary and extensive effects on society today (Centers for
Disease Control and Prevention 2021). HCW have been on the front lines and have felt burdens
that include increased workloads, lack of personal protective equipment, and risk of acquiring
the disease, all risk factors for distress, moral injury, and demoralization (Maguen and Price
2020; Pappa et al. 2020). Despite the significant effects that the current pandemic has had on
the mental health of HCP, to the best of our knowledge, there have been no studies that have
examined the sources of distress, demoralization, and the associated impact on psychological
well-being in members of the health-care community. There have been several studies over the
years using burnout as a tool to measure psychological distress in the health-care workforce
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and in health education (Dahlin and Runeson 2007; Ishak et al.
2009; Rosen et al. 2006; Sharifi et al. 2021).We aim to study demor-
alization as a novel approach to examine psychological distress in
the health-care workforce apart from burnout to better understand
its role in mental well-being and how sources of distress affects can
affect levels of demoralization in the health-care workforce.

Methods

The institutional review board at MD Anderson Cancer Center in
Houston, Texas, approved this prospective cross-sectional survey.
The trial took place in the Supportive Care department. Physicians,
advanced practice providers, nurses, counselors, and psychologists
were considered eligible to participate in the survey. Nurses who
do not routinely provide care at the Supportive Care Clinic or the
Palliative and Supportive Care Unit, including temporary nurses
from other departments or floors, were excluded from this study.
Eligible participants were sent an email that included the study’s
objective, and if willing to participate, a link to obtain informed
consent. Consenting participants were then provided a link to the
web-based survey.

The survey consisted of a questionnaire composed of 4 subsec-
tions formulated by the study investigators (Table 3). The first 3
subsections identified sources of distress in the work and home
environments and when caring for patients. The fourth subsection
evaluated demoralization.Themodel used was the Demoralization
Scale-II (DS-II) (Robinson et al. 2016). This scale was selected
because after extensive literature searches, no published validated
tools or measures evaluating demoralization in the study popula-
tion were identified. DS-II consists of 16 statements, graded based
on a numeric rating of 0 for Never, 1 for Sometimes, and 2 for
Often (Robinson et al. 2016). Responses are summed to provide
the total score out of a maximum possible of 32 points. The total
score comprises 2 subscale scores: Meaning and Purpose (MP) and
Distress and Coping Ability (DCA), each consisting of 8 questions.
This scale has been validated in patients with advanced, progres-
sive disease. Values from 0 to 3, 4 to 10, and 11+ were considered
low, middle, and high scorers, respectively (Robinson et al. 2016).
Demographic information seen in Table 1 was obtained as part of
the survey questions itself.

The study analysis was primarily descriptive. Summary statis-
tics were used to describe the demographic characteristics of our
study population as well as all survey items. DS-II total and sub-
scale scores were summarized using means, standard deviations,
ranges, and 95% confidence intervals. We compared demographic
factors and the DS-II using t-test, rank-sum test, ANOVAs, or
Kruskal–Wallis test, as appropriate. All statistical analysis was per-
formed using Stata/MP v17.0 (College Station, TX).

Results

This study was conducted from May to July 2022. In total, 106
eligible participants were sent invitations; 74 (70%) participants
completed the survey. Table 1 provides a summary of participant
demographics. Most were women (81%). A majority (69%) also
had practiced in a different specialty before joining the Supportive
Care Department.

Table 2 summarizes the results of the DS-II. Of the total respon-
dents, 42 (56.8%) were categorized as low scorers, 20 (27%) as
middle scorers, and 8 (10.8%) as high scorers (4 participants had
missing values). The median (range) score was 2 (0–19). The 2
subscales, MP and DCA, had median (range) values of 0 (0–10)

Table 1. Participant demographics (N = 74)

Characteristic N %

Age (years)

20–29 5 7

30–39 19 27

40–49 24 34

50+ 22 31

Gender

Female 56 81

Male 13 19

Role as part of the Supportive Care Department

Advanced practice provider 23 32

Psychologist/Counselor 5 7

Nurse 20 28

Physician 23 32

Years practicing in the field of supportive and
palliative medicine

0−3 21 30

4−7 17 24

7−11 15 21

11+ 17 24

Practiced in a different specialty prior to joining
the Supportive Care Department

Yes 49 69

Table 2. Demoralization scale and subscales

Characteristic

Demoralization Scale-II Sum (N = 70)

Mean (SD) 3.80 (4.74)

Median (Min–Max) 2 (0–19)

Meaning and Purpose Subscale (N = 74)

Mean (SD) 1.16 (2.07)

Median (Min–Max) 0 (0–10)

Distress and Coping Ability Subscale (N = 74)

Mean (SD) 2.43 (2.90)

Median (Min–Max) 1 (0–11)

and 1 (0–11), respectively. There were no statistically significant
associations found when assessing demoralization and age, gender,
role (physician, counselor/psychologist, nurse, advanced practice
practitioner), and practice in a different specialty prior to join-
ing supportive care. A statistically significant difference was found
between the DCA subscale score practice in a different specialty
prior to supportive care. Those who had practiced in a different
specialty had amedian (range) score of 3 (0–11) compared to those
who had not – 1 (0–9), p = 0.035.

Table 3 shows study questions formulated by the investigators to
identify sources of distress including increased emotional distress
directed at our team from patients and families and other HCP,
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Table 3. Survey responses (N = 74)

Characteristic N %

Patient care

Extreme distress

The limited number of family members being able to be
physically present at end of life for patients.

53 75

Families only being able to see patients by video
technology.

43 61

Limited amount of family members being allowed to be
with patients

39 55

Contact with patients who may have COVID-19 35 50

Concerns about transmitting COVID-19 to patients or
family members who are allowed in the hospital.

21 29

Completely agree/Somewhat agree

Patients are in more emotional distress, as compared to
before the pandemic.

60 87

Family members are in more emotional distress, as
compared to before the pandemic.

60 87

More episodes of emotional distress directed at me
from the family members of the patients.

55 79

More episodes of emotional distress directed at me
from patients.

52 74

Providing medical information to families/loved ones is
difficult due to inability to be at bedside

52 74

Referring clinicians are in more emotional distress, as
compared to before the pandemic.

48 70

Providing an accurate prognosis to patients and
families difficult, due to lack of face-to-face contact.

39 55

More episodes of emotional distress directed at me
from the referring teams.

35 50

Home life

Completely agree/Somewhat agree

Concerns about transmitting or contracting COVID-19
from a family member is causing significant distress

40 56

Providing childcare at home is causing significant
distress

24 34

Providing care to a family member other than a child at
home is causing significant distress.

16 23

Work environment

Completely agree/Somewhat agree

Lack of testing for COVID-19 for health-care providers,
patients, and family members who are allowed in the
hospital is distressing.

29 41

Concerns about being redeployed to another
department

28 39

Lack of personal protective equipment in the hospital is
distressing.

25 35

Working in close proximity with others causes distress
due to concerns of COVID-19 transmission

21 30

Telemedicine to provide care with the patient and fam-
ily, rather than seeing the patient or family face-to-face
is distressing

27 30

(Continued)

Table 3. (Continued.)

Characteristic N %

Sense of fulfillment and satisfaction with profession

I have a sense of fulfillment with what I do. 64 90

I have an overall sense of satisfaction with what I do. 62 89

Survey questions and relationship to COVID-19

Completely agree/Somewhat agree

The answer choices above are directly related to the
COVID-19 pandemic.

31 45

strict visitation policies, and other factors. Participants had a sense
of fulfillment in their profession (90%) and a sense of satisfaction
in what they did (89%). There were several sources of distress in
patient care identified, which included the following: more sig-
nificant emotional distress from patients (87%), family members
(87%), and referring clinicians (70%) now as compared to prior
to the pandemic, along with visitation limitations during the pan-
demic (75%). Participants felt that more episodes of distress were
directed at them by patients (74%) and family members (79%).

Discussion

Demoralization has rarely been studied in HCW during
COVID-19 (Agarwal et al. 2020; Robinson et al. 2015). When
assessing levels of demoralization among supportive care providers
during the COVID-19 pandemic, the majority of our participants
scored in the lowest interquartile range. They also scored in the
lowest interquartile range when evaluating the MP and DCA
subscales.

Paradoxically, despite low levels of demoralization, our
study identified several significant sources of distress (Table 3).
Importantly, when asked whether they had a sense of fulfillment
and overall satisfaction with what they did, responses were over-
whelmingly positive at 90% and 89%, respectively. Thus, 1 possible
explanation for the overall low demoralization scores is that the
sense of fulfillment and satisfaction were protective factors against
the sense of hopelessness and helplessness (Agarwal et al. 2020;
Robinson et al. 2015). This conclusion is supported by a study
in Turkey that investigated the psychological resilience of HCW
during the COVID-19 pandemic. The authors concluded that life
satisfaction was a key factor in improving resilience (Bozda ̆g &
Ergün, 2021). The authors also concluded that risk factors for
lower psychological resilience included busy work schedules and
exposures to unfavorable events, including deaths. In an Italian
study of home palliative care providers during the pandemic,
burnout frequency was lower than pre-pandemic for related
reasons (Varani et al. 2021). While participants reported increased
levels of psychological morbidity compared to pre-pandemic,
they had higher levels of personal accomplishment, which was
postulated to have a similar protective effect (Varani et al. 2021).

Self-care practices prioritized in this department may also be a
mitigating factor of demoralization despite high levels of distress.
These self-care activities include movement, rest, hydration, ask-
ing for and offering help, eating light meals during the day, breaks,
and debriefing under challenging situations (Bramati et al. 2023).
Good sleep, healthy lifestyles, along with social support have been
shown in other studies to support resilience during the COVID-19
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pandemic (Bozda ̆g & Ergün, 2021; Petzold et al. 2020). Our study
suggests that self-care and mindfulness-based activities may be
important to evaluate as factors reducing emotional distress that
can lead to demoralization and burnout (Ameli et al. 2020).

There are several limitations of this study. This was a
single-center trial, and the sample size was small. A larger sam-
ple size may have allowed us to see statistically significant dif-
ferences among demographic groups. This study was conducted
from May to July 2022; while the pandemic was no longer at
its height, because our institution has among the highest preva-
lence of immunocompromised patients in the world, pandemic
risks and associated precautions were still at the forefront of work-
force practices. Moreover, responses to the questions are subject
to recall bias. We used the DS-II, validated initially in a popula-
tion with advanced illness (Kissane et al. 2004); thus, its utility
in our study population has not been studied. Also, there are no
currently established cut-off values when using the DS-II. We also
did not specifically survey psychological distress or burnout other
than using the DS-II. We were trying to minimize respondent bur-
den given the number of questions they were asked to respond to
in the questionnaire and the DS-II along with the burden already
imposed by working during the pandemic. Thus, we cannot con-
clude how fulfillment and satisfaction play a role in feelings of
emotional distress such as anxiety, depression, or even burnout in
HCW.

Demoralization and its role in burnout are essential topics to
study, given their far-reaching effects on the personal well-being
of HCP. Our study implicates the importance of self-care measures
and how fulfillment and satisfaction can protect against demoral-
ization. Few studies assess demoralization and its role in burnout,
anxiety, and depression. Along with these associations, the rela-
tionship between demoralization and resilience could be another
topic of interest for future research.
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