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Executive Summary

This project used narrative research methods—including physician focus groups, a national survey, physician
interviews, and patient focus groups—to examine how health care financialization harms patient care and
drives physician moral injury. Physicians described a system that routinely obstructs timely, evidence-based,
patient-centered care through practices such as prior authorization, coverage denials, productivity quotas,
and excessive documentation. Among 1,207 surveyed physicians, 47% often or always felt unable to provide
optimal care due to inadequate time, and 44% reported being unable to deliver medically necessary treat-
ment because of insurance barriers.

When clinicians know what care is needed but are blocked by insurers or corporate administrators, moral
injury predictably follows. Forty-five percent of physicians often or always felt unable to provide the best
possible care, and 68% experienced moderate or severe distress as a result. The consequences extend beyond
clinicians to patients and the stability of the healthcare system. Twenty-five percent of surveyed physicians
are currently considering leaving a job due to moral distress, and 27% have already left a position for this
reason, contributing to clinic closures, loss of services, and longer wait times for care.

Physicians also described how financialized health care compounds systemic racism and inequity, with s7%
reporting moderate or severe distress related to systems that fail to treat vulnerable patients with dignity.
As insurers and corporate entities prioritize profitability, care for patients with complex medical or social
needs is of ten devalued or restricted. This exacerbates existing disparities, reinforcing structural inequities
along socioeconomic, racial, and geographic lines. The resulting system undermines principles of justice
and fairness, deepening health inequities and compromising the ethical foundation of healthcare delivery.

A system driven primarily by profit and shareholder interests will inevitably fail both patients and pro-
viders, and must be fundamentally restructured. While reforms and increased regulation can address some
problems, the industry has repeatedly shown a strong capacity to undermine or bypass such regulations.

Ultimately, to safeguard the future of American healthcare, a publicly financed, single-payer universal
health care program is required. Implementing such a system would ensure that care is organized around
medical need rather than profit—and that current barriers to care such as copayments, deductibles, prior
authorizations, and medical debt would become relics of the past.

At the same time, financing reform alone will not solve every problem in American health care. Building a
truly patient-centered system will require both universal public financing and reforms to the delivery sys-
tem. Addressing corporate consolidation, financialized ownership of hospitals and medical practices, and
inequitable distribution of capital investment will be essential to making universal coverage translate into
real improvements in access, equity, and quality of care.

“Profit should have no place in health care”

- Physician Interviewee



Introduction

“I’m just in survival mode. Wellness stuff doesn’t help. There’s no wellness to, you
know, actual misery. And so I have to change my entire lifestyle. And there’s only so
much you can change in the system, right?”

- Pathologist Interviewee

Over the past three-quarters of a century, the U.S. healthcare industry has increasingly shifted focus away
from the provision of care and toward the extraction of wealth, a trend legal scholars Erin Fuse Brown and
Hayden Rooke-Ley have termed “health care financialization.” (Fuse Brown and Hall, 2024). They define
health care financialization as “the shift in the primary objective of health care institutions from the pro-
duction of patient and community health to the extractive production of wealth for equity owners and
management” (Journal of Health Care Law and Policy, 2025). This is the definition of health care financial-
ization we will use as we explore the impact of this transformation on patients and physicians.

Although this wealth extraction has yielded substantial profits for investors, it has also imposed a profound
and frequently life-threatening impact on patients, especially those from historically marginalized commu-
nities. Furthermore, healthcare professionals and providers find themselves in a challenging position: how
can they remain dedicated to delivering evidence-based, optimal medical care amidst pressures from their
employers, the insurers upon whom they rely to get reimbursed for their provided care, or the pharmaceu-
tical and device manufacturers, all of whom are seeking to maximize profits

Research to date has insufficiently evaluated the impact of these dramatic shifts in how healthcare is fi-
nanced on individual physicians. In particular, the conceptualization of physician burnout has failed to
capture the reality of practicing medicine in this profit-driven system.

It is well documented that as physicians lose autonomy and as they spend more time on administrative
tasks, they report symptoms of burnout. Tasks, such as the completion of prior authorizations, a tool insur-
ers use to reduce the amount of care for which they are financially responsible, contribute to the experience
of burnout in nearly 90% of physicians (Burden et al, 2024). A recent survey from the American Medical
Association (AMA), found that one-in-five physicians were planning to retire in the next 2 years, an indict-
ment of the current state of the US healthcare system (Henry, 2022).

As noted earlier, dogma would lead us to believe that burnout alone is responsible for physician dissat-
isfaction and the exodus of physicians from the practice of medicine. However, boilerplate solutions for
burnout, such as reduction in duty hours, wellness initiatives, and team-building exercises, have failed to
meaningfully alter these trends (Dzeng and Wachter, 2020). The lack of efficacy of wellness initiatives is
unsurprising to scholars like Dr. Wendy Dean and Dr. Simon Talbott, who argue that moral injury is a more
accurate description of the problems facing physicians in today’s healthcare landscape (Talbott and Dean,
2018). Physician moral injury arises when physicians are prevented from delivering evidence-based, optimal
patient care due to systemic constraints beyond their control - particularly those imposed by profit-driven
goals of the health care industry.

Put another way, moral injury occurs when clinicians are forced to take actions that conflict with their
values. Many physicians find themselves practicing in direct conflict with their own values, the values that
led them to a career in healthcare in the first place, and are coerced into aligning with the directives of a
profit-driven system (Appendix Figure 4 Quote2.f). This conflict in values, exacerbated by health care fi-
nancialization, invariably leads to moral distress and injury for physicians. Ultimately, patients are the ones
harmed, especially when they seek care in moments of need and encounter treatment shaped by systemic
revenue-maximizing constraints rather than their physician’s medical judgment. As a result, prescriptions to
combat burnout are predictably insufficient to contend with the harms perpetuated by the profit-driven
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healthcare system; they are in fact counterproductive as they obscure the root causes of physician dissatis-
faction and patients pay the price.

Without a complete understanding of the drivers of moral injury and a willingness to make meaningful
structural change, the ability of policymakers and stakeholders to address our healthcare crisis will remain
limited.



Background

Before examining how financialization affects physicians and patients, it is important to clarify how phy-
sician distress is typically understood; and why prevailing explanations fall short. Much of the current con-
versation centers on burnout, a term that emphasizes workload, efficiency, and individual coping. While
this framing captures real symptoms, it does little to explain why distress persists despite widespread well-
ness and resilience initiatives, or why many physicians report being forced to practice in ways that conflict
with their professional values. This section introduces moral injury as an alternative framework, one that
more directly reflects how institutional and policy choices shape the everyday realities of medical practice.
Drawing on peer-reviewed research, policy analysis, and expert commentary; this analysis examines the mac-
roeconomic forces influencing physician autonomy, patient welfare, and equitable care delivery.

Conceptual Foundations: Distinguishing Moral Injury from Burnout

The construct of moral injury originated in military psychiatry to describe the psychological wounds sus-
tained when individuals perpetrate, witness, or fail to prevent acts that transgress their deeply held moral
beliefs (Shay, 1995). Dean and colleagues (2018) adapted this framework to health care, arguing that physi-
cians experience moral injury when systemic constraints force them to provide care they know to be inade-
quate, inequitable, or harmful.

Moral injury is conceptually distinct from burnout, though the two interact (Thibodeau et al.,, 2023). Burn-
out comprises emotional exhaustion, depersonalization, and diminished personal accomplishment, which
are typically attributed to demand-resource mismatches (Maslach & Jackson, 1981). Critically, burnout
frameworks implicitly locate the problem within the individual and prescribe individual-level interven-
tions: resilience training, mindfulness, and/or counseling.

Moral injury, by contrast, reflects systemic and institutional failures. It occurs when physicians are forced
to act against their professional oath, creating a profound moral conflict when they cannot deliver care
aligned with their ethical and medical obligations (Buchbinder et al.,, 2024). The phenomenological experi-
ence differs: whereas burnout manifests as exhaustion, moral injury produces guilt, shame, loss of meaning,
and erosion of professional identity (Maguen & Griffin, 2022).

This distinction carries significant implications. If physician distress fundamentally reflects moral injury
(e, the systematic inability to fulfill professional obligations) then individual-focused interventions will
prove insufficient. Solutions must address the organizational and systemic conditions generating these
moral conflicts (Dean et al., 2024).

The Financialization of U.S. Health Care

Understanding physician moral injury requires an understanding of how clinical practice operates within a
radically transformed health sector. Financialization of health care promotes the transformation of entities
like hospitals and clinics into assets from which the financial sector can accumulate capital. This has led to
the emergence of financial-sector ownership, demands for short-term profit growth, and distribution of
profits to outside parties (Bruch, Roy & Grogan, 2024). This results in a priority shift from the production
of high-quality patient care to the generation and extraction of wealth.

Impact on Patient Care

Patients experience fragmented care, reduced access, and diminished therapeutic relationships when treat-
ment decisions, visit length, and documentation are driven by productivity benchmarks rather than indi-
vidualized needs. Delays, denials, and administrative barriers interfere with timely diagnosis and treatment,
eroding trust between patients, clinicians, and the health care system (KFF 2023). And, as has been extensive-
ly reported following private equity acquisition, patient outcomes suffer when financial motives supersede
the pursuit of clinical excellence (Borsa et al., 2023).



Impact on Health Equity

Financialization disproportionately harms marginalized populations. Productivity metrics penalize com-
plex, time-intensive care, putting patients with greater needs at a disadvantage. Systemic racism compounds
these dynamics. Bailey and colleagues (2017) document how structural racism, the totality of ways societies
foster discrimination through mutually reinforcing systems, shapes health outcomes.

For physicians committed to health equity, the daily inability to address social determinants constitutes
a profound moral wound. Physicians aware of how housing instability, food insecurity, and economic
inequality shape health outcomes confront their powerlessness against systemic threats and must grapple
with a recognition that they cannot provide care their professional ethics otherwise demand (Dzeng &
Wachter, 2019).

Impact on Physician Autonomy

Physician autonomy, as delineated by the American Medical Association (AMA) Code of Medical Ethics,
is the fundamental right of physicians to retain clinical authority over patient care, free from “corporate
intrusion” or external pressures that could compromise professional judgment. This autonomy operates
on two levels: 1) at the individual (clinical) level, it enables practitioners to make specific diagnostic and
treatment decisions tailored to patients’ unique needs without undue micromanagement by administrative
or financial mandates; 2) at the collective (professional) level, it affirms the medical community’s right to
self-regulate by establishing ethical standards and entry requirements, as well as providing science-based
diagnostic and treatment guidelines (American Medical Association, 2016). Ultimately, this framework en-
sures that physicians act as independent moral agents whose primary allegiance remains with the patient
rather than the financial interests of third-party participants in the healthcare system.

The AMA Code of Ethics explicitly prohibits the corporate practice of medicine (CPOM), theoretically
safeguarding physician autonomy by stipulating that only licensed physicians, rather than commercial en-
terprises, are authorized to engage in medical practice (Subbiah & Scheffler, 2025). To circumvent this regu-
lation, health insurers and private equity firms employ a “Friendly Professional Corporation/Management
Services Organization (PC/MSO)” model, whereby a licensed physician owns a Professional Corporation
(PC), and an MSO within a larger corporate entity manages assets, branding, and records. Through Manage-
ment Services Agreements (MSAs), the MSO receives administrative fees and ensures physician compliance
with corporate policies, thereby exerting influence over practice operations and emphasizing profit and ef-
ficiency metrics. While physicians remain legally responsible, their professional autonomy is significantly
limited, if not eliminated. Throughout much of the United States, the doctrine of the Corporate Practice
of Medicine has, in effect, become “a doctrine in name only,” rendered largely “toothless” by decades of
lax enforcement and strategic circumvention via “friendly PC” arrangements that enable corporate control
over clinical activities (Brown & Hall, 2024).

Physicians rely on a wealth of knowledge and experience accrued over years of medical training, supported
by clinical practice guidelines, to provide evidence-based, compassionate care for their patients. The tools
of financialization, including prior authorizations, denials of care, and productivity incentives, substitute
the decisions of untrained industry administrators for a physician’s judgment, eroding the physician’s sense
of autonomy. Automated algorithmic denials of care that were recommended by a physician based on a pa-
tient’s specific needs and supported by robust, evidence-based guidelines from medical societies exemplif'y
insurers’ disregard for both individual and collective physician autonomy. A majority of physicians tran-
sitioning from traditional practices to direct-to-consumer practices cite loss of autonomy to third-party
control as a major contributor to this decision (Pickern, 2025).

Towards a Greater Understanding of Moral Injury

Physician moral injury cannot be understood in isolation from structural forces reshaping health care.
Financial-sector penetration, erosion of professional autonomy, and subordination of patient welfare to
profit imperatives interact to produce conditions where physicians are routinely compelled to provide care
they know to be inadequate, inequitable, or inconsistent with their professional oath.



Recognizing moral injury in medicine prompts a discussion on how to rectify the structural deficiencies
of our healthcare infrastructure. Unlike burnout, which implies a depletion of physician resilience, moral
injury provides a conceptual framework for understanding the underlying forces behind that depletion.
This redefinition bears practical significance: if the root cause is systemic, then the solutions must likewise
be systemic. Individual resilience alone is insufficient to resolve contradictions embedded in the structural
foundations of healthcare. Addressing physician moral injury necessitates organizational reforms that rees-
tablish clinical autonomy, policy modifications that limit financialization, and a commitment to equitable
healthcare delivery. These issues are encompassed within the scope of health systems governance, rather
than solely workforce management. The moral injury experienced by physicians indicates profound flaws
in the organization and financing of U.S. healthcare, warranting urgent and serious consideration from
health system leaders, policymakers, and the general public.

“There’s no amount of yoga that will make me less distressed about how my patients
are harmed. My staff is harmed. I’m harmed by this system. So, that’s the nature of it,
that when I see patients that I can’t get them the care they need because of their insur-
ance, or I can’t get them the medicine they need, because they can’t afford it, because
they can’t even afford food or a place to live. That injures me.”

- Family Medicine Physician



Purpose

This project arose to better understand the impact of rampant financialization on patients and physicians
and the root causes of physician dissatisfaction, to explore the effects of health care financialization on
physicians, and to add patients’ perspectives to the discussion about the shift in healthcare towards maxi-
mal wealth extraction.

Through focus groups, surveys, and interviews, this report by Physicians for a National Health Program
(PNHP) uses narrative methodologies to explore the rise in financialization in healthcare and its impact on
the growing problem of moral distress and injury among healthcare professionals who find their ability to
provide optimal care curtailed by the profit motives of insurers and health systems.

The research also included a case study, performed in collaboration with Health Care for All Oregon
(HCAO), to analyze the dynamics in a state experiencing rapid growth in corporate acquisitions of physi-
cian groups that is pitted against fierce grassroots advocacy opposing health care financialization. This case
has policymaking implications for the newly created Universal Health Plan Governance Board (UHPGB).
Patient focus groups also explored the lived experiences of patients in relation to the impact of health care
financialization on cost, access, quality, trust, and equity.

This report includes a review of the study’s design, data collection and analysis, and actionable recommen-
dations targeting three audiences: national policymakers and legislators, healthcare and physician advocacy
groups, and Oregon’s Universal Health Plan Governance Board.

Support for this project was provided by the Robert Wood Johnson Foundation. The views expressed here
do not necessarily reflect the views of the Robert Wood Johnson Foundation.



Study Design

To address gaps identified in the existing literature, this study employed a sequential explanatory
mixed-methods design (Maguen and Griffin, 2022). Data collection included physician focus groups, a na-
tional physician survey, in-depth physician interviews, and patient focus groups, allowing for triangulation
of perspectives on moral injury, financialization, and equity in healthcare.

Moral Injury Survey and Development

Three physician focus groups were conducted and facilitated by one of two trained physician moderators.
Participants included both members and non-members of Physicians for a National Health Program. Dis-
cussions explored physicians’ experiences of moral injury, the financialization of healthcare, and systemic
racism. Findings from these focus groups guided the creation of a survey to investigate potential contribu-
tors to and severity of physician moral distress and injury and to identify potential interview participants.
The survey adapted 8 items from the Measure of Moral Distress for Health Care Professionals (MMD-HP)
(Epstein et al., 2019) and added 14 new questions to capture system-level pressures, financial constraints,
and administrative burdens shaping moral distress (Appendix Study Materials). Additionally, the survey
asked respondents to share whether they had previously considered leaving or have left a position due to
moral distress, were presently contemplating leaving a job due to moral distress, and their self-rated level
of burnout.

Survey Distribution and Respondents

The physician survey was distributed using a non-random, multi-modal recruitment approach rather
than probability-based sampling. PNHP conducted outreach through its professional networks, as well as
through medical societies, including the Society of General Internal Medicine (SGIM), the American Col-
lege of Physicians (ACP), and state and local medical societies, which shared the survey with their members.
Additional outreach occurred through PNHP listservs and social media platforms. To further expand par-
ticipation, a snowball methodology was employed; survey respondents were encouraged to share the survey
with colleagues in their professional networks.

A total of 1,886 individuals completed the survey. Among respondents, 1,465 identified as physicians, and
1,330 reported being board-eligible or board-certified (ie., post-residency or fellowship training). Detailed
demographic, professional, and practice-setting characteristics of survey respondents are provided in the
accompanying materials (Appendix Figures 1-4).

Physician Qualitative Interviews

The qualitative component included semi-structured interviews with physicians, informed by both the
literature and insights from clinicians and researchers. Interview guides were developed in consultation
with a senior qualitative research advisor from Cambridge Health Alliance’s Health Equity Research Lab
(Appendix Study Materials). Seven thematic domains were included in the interview guide: professional tra-
jectory, physician autonomy, financialization in healthcare, equity and marginalized populations, coping
strategies, moral injury, future outlook, and recommendations.

Physician Recruitment

Thirty interviews were conducted with actively practicing physicians. Participants were recruited from
survey respondents who indicated openness to being interviewed and met inclusion criteria: a minimum
of six years in clinical practice and a patient population composed of more than s0% low-resource patients.
Eligible participants were contacted via email and provided informed consent through DocuSign. Inter-
views were conducted virtually via Zoom, lasted approximately one hour, and were screen recorded. The
Pearl and Cambridge Health Alliance Instltutlonal Review Boards reviewed and approved study proce-
dures and interview materials.
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Data Management and Analysis

All interviews were transcribed verbatim using Zoom’s built-in transcription function and deidentified
prior to analysis. Deidentified transcripts were uploaded into Dedoose qualitative analysis sof tware. Access
to identifiable data was restricted to designated members of the research team in compliance with IRB
requirements; other team members accessed only deidentified or aggregated data.

A six-step thematic analysis approach (Braun & Clarke, 2006) was used, including familiarization with the
data, code generation, theme development, theme review, finalization, and reporting. Coding combined
deductive and inductive approaches to balance existing theoretical frameworks with emergent findings.
Dedoose facilitated code application and data management.

Reflexivity and Bias Minimization

Prior to coding, all coders completed a reflexivity exercise examining their perspectives and familiarity with
moral injury, healthcare financialization, and healthcare inequities. Coders received training from the senior
qualitative researcher and completed interrater reliability testing, achieving substantial to high agreement (Co-
hen’s Kappa = 0.74-0.89). The senior qualitative researcher led theme development and synthesis of findings.

Patient Focus Groups

Patient focus groups were conducted to examine experiences of healthcare access and delivery, particularly
in relation to financialization and corporatization. These groups were designed to capture patients’ perspec-
tives on how systemic economic forces influence care quality, access, and decision-making.

Patient Recruitment, Enrollment, and Consent

Participants were recruited through community flyers, outreach to local organizations, physician referrals,
social media, and snowball sampling. A purposive sampling strategy was used to ensure demographic and
experiential diversity. Interested individuals completed an online eligibility survey and participated in a
pre-screening phone call.

Due to the identification of “imposter participants” early in recruitment, enhanced verification procedures
were implemented. Eligibility was confirmed via phone-based plausibility checks (county, zip code, and
local healthcare facility) and visual verification of city residency during the consent process. Verification
materials were securely logged and deidentified, with only city of residence retained.

Study Procedures

Patient focus groups were conducted using a semi-structured facilitation guide designed to elicit patient
narratives through open-ended questions. The guide covered six thematic domains: general perceptions of
healthcare; insurance and access; quality of care; trust and transparency; interactions with providers and
institutions; and future outlooks (Appendix Study Materials). The facilitation guide was developed based
on a review of the literature and input from the study’s advisory board.

Focus group sessions were conducted in both online and in-person formats. Online sessions were hosted via
Zoom and included participants from Chicago, New York City, and across the state of Oregon, while an
in-person session was held in Eugene, Oregon. All focus groups were moderated by trained facilitators and
lasted between 9o and 105 minutes.

To ensure confidentiality and secure participation, participants were instructed to refrain from sharing
personal identifiers and to maintain the confidentiality of information discussed during the sessions. On-
line participants were required to keep their video cameras on throughout the session; this requirement was
communicated during the verbal consent process, and participants explicitly agreed to this.

All sessions were recorded using Zoom’s automated recording and transcription features. Transcripts were
password-protected to safeguard participant confidentiality. Participants received a $50 USD cash payment
as compensation for their time.
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Data were analyzed using a thematic analysis approach following the six-step framework outlined by Braun
and Clarke (2006), which included data familiarization, initial code generation, theme development, theme
review, theme definition, and report production.
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Analysis

Systemic Priorities that Favor Profit Maximization Undermine Patient Care and
Health Outcomes

The financialization of healthcare has increasingly redirected clinical practice away from patient well-be-
ing and toward revenue maximization. Treatment decisions, visit length, and clinical documentation are
often driven by productivity benchmarks, billing codes, and insurer-imposed constraints rather than indi-
vidualized patient needs and evidence-based medical judgment. Among 1,207 practicing physicians, 47%
report often or always feeling unable to provide optimal care due to inadequate time, 35% feel they are
often or always required to care for more patients than for whom they can safely care, 43% often or always
feel required to overemphasize tasks and productivity or quality measures at the expense of patient care,
and 51% often or always experience excessive documentation requirements that compromise patient care
(Appendix 2.L).

Patients experience the consequences of these pressures directly. As one participant described, “My moth-
er-in-law needs two knee [replacements]...but very specifically was told...nope, your insurance company
does not cover that. Even though...the doctor says that’s what she needs...we’re not covered.” This is not an
isolated experience; patients repeatedly face delays, denials, and administrative barriers that disrupt timely
diagnosis and care. Indeed, of the 1,207 physicians who completed the survey, 44% often or always felt that
lack of availability or insurance approval for services such as post-acute care or physical therapy stymied
their ability to provide patients with medically necessary services.

Experiences like these are not unique. Patients routinely face delays, denials, and administrative barriers that
interfere with timely diagnosis and treatment. Another patient explained, “{The doctor] will...say it’s not
covered...let’s go to Plan B...or they’ll spend hours of paperwork trying to get it through. And my doctor has
said, yeah, I’'m gonna try really hard to get this for you, but I don’t know if I can...”. These insurer-imposed
obstacles prioritize cost containment and revenue optimization over patient-centered care, creating system
wide incentives to restrict care: “..the standard response is rejection or more hoops and red tape...because the
more barriers there are, the less the insurance companies will have to pay out.” (appendix Quote 2.h). The
cumulative effect is fragmented care, reduced access to necessary services, and diminished therapeutic rela-
tionships. Patients’ frustration is reflected in their descriptions of the system as “convoluted, scary, corrupt,
failed, expensive, frustrating, dysfunctional, inequitable, and haywire” and their characterization of pro-
viders as “defeated, burned out, and overwhelmed.” Optimism about the system was both rare and guarded.

Physicians experience financialization as moral distress. Of 1,207 practicing physicians surveyed, 45% said
they often or always felt unable to provide patients with the best possible care, and 68% reported experienc-
ing moderate or severe distress as a result of this incapacity. Administrative burdens and insurer constraints
undermine clinicians’ ability to practice medicine in accordance with medical society guidelines, their pro-
fessional judgment, and ethical commitments (Appendix Quote 2.1). Of those same 1,207 doctors, 35% attri-
bute their challenges in optimally caring for their patients to healthcare administrators’ or insurers’ zeal in
reducing costs, with 62% experiencing moderate or very high levels of distress because of this. One internal
medicine physician explained, “Patients and people outside the medical community will see doctors as part
of the problem...we are not happy with the fact that..we can’t get you the medicine that you need. We
would rather be on the patient’s side...than be on a team with the insurance company.”

Nearly 1-in-4 surveyed physicians specifically experienced moderate or severe distress due to the overem-
phasis on patient satisfaction scores, which they perceived hampered their ability to speak candidly with
their patients about the limitations and failures of the healthcare system (Quote 2..). Another general in-
ternal medicine physician described the constant emotional burden: “There’s a low-level frustration with
the system that’s kind of always there. It is frustrating, it’s demoralizing...when you see how long it takes
people to get things that they need.” This general internist was not alone. Nearly half of practicing physi-
cians surveyed felt they were often or always making diagnostic or treatment recommendations that they
knew their patients would not be able to pursue because of either limitations of the healthcare system or
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healthcare-associated financial toxicity; for 7-in-10 of these physicians, this provoked moderate or severe
levels of distress.

The impact of moral distress extends beyond individual physician well-being with significant impact on
patient’s access to healthcare. Data from patient focus groups described how financial pressures imposed by
insurers and corporate owners push physicians out of practice, destabilizing local health care systems:
United Healthcare created that. They said [to doctors], if you’re unwilling to see this many more patients
per day, cut your appointments down to 20 minutes...if you can’t follow this system, then you’re out...
When Optum bought Oregon Medical Group, they lost 30% of their physicians, and they all left the area.”
The significant proportion of physicians’ leaving their jobs is not unique to Oregon. PNHDP’s national sur-
vey data confirm that 25% of physicians are currently considering leaving a job due to moral distress, and
27% have previously left a job for the same reason.

Understaffing, limited time for patient care, and insufficient resources not only intensify physician moral
distress but also compromise patient outcomes. Among 1,207 physicians surveyed, 45% often or always en-
countered lack of resources, equipment, or bed capacity that compromised patient care, and 43% found that
their health systems leadershlp of ten or always failed to supportively respond when such failures occurred.
In contemplating these situations, three-in-five practicing physicians surveyed experienced moderate or
severe levels of distress. As one remdent physician reflected on the human cost, “...these patients...they come
to you for help. And you know that you have less tools and less resources...not even [to] get them healthy;,
but to save their life...just because the system...decides that they deserve less.” By prioritizing revenue over
patient needs, the financialized system undermines compassionate and holistic care, erodes trust between
patients and clinicians, and ultimately diminishes care quality and health outcomes.

“I like to be very clear about what’s going on and not be influenced by insurance de-
mands on my patient, you know. I’d rather just make the decisions based on the medical
care I’m providing and the patient in front of me.”

- Family Medicine Physician

Financialized Health Care Structures Deepen Disparities for Marginalized and
Underserved Populations

Financial and structural forces in the U.S. healthcare system create inequities in access and outcomes among
racially minoritized populations and migrant communities. Physician focus groups, survey results, and
interviews clearly show that physicians struggle with systemic racial and immigration status-based bias,
noting disparate treatment and substandard care. Among the practicing physicians we surveyed, 57% re-
ported moderate or severe distress related to working in healthcare systems that failed to treat vulnerable
patients with dignity and respect. Specifically, 41% of surveyed physicians of ten or always felt complicit in
the structural racism those systems perpetuated. One-in-four surveyed physicians felt they often or always
abutted power hierarchies within patient care teams, medical units, or healthcare institutions that compro-
mised patient care.

To further explore how the financialization of healthcare reinforces systemic racism, the study intentional-
ly sought to interview physicians who reported caring for populations in which over 50% of patients were
under-resourced. This approach ensured that the perspectives of clinicians serving historically marginalized
communities were captured. Physicians with whom we spoke recognized limited access to resources, discrim-
inatory practices based on race and immigration status, and misdiagnoses along with inaccurate treatments
driven by racial bias as critical factors that conspired to produce poorer health outcomes. One of the inter-
viewed phy51c1ans described the healthcare system’s “implicit bias... where [they] know that people who are
minorities, particularly black people, or people who have an accent of any kind..[are] treated differently.”
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Throughout the interviews, many physicians expressed a clear awareness of; and deep discomfort with;
the clear relationship between race and underinsurance and/or lack of insurance. One interviewee reflect-
ed what many of our participants expressed, “[TThe initial factor is the insurance ...there’s a lot of other
social factors and identities that play into what...insurance people have...and what...jobs they have access
to, that gets them good insurance.” One emergency medicine physician described the ethical challenges of
providing care in a system that discriminates based on insurance. “Hospitals are motivated by getting good
reimbursement for their services ... so [for] people that are on Medicaid or don’t have insurance, there’s not
a financial incentive [for institutions] to give [them] the best care possible.”

Interviewed physicians reported feeling complicit with our flawed system. A pulmonary/critical care phy-
sician shared how those who are uninsured or who have tenuous immigration status are seemingly “pun-
ish[ed]... because they don’t have the right documents, because they don’t have the right amount of money,
because they don’t have the right insurance.” When more than $s trillion is spent on healthcare annually
in the U.S,, the aforementioned pulmonary/critical care doctor strained to see the fiscal and moral logic in
their healthcare organization providing those who are socially and economically vulnerable dialysis only
twice weekly when doing so almost guarantees those individuals will “get readmitted right [away] because
they weren’t getting adequately dialyzed.” One of the internal medicine residents worried that in an “un-
der-resourced hospital... people are vulnerable to racial bias, have a language barrier, have no ability to pay,
[such that] it can be dangerous for them, and it can be ... institutionalizing and carceral as well.”

A combined medicine and pediatrics specialist summarized the issues and frustrations expressed by many: “You
have a system that is predicated on profit maximization. Even the nonprofits engage in profit maximization...
we had patients that couldn’t afford their inhalers. They couldn’t afford basic medications. They couldn’t
afford insulin... Many of our racial and ethnic minorities... are on the bottom end or on the lower end of the
socioeconomic scale, they have fewer financial resources..So then you’re sitting there chewing out your patient
because they’re not taking their diabetes medications? But they can’t afford them. They can’t afford it.”

Another interviewee spoke of patients mislabeled with the diagnosis of intellectual disability. “They had
thick accents that made it hard to understand them, but when I asked them basic questions, they had a fund
of knowledge that suggested that they didn’t have an intellectual disability” They went on to describe the
impossibility of “creating a good treatment plan” with the wrong diagnosis and “not enough time.”

A psychiatrist interviewed spoke at length about the persistence of race-based misdiagnosis of schizophre-
nia with dire outcomes for patients. “Patients with the same psychiatric presentation, if they were black,
were diagnosed as schizophrenia, and people who were white were diagnosed with bipolar disorder”. It
matters “because you use different medications ...and the prognosis is different...White people would get
the diagnosis of bipolar disorder, and (doctors) would be hopeful and... put a lot of resources, whereas black
people would get the diagnosis of schizophrenia, and they would get this [mind-numbing] medication...and
they were ...written off...Race renders patients more vulnerable to misdiagnosis which ... leads to hopeless-
ness and a lack of therapeutic zeal on the part of the treaters. [T]hat’s where we are complicit because we
don’t say, ‘Stop! This is the wrong diagnosis. This kid doesn’t have this.”

Physicians Experience Moral Injury When Corporate and Institutional Pressures
Conflict with Professional and Ethical Standards

Physicians both earlier and later in their careers emphasized that they were drawn to medicine by a desire
to care with skill and with compassion for individuals in their time of illness and suffering. “We go into
medicine to help people. I truly love my patients,” a surgeon proclaimed. A pulmonary/critical care physi-
cian shared that they saw medicine as a “tool for social justice,” while a general internal medicine doctor
noted that they “love[d] to be able to advocate for patients...because...everyone deserves equal healthcare,
and the patients need to be able to take the medications we prescribe.” Those visions of what healthcare
should be did not prevent physicians from being realistic regarding the profession in which they entered.
“Doctors have always had a stressful job,” noted a pediatrician. A psychiatrist in turn observed, “Every field
of medicine has things that it can’t do. We can’t save everybody...But the bigger problem is that for a lot of
[patients] the treatment that’s possible falls far short of the treatment that you know would work.”
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Physicians’ prevailing sense of duty and of service-mindedness has collided with a growing realization that
the financial priorities of the healthcare system generally—and of the organizations for which they work
specifically—conflict with and impede their ability to provide patients with the best possible clinical care
(Appendix Quote 2.g.). Half of the practicing physicians surveyed felt betrayed by a healthcare system that
hindered their ability to provide good patient care, and a similar proportion specifically characterized their
employer as often or always prioritizing f 1nanc1al goals over the physician’s desire to provide the best pa-
tient care. For 62% of surveyed physicians, these issues caused moderate to severe levels of distress. As one
family medicine physician noted, “I...feel extremely cheated...The system has subtly and progressively and
then sinisterly changed in ways that defraud me and my patients.” Another family medicine physician de-
clared, “My organization does not place value on me as a human employee or the relationships that I build
with my patients. It is really dispiriting.”

Feelings of frustration and anger abound as physicians with whom we spoke articulate a multi-level cri-
tique of the system which prevents them from being able to provide timely, affordable, and evidence-based
care to their patients. They feel exasperated with being asked to do more with less during clinic visits that
are 12 minutes long and with a focus on quality measures that “seem to be in conflict with addressing the
needs or concerns that are more immediate for a [patient].” (Appendix 2.1.) As one general internal medicine
doctor bitterly shared, “[Health systems leadership] didn’t care if you killed the patient, they didn’t care if
you harmed the patient. They cared about ‘did you sign up for the patient within 1 minute of their arrival?”
Physicians bristled at hospitals that prioritize revenue generation. They expressed anger at being pestered
by health systems administrators who are fixated on early discharges and throughput without recognizing
how short-sighted standards of “efficiency” and “productivity” threaten patient-centered care. For one-in-
two physicians who completed our survey, these issues often or always colluded with the administrative
burdens erupting from insurance prior authorization and denials of care to wear them down. As one family
medicine physician noted, “Patients are not the center, and they [insurance companies] don’t even, at this
point, lie about it...It’s all about the codes. I didn’t realize I became an ICD-technologist. But apparently, ’'m
that, and I’'m a CPT-ologist and an E&M-codeologist..[TThat’s not what I got into medicine for, to learn
all this nonsense.”

Physicians who we surveyed and interviewed witness the ways in which healthcare organizations ration
care based on insurance status and fixation on lucrative service lines. One emergency medicine doctor said,
“[Health systems] are more interested in wealthy people that have good insurance that are going to bring
them money, whether that’s cancer treatment, orthopedics, [or] neurology.” They are irate at payors and a
society that balks at providing individuals with mental illness vocational rehabilitation that would allow
them to “have a life other than being a chronic mental patient, and that wouldn’t cost hundreds of thou-
sands of dollars a year,” as stated by a psychiatrist interviewed for this study.

Physicians “want to stay in [their]| career...and want to love work,” a family medicine physician reflected,
but as a pulmonary/critical care doctor expressed, they grapple with a recurrent sense of “complicity in
taking part in a system that doesn’t feel patient-centered.” Across the practicing physicians who completed
our survey, the overall severity of moral distress varied widely (see Appendix Figure 4) with a minimum
overall score of o for five physicians and a score of 352 (the maximum possible) for eight physicians. We
found that the mean overall severity of moral distress score was 143, and the median was 136. For context, the
overall severity of moral distress reported in the study validating the original MMD-HP was 96 (Epstein et
al. AJOB 2019). Recognizing the cohorts of physicians surveyed between that study and the current study
are different and acknowledging the different years in which the surveys were administered (2017 versus
2025), we hypothesize that some of the increase in severity we found is driven by the addition of questions
highlighting systemwide contributors to moral distress that are distinct from potentially morally distress-
ing situations occurring at the clinician-patient, patient-care team, or intra-institutional levels.

The physicians we interviewed observe several responses in which they and their colleagues engage to cope
with this moral distress and moral injury. Some become numb. An emergency medicine doctor shared how
some colleagues “shut down that part of [themselves] to no longer notice [injustices], because it’s the only
way to survive.” A family medicine doctor struggled to reconcile the cognitive dissonance of being seen

“a productivity center for some financial institution,” while a general internist described feeling worn
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down by having to jump through the hoops and hurdles placed in front of them and their patients by a
“system that’s designed to be obstructive.” Others contort their practices to try to get patients the care they
need. As noted by an internal medicine doctor, that might mean becoming savvy with billing and docu-
mentation practices and grappling with “hav[ing] to do a thing [they] don’t want to do first” (e.g., prior
authorization, coding) in order to ensure their patients receive the care they know they need. That same
physician, however, emphasizes that “having to engage in a system that is contrary to what [they] want to
do...that’s where the moral injury comes in.“ A psychiatrist similarly learned to “emphasize certain concerns
to try to get coverage for the length of stay that [they] feel is truly necessary for the patient,” particularly
when a health insurance company threatens to deny coverage of hospitalization. Even for these physicians,
they worry this anticipatory obedience simply teaches the dominant financial actors pulling the strings
in healthcare what frontline providers can put up with. They fear that soon they will be given even less
time per patient than they are presently. Other physicians wish to speak honestly with patients , but dread
being seen as the face of a broken healthcare system. Among our survey respondents, 22% often or always
felt uncomfortable as the face of the organization for which they worked, and for 28% of respondents,
being viewed as the face of their organization and having to legitimize the specific ways that their orga-
nization prioritized its margin over its mission provoked moderate or severe distress. A general internist
worried about being viewed as “being on a team with the insurance company.” As a pulmonary/critical care
physician disclosed, they desperately want to say, “this is not right,” and for patients to understand that
they’re “on the same team against this nebulous system that’s conspiring to weaken the [patient-physician]
relationship.” These coping responses of ten come to a head. As previously noted, one-quarter of practicing
physicians we surveyed reported having left a position due to moral distress and a similar proportion are
presently considering leaving a job due to moral distress.

For two-in-five of the practicing physicians who completed our survey, they of ten or always felt frustrated
by their employers’ offering wellness activities that do not help them. A family medicine physician who
we interviewed made it clear that physicians do not lack resilience and that “there’s no amount of yoga
that will make [them] less distressed about how [their] patients are harmed, [their] staff is harmed, [they’re]
harmed by this system.” They find the narratives around physician wellness and burnout lacking. Three-
in-five of our survey respondents noted often or always having to deal with excessive documentation
requirements that interfered with work-life balance; their employers’ desire to maximize charge capture by
overemphasizing clinical documentation conflicted with intrainstitutional messaging around physicians’
wellbeing. The same family physician piquantly opined, “When we talk about burnout, it makes it sound
like it’s my fault or my colleagues’ fault...The term points to the person being affected. [It’s] a form of vic-
tim shaming.” Physicians reducing their hours, leaving jobs, or leaving the profession are symptomatic of
the moral distress clinicians contend with in their workplace.

As an emergency medicine doctor eloquently summarized, “If the canary is dying in the coal mine, you
don’t talk about making a more resilient canary. You talk about changing the conditions that...are harmful
and are dangerous.” Reframing what ails physicians and what harms patients as moral injury forces us to
contend with the reality of a system that profits from individual patient’s suffering while preying upon
clinicians’ compassion and service-mindedness.

“Patients are not the center, and they [insurance companies] don’t even,
at this point, lie about it .. It’s all about the codes. I didn’t realize I
became an ICD-technologist. But apparently, I’m that, and Im a CPT-
ologist and an E&M-codeologist ... [TThat’s not what I got into medicine for, to learn
all this nonsense.”

- Family Medicine Physician

17



Oregon Case Study

Executive Summary: Financialization in Health Care, Oregon Case Study,
2020-2025

Health Care Financialization in Oregon

While financialization is a phenomenon that has reached every corner of the nation, Oregon offers
an instructive example of not only its consequences, but also the possibilities for resistance that exist
through both state-level legislation and community action.

In recent years, the state of Oregon has experienced rampant financialization of healthcare systems,
with several high-profile health care buyouts by large corporate entities (Hacker & Walker, 2023;
PitchBook, 2024). In February of 2023, Amazon purchased OneMedical, a membership-based prima-
ry care chain of five clinics in Portland, for $3.9 billion, its third largest acquisition ever (Templeton,
2023). UnitedHealth Group, through its subsidiary Optum, has moved aggressively to purchase pri-
mary care practices, multi-specialty groups, independent practice associations, surgery centers, phar-
macies, and post-acute providers in Oregon. Its recent acquisition of Corvallis Clinic drew vigorous
opposition from the community, yet the deal was approved (Rogoway, 2024). In addition, Optum
now owns Oregon Medical Group (OMG) in Eugene, GreenField Health and Family Medical Group
Northeast in Portland, and multiple surgery centers and behavioral health clinics across the state
(Optum Oregon, n.d.; PAI-Avalere, 2024). Immediate negative effects have been reported in the wake
of these acquisitions. For example, 32 physicians immediately resigned from OMG, leaving patients
suddenly without care and causing the practice to eliminate its obstetric and gynecological services
entirely (Terry, 2025; Bondarenko, 202s).

Policy Context

During this period, Oregon has also demonstrated a viable path toward constraining these forces,
while making progress toward broader, structural reform through legislative policies. The non-prof-
it organization, Health Care for All Oregon (HCAO), has played a central role in this process by
educating the public and legislators on universal health care, while also organizing action campaigns
to press for policy reform.

Corporate Practice of Medicine (CPOM)

Legislation has banned corporations from majority ownership in medical facilities in Oregon since
1947. Over time, however, private entities discovered how to circumvent these restrictions through
exploiting specific loopholes (Oregon State Legislature, 2025; Fahey et al., 2025). HCAO board mem-
ber Hayden Rooke-Ley, a published scholar on the financialization of health care, worked closely
with the bill’s chief sponsor, House Representative Ben Bowman, to draft and steward the bill
through House committees and to a vote. HCAO educated advocates by positioning this work as a
featured topic at its 2024 Annual Meeting and rallied Oregonians to submit testimony during legis-
lative committee votes. In 2025, the Oregon legislature passed the strictest law in the nation closing
these loopholes and banning the corporate ownership of medical entities (S.B. 951, 2025). As of Jan.
I, 2026, these restrictions immediately apply to all transactions occurring after the effective date of
the bill, whereas deals completed prior to the effective date have a three-year adjustment period to
come into compliance (McDermott Will & Emery, 2025; Hall Render, 202s).

Universal Health Care

A series of legislative efforts and advocacy campaigns have positioned Oregon to lead the nation in
the pursuit of establishing universal health care on a state-level. HCAO’s education and advocacy
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work have been closely involved in each iterative step of the following legislative achievements.

In 2019, the Oregon legislature passed SB770 creating the “Task Force on Universal Health
Care” to research and ultimately recommend a universal health care system for Oregon. Their
completed report in 2022 recommended a single-payer system (Joint Task Force on Universal
Health Care, 2022).

In 2022, ballot measure 111, which establishes health care as a fundamental right in Oregon’s
state constitution, passed, albeit by the slimmest of margins (Ballotpedia, n.d.). Organized
opposition was not a major factor in the lead up to the election, though some sources cited a
fear of future lawsuits against the state and criticized the measure for not outlining a specific
plan (League of Women Voters of Portland, 2022; Templeton, 2022). While the import of
Measure 111 may have been unclear to some, establishing a constitutional right to health care
created a mandate that legislators are now required to fulfill.

The constitutional amendment led to the development and passage of Senate and House
Bills 1089 and 2558, establishing the “Universal Health Plan Governance Board” (UHPGB).
This Governor-appointed board’s sole task is to design a universal health care system for the
state, including specific plans for benefits, financing, and implementation.

The UHPGB convened in spring 2024 with a deadline of September 2026 to present its final
proposal to the legislature (Oregon Senate Bill 1089, 2023; Universal Health Plan Governance
Board, 2024,).

Oregon Patient Focus Groups

The need for systemic policy reform is made evident by the growing literature capturing the harms
of financialization in health care (Bruch et al, 2024; U.S. Department of Health and Human Ser-
vices, 2025). To investigate these phenomena in Oregon, HCAO held two focus groups to explore
patient experiences accessing health care: one in Eugene (in-person; n=9) and one statewide (online;
n=r10). A third focus group with Corvallis residents is scheduled for early February 2026. Eugene
and Corvallis were chosen due to the local Optum acquisitions, while the statewide session sought
more geographlcally diverse perspectives. Analy51s of the data identified themes around quality, ac-
cess, cost, and experlence of care that directly point to the harmful impacts of financialization and
for—prof it elements in the health care system.

Decline in Quality of Care

Participants described highly negative experiences in their attempts to access quality care-e.g., appoint-
ments restricted to 20 minutes and a limited number of topics they were permitted to discuss. Partici-
pants in Eugene ascribed this to UnitedHealthcare’s acquisitions in the area, which subjects physicians
to quotas for the number of patient visits per day. They also widely cited difficulties in establishing a
long-term care provider due to restricted networks and lack of available doctors: ... You go through these
networks that they tell you to find these doctors....but then you go in there, and you look up doctors, and you call them, and
they’ve like, ‘Oh, we’ve not in network anymore.” Lmean, ... I haven’t had a primary doctor in over 3 years. In over 3 years.
So I just stopped going, because there’s no help, there’s no support.” Participants in Eugene directly attributed the
worsening physician availability to Optum’s acquisition of OMG: “When Optum bowglit OMG, they lost
30% of their physicians, and they all left the avea. So we now saw our 6-week wait time for a specialist go up to 11 months.
Because suddenly, there’s no one here to do that care.” Participants also cited corporate practices like non-com-
pete clauses, which were required as part of these acquisitions; physicians who chose not to work at
OMG were barred from establishing new practices, exacerbating physician shortages.

Conflict between physician treatment regimens and insurance/administrative controls

Participants were acutely aware of the role that insurance and administration had on influencing, and
limiting, their access to care. Patients cited open conversations with their doctors about the need to
navigate insurance constraints. Many participants expressed sympathy for their physician’s position:
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“And my own doctor has said, yeals, Pm gonna try veally havd to get this for you, I don’t know if I can... I think the doctors
really want to try. But I think some of them have gotten kind of burnt out and have just accepted that their hands ave tied
on things, and if they go against the grain, if they, say, work for United HealthCare or Smmaritan, that they start to get
pushed back on their own caveers and their own practice, because they’ve pushing too havd against what they know the rules
are.” Many participants also recognized the burden on staff to complete the onerous paperwork needed
to navigate insurance pre-authorizations and denials.

Impacts of profit-motive on delivery of care

The impact of insurance-required pre-approvals and denials were among the most prominent themes.
Participants widely perceived them as a tool for profit-making: “...my experience with the pre-approvals. ..
you know, I think the standard vesponse is vejection o move hoops and ved tape and everything. Because the more bar-
riers theve ave, the less the insurance companies will have to pay out.”

Psychological toll of navigating financially driven health system

Participants simultaneously recognized the need to advocate for themselves and their family, while
also describing it as an additional demand. The need to become experts in their health conditions
and in the broader health system in order to fight for their needs exacts a heavy emotional burden
on patients: “Then, the mental health part of it, you know, when you get depression and anxiety just thinking about
trying to access healthcare, It shouldn’t be so awful... being overwhelmed by everything you’re gonna have to do to
try to get the treatment...” Many participants were highly informed on mechanisms within the health
system and how that has affected their care. Patients with complex health needs are forced to under-
stand the structural reasons for the obstacles they face in the health system since the consequences
of not understanding them are dire: “It’s baffling that so many of us heve have...intensely complex needs. We
should not know as much as we all know about how the healthcave industry works, and the only reason that we do is
because we’re forced into it, because if you don’t, you will die.”

Future Outlook

While discussing solutions to improve the health care system, participants emphasized the impor-
tance of physician autonomy and controlling for-profit motives. Participants wanted®...doctors and
our cave team making decisions vather than health insurance.” They saw the goals of for-profit insurance
as directly contradictory and harmful to a vision of care that is focused on patient experiences and
needs: “...Insurance companies either need to get out of the game entively or they need to completely not be privatized.
Because as long as our healthcare is vequlated by bodies that can make a profit fiom it, it’s not patient-centered. Period.
Full stop, it’s not.”

Policy Implications and Recommendations

As Oregon evaluates a transition to universal health care, patient narratives provide critical evidence
that the current system’s failures are structural, not individual. These experiences reveal how finan-
cialization has allowed profit motives to systematically undermine clinical care in terms of access,
quality, and cost. By enforcing the new CPOM legislation and transitioning to a single-payer model,
Oregon can directly eliminate the root causes of the barriers identified by patients in this study:

Implications of current CPOM legislation

The elimination of non-compete clauses would expand physician availability, particularly in
areas with private equity-acquired medical entities that previously barred ex-physicians from
working in the region.

The laws will help re-establish physician autonomy in clinical practice.

20



Implications of future universal health care legislation

The current draft of Oregon’s single payer bill specifies no network restrictions; patients can
access care with any doctor in the state.

Healthcare-related financial burden on households will decline.

Pre-authorizations and denials will decline dramatically, improving access to care and there-
fore health outcomes.

Negative mental health impacts relating to navigating insurance barriers and that affect in-
dividual patients and clinicians will decline.

The evidence from these patient narratives confirms that the erosion of care is a direct byproduct
of a financialized system that prioritizes profit margins over medicine. By implementing rigorous
CPOM standards and advancing toward a universal health care model, Oregon is doing more than
solving a local crisis; it is building a reproducible blueprint for state-level resistance and progress.
Oregon’s path forward offers a scalable pilot for other states, or the nation, to reclaim health care as
a public good and to further a vision of health care as a human right.
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Study Limitations

This study contributes to the growing literature on physician moral injury, but several limitations warrant
consideration. Although the survey’s sample is large, it may not be representative across geography, spe-
cialty, and practice setting, which may limit its external validity. The sample was not randomly selected;
findings therefore reflect the experiences of physicians who self-selected to participate rather than the
physician workforce as a whole. Additionally, certain physician populations, particularly those who have
already exited clinical practice, may be underrepresented, potentially leading to an underestimation of the
cumulative effects of moral injury on workforce attrition.

The mixed-methods design offers important strengths, including opportunities for data triangulation.
While this report linked survey data with narrative responses, future studies could enhance integration by
systematically pairing qualitative themes with corresponding quantitative indicators (e.g., stratif ying nar-
ratives by distress levels or ethical conflict domains). Such approaches would allow qualitative data to more
directly inform interpretation of survey findings and better capture the complexity of physicians’ ethical
experiences.

Finally, because this study captures physician experiences at a single point in time, it cannot assess the de-
velopment, escalation, or resolution of moral injury throughout a physician’s career. Longitudinal research
is required to investigate causal pathways linking organizational and policy changes to physician moral
injury, including the impact of payment structure changes on physician retention. Future 1nvest1gat10ns
should also examine how moral injury varies across specialties, career stages, and practice environments,
and evaluate which structural reforms effectively diminish moral injury rather than merely alleviating its
symptoms. For instance, groups in which structural sources of moral injury may differ include medical
students, residents, fellows, rural health practitioners, and reproductive health specialists. Additionally,
although prior research on moral distress and injury has included other health professionals such as nurses,
physical and respiratory therapists, and psychologists, limited work has evaluated the systemic sources of
moral injury in these groups, and this evaluation is imperative.
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Meaningful Change

Policy Recommendations

Our project employed narrative research methodologies to analyze the United States healthcare system
through the lens of physician moral injury and to examine the influence of financialization on the system.
The narratives of physicians and patients illustrate a crisis of access to evidence-based healthcare and the
resulting moral injury among healthcare professionals. These stories make clear that limited approaches
targeting individual physician burnout are insufficient to address the deep-seated, systemwide challenges
facing American healthcare, as physician moral distress and injury are systemic outcomes of a framework
that prioritizes financial performance over clinical judgment and patient needs (Buchbinder et al,, 2023).
When prior authorization, profit-driven coverage decisions, and corporate ownership models consistently
hinder physicians’ capacity to deliver appropriate care, moral distress should be understood not as a person-
al failing but as an inevitable consequence of the system.

Numerous meaningful concrete steps to control the negative impacts of corporitization of healthcare have
been proposed and are reasonable to undertake. These include:

1) Medicaid Reforms

Deprivatizing Medicaid - Returning Medicaid programs to state or non-profit management (PNHP
Removing the Middlemen from Medicaid, 202s),

Automatic Enrollment/presumptive eligibility - Shifting to “opt-out” rather than “opt-in” enroll-
ment for anyone eligible for zero-premium plans (such as those under 150% of the Federal Poverty
Level),

Eliminate work requirements, and

Reform Medicaid Pharmacy Benefit Managers (PBM), either to create a single statewide PBM, or
simply return to state-run FES pharmacy benefit management within Medicaid.

2) Regulating the privatized aspects of Medicare (Medicare Advantage)

Implementing comprehensive Medicare Advantage reforms recommended by members of Congress,
Eliminating wasteful overpayments (PNHP MA Overpayments Report, 2024),

Strengthening enforcement against Medicare Advantage insurers that deny care (e.g., Senate Perma-
nent Subcommittee on Investigations, 2023, “Examining Healthcare Denials and Delays in Medicare
Advantage”),

Longer-term, restructuring of Medicare to eliminate disparities that disproportionately affect peo-
ple of color remains essential (PNHP 2025, “No Real Choices-How Medicare Advantage Fails Se-
niors of Color”), and

Improving Traditional Medicare so that financial concerns and the need for Medigap coverage do
not push people toward privatized Medicare; essentially “Leveling the Playing field” - specific ap-
proaches include instituting a strict out-of -pocket cap, expanding coverage to include vision, dental,
and hearing services, and using public health programs to pilot low-cost, universal-access models
similar to Traditional Medicare and the VA.

3) Addressing the abusive practices of private insurers

Eliminate needless prior authorizations and denials of care, and
Requiring insurers to publish clear data on claim denial rates, wait times, and the exact percentage
of premiums spent on actual care versus overhead.

4) Reforming/Enforcing corporate practice of medicine (CPOM) laws
Modern enforcement must address the loopholes that insurers and private equity firms exploit

through ironclad contracts to strip physician-owners of actual agency, and
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- Comprehensive legislation should legally redefine “clinical control” to include any economic pres-
sure—such as patient volume quotas, equipment selection, or staffing ratios—that dictates how med-
icine is practiced.

5) Addressing the crisis of medical debt with debt abolition approaches. While not a substitute for systemic
reform, medical debt abolition provides rapid relief while broader access reforms are pursued.

- By one estimate, medical debt affects 100 million Americans (Lopes et al., 2022) and amounts to $220
billion (Rakshit et al., 2024).

- Medical debt disproportionately affects Black and Hispanic households and reinforces existing racial
and economic inequities. According to survey data, 27.9% of households with a Black householder
carry medical debt, compared to 17.2% of households with a White non-Hispanic householder and
9.7% of households with an Asian householder. Households with a householder of Hispanic origin
are also more likely to hold medical debt (21.7%) than households without a Hispanic householder
(18.69%) (Bennet et al., 2021). These disparities show how cost-sharing and inadequate coverage trans-
late illness into long-term financial instability, reinforcing existing racial and economic inequities
and perpetuating structural racism within the health care system. Immediate harm-reduction strate-
gies, such as state and local medical debt buyback and forgiveness programs, offer a proven, scalable
intervention to relieve financial strain on households most affected by inequitable coverage and
cost-sharing.

- Implement and enforce clear standards of community benefit for non-profit health systems which
benefit from substantial tax breaks. This would include more rigorously proscribing the use of ex-
traordinary debt collection measures which trap individual patients and families in litigation and
which adversely affect their access to credit to meet other social needs (e.g., housing).

6) Recommend algorithmic accountability from insurers, hospitals, and CMS so automated decision mak-
ing is transparent and systemic bias i1s minimized. Collectively, these reforms move the system toward uni-
versal coverage, protect patients and providers from the harms of a profit-driven system, and begin to
address racial disparities in access, outcomes, and financial exposure.

7) Addressing care deserts by funding safety-net hospitals in medically underserved and rural areas.
8) Reforms that empower the health care workforce are also necessary changes.

- Aligning physician reimbursement with patient-centered care, reducing administrative burdens
- Supporting physician and trainee unionization
- Expanding residency training

Global Structural Reform

In order to address the systemic drivers of moral injury and reestablish the primacy of optimal health out-
comes through evidence-based, patient-centered care, we must reimagine healthcare delivery in the United
States. This transformation can be conducted through the implementation of single-payer healthcare re-
form, in which coverage is publicly funded, universal, and free at the point of service. Under this model,
every resident of the United States would receive coverage for all medically necessary services including
mental health care, rehabilitation, dental care, and medications, without deductibles, copayments, coinsur-
ance, or prior authorizations. Single-payer reform would directly confront the harms perpetuated by health
care financialization, ensuring that the system’s focus remains on delivering quality, evidence-based, and
trustworthy care to all patients.

In asingle-payer system, the list of covered services, medications, and devices would be determined by boards
of experts and patient advocates to ensure comprehensive, evidence-based coverage. Physicians would be
relieved of the distress caused when medically necessary procedures are denied, regaining full clinical au-
tonomy to act in the best interest of their patients without negotiating with insurance middlemen.

Payments to doctors and hospitals would come from a single national insurer, with hospitals fund-
ed through global budgets rather than per-patient billing. This approach would eliminate incentives for
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upcoding, favorable selection or de-selection of patients, and other profit-driven practices. Removing fi-
nancial motivations for patient selection based on socioeconomic status or insurance type promotes equity
in care. Global budgeting also facilitates equitable distribution of healthcare services, as hospital construc-
tion would be guided by population needs rather than payer mix.

Universal access and centralized decision-making can help address some root causes of racism in
healthcare; however, additional efforts are needed to design a truly anti-racist healthcare system.
Decoupling healthcare access from employment and citizenship, and making residency the sole
requirement for care, would ensure that migrant and precariously employed communities are not
excluded by legal status. Global budgets based on community health needs can also reduce health-
care deserts in underserved urban and rural areas. Uniform reimbursement rates would eliminate
the two-tiered quality of care that penalizes providers in marginalized neighborhoods. Additionally,
efforts to address long standing systemic racism would include auditing biased clinical algorithms
and publicly reporting health outcomes stratified by race and primary language.

A single-payer system would also advance reproductive justice by unlinking bodily autonomy from finan-
cial capacity and legal status. Eliminating all cost-sharing—including premiums, deductibles, and co-pays—
removes the financial pressures that influence reproductive choices, ensuring access to comprehensive care
such as contraception, abortion, fertility treatments, and prenatal support based on need rather than mar-
ket price. This model addresses maternal mortality by providing lifelong coverage and funding communi-
ty-based interventions like doulas and midwives, which are essential for reducing disparities in marginal-
ized communities. Framed within a broader public health approach that tackles social determinants like
housing and environmental safety, this system upholds the right to parent in healthy environments and
fosters reproductive and racial justice.

By eliminating financialization, a single-payer system would reduce barriers to care for patients, restore
physician autonomy, reprioritize patients over profits, and ensure equitable access to health services for all.
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Appendix

National Survey Findings

We invited self-administered responses to the online survey from January through September 2025. We
received a total of 1,886 survey responses, of which 1,208 respondents were currently practicing (i.e., non-re-
tired), board eligible/board certified physicians or physician residents or fellows (Table 1). Tables 2, 3, and
4 provide further information regarding the demographic, professional, and practice-setting characteristics

of these 1,208 physician respondents.

Table 1. Profession of all vespondents (n=1,886) to the PNHP Moral Injury Survey

Profession of Survey Respondents Number of Respondents Percentage
Board-Eligible/Board-Certified Physician 1330 70.5%
Physician Trainee - Resident or Fellow 135 7.2%
Medical Student 75 4.0%
Nurse 84 45%
Advanced Practice Provider 16 0.8%
Healthcare Advocate 27 1.4%
Patient 46 2.4%

Other Healthcare Professional 157 8.3%
Non-Healthcare Professional 16 0.8%
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Table 2. Demographic Characteristics of Practicing Physicians Who Responded to the Survey

Demographic Characteristics Number of Respondents’ Percentage®
Gender

Men 456 37.8%
Women 733 60.7%
Gender minority (e.g., transgender, gender 12 1.0%

non-binary, no gender)

Prefer not to say 7 0.6%

Race and/or Ethnicity

American Indian or Alaska Native o 0.0%
Asian 181 15.0%
Black or African American 41 3.4%
Hispanic or Latino 45 3.7%
Middle Eastern or North African 32 2.7%
Mixed Race 59 4.9%
Native Hawaiian or Pacific Islander 7 0.6%
White/Caucasian 798 66.1%
Prefer Not to Say 17 1.4%
Other 28 2.3%

Racial or Ethnic Group Underrepresented in Medicine (URIM)

URIM 131 10.8%

non-URIM 1077 89.2%

1 Column totals for each category may not sum to 1,208 due to respondents choosing to not respond to a question.
2 Percentages for each category may not sum to 100% due to rounding.



Table 3. Professional Characteristics of Practicing Physicians Who Responded to the Survey

Professional Characteristics Number of Respondents’ Percentage®
Professional Title

Physician Resident or Fellow 135 11.9%
Board-Eligible/Board-Certified Physician 1,073 88.1%
Years of Practice as a Physician

Fewer than 3 years 149 12.3%
3-5 years 124 10.3%
6-10 years 17§ 14.5%
II-20 years 214 17.7%
More than 20 years 545 45.2%
Clinical Specialty

Anesthesiology 9 0.8%
General Adult Outpatient Medicine 443 36.7%
General Adult Inpatient Medicine 35 2.9%
Adult Medicine Subspecialty o1 7.5%
Dermatology I 0.1%
Emergency Medicine 62 5.1%
General Pediatrics 75 6.2%
Pediatrics Subspecialty IS 1.2%
Internal Medicine & Pediatrics 12 1.0%
Neurology 20 1.7%
Obstetrics & Gynecology 35 2.9%
Other 6 0.5%
General Psychiatry 7 9.7%
Psychiatry Subspecialty 15 1.2%

1 Column totals for each category may not sum to 1,208 due to respondents choosing to not respond to a question.
2 Percentages may not sum to 100% due to rounding.



Pathology 5 0.4%
Physical Medicine & Rehabilitation 8 0.7%
Radiology 4 03%
Radiation Oncology 4 03%
General Surgery 9 0.8%
Surgery Subspecialty 23 1.9%
Unknown Specialty (non-response) 219 18.1%
Primary Care Specialty

Yes 527 43.6%
No 460 38.1%
Unknown Specialty 219 18.1%
Pediatrics-only Patient Population

Yes 108 8.9%
No 881 72.9%
Unknown Specialty 219 18.1%
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Table 4. Practice Setting Chavacteristics for Practicing Physicians Who Responded to the Survey

Practice Setting Characteristics Number of Respondents' Percentage?
Type of Institutional Setting

Public Institutions 449 37.2%
Private Institutions 375 31.0%
Mixed Public and Private 352 29.1%
Other/Undetermined 32 2.7%
Proportion of Patients who are Uninsured

less than 25% 826 68.4%
26-50% 180 14.9%
51-75% 83 6.9%
over 75% 59 4.9%
Unknown (non-response) 60 5.0%
Proportion of Patients who are Racially or Ethnically Minoritized

less than 25% 202 24.2%
26-50% 394 32.6%
51-75% 223 18.5%
over 75% 280 23.2%
Unknown (non-response) 19 1.6%

1 Column totals for each category may not sum to 1,208 due to respondents choosing to not respond to a question.

2 Percentages may not sum to 100% due to rounding.
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Physicians’ Self-rated Burnout and Proportion Previously or Curvently Considering Leaving a Job due to Moral Distress

Of the 1,208 practicing physicians, the median and most common self-rated level of burnout was ‘moder-
ate.” Notably, 213 (18%) physicians appraised their level of burnout as ‘severe’ or ‘complete,” whereas only 151
(13%) noted no burnout (Figure 1).

Figure 1. Self-Rated Burnout for 1,208 Practicing Physicians

No Mild ' - Severe
Burnout Burnout . b Burnout
13% 31% ; 14.%

Complete Burnout 3%

With regards to consideration to leave a position, 320 (27%) physicians had previously left a position due to
moral distress and 518 (42%) had previously contemplated leaving a position due to moral distress but had
decided not to leave the position (Figure 2).

Figure 2. Previously Considered
Leaving or Left a Job Due to
Moral Distress

Yes, and left
a position

Df
27%
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One-quarter (306) of physician respondents reported currently considering quitting a job due to moral distress
(Figure 3). Notably, 47% of physicians, residents, and fellows had previously considered leaving or left a po-
sition due to moral distress, and 11% were presently considering leaving a training post due to moral distress.

Figure 3. Currently Considering
Leaving a Job due to Moral Distress

No response

8%

Leading Contributors to Moral Distress and Severity of Moral Distress

We had complete responses from 1,206 practicing physicians to all 22 questions (1 physician did not respond
to questions 19-22 and 1 physician did not respond to questions 1-22) that sought to illuminate potential
root causes of moral distress in clinical practice. As a reminder, these questions asked respondents to iden-
tify both the frequency and level of distress with which they experience these scenarios. Similarly to the
method used to score the Measure of Moral Distress for Health Care Professionals (MMD-HP) instrument
upon which we based our survey, the overall severity of moral distress is calculated as the sum of the indi-
vidual frequency (o [never] to 4 [always]) multiplied by the level of distress (o [never] to 4 [very]) across the
22 questions.

Across the 22 questions, the median frequency with which physicians encountered the potentially morally
distressing situations was 2 (“sometimes”), whereas the median level of distress was 3 (“moderate”). For 21
of 22 questions, the mean level of distress rating exceeded the mean frequency with which the scenario or
sentiment was experienced. To wit, for 18 of 22 questions, the most common level of distress was noted to
be “very distressing” (4 out of possible 4).

Table s lists the 22 questions in descending order of ranking based on the mean composite score (mean fre-
quency multiplied by mean level of distress).
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Table 5. Ranked Root Causes of Moral Distress

Frequency Level of Distress
(o = Never; 4 = Always) (o= None;
4 = Very Distressing)

Potential Cause of Mean Median | Mode | Mean Medi- Mode Mean
Moral Distress an Composite

Score
Have excessive docu- 2.7 3 4 2.8 3 4 9.0

mentation requirements
that interfere with
work-life balance

Have excessive docu- 2.5 3 4 2.6 3 4 7.8
mentation requirements
that compromise patient
care*

Feel betrayed by a 2.3 3 4 2.7 3 4 7.8
healthcare system that
hinders my ability to
provide good patient
care

Have excessive adminis- 2.3 2 4 2.7 3 4 -8
trative burdens because
of insurance prior au-
thorization and denials
of care

Make diagnostic or 2.3 2 3 2.9 3 4 7.4
treatment recommenda-
tions to patients that I
know they will not be
able to pursue because
of limitations of the
healthcare system

Feel unable to provide 2.3 2 3 2.8 3 4 7.4
patients with best possi-

ble care

Feel the financial goals 2.3 2 3 2.7 3 4 7.4

of my organization
conflict with my goals
of best patient care




Make recommendations
to patients that I know
they will not be able to
pursue because of their
financial constraints

2.3

2.9

7.2

Experience compro-
mised patient care due
to lack of resources,
equipment, or bed ca-
pacity*

2.2

2.7

7.1

Experience lack of
administrative action or
support for a problem
that is compromising
patient care*

2.2

2.7

7.1

Unable to provide op-
timal care due to inade-
quate time

2.3

2.7

6.9

Feel required to over-
emphasize tasks and
productivity or quality
measures at the expense
of patient care*

2.2

2.5

6.9

Feel unable to provide
patients with services
such as post-acute care
or physical therapy be-
cause of lack of access/
availability or insurance
approval

2.2

2.6

6.8

Feel complicit in a
healthcare system that
perpetuates structural
racism

2.0

2.5

6.7

Unable to provide
optimal care due to
pressures from admin-
istrators or insurers to
reduce costs*

2.0

2.6

6.2

Work with a healthcare
system that does not
treat vulnerable or stig-
matized patients with
dignity and respect*

1.9

2.5

6.2
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Work within a system 1.9 2 I 2.3 3 4 6.1
that prioritizes financial
goals over best patient
care

Required to care for 1.9 2 I 2.6 3 4 5.9
more patients than I can
safely care for*

Feel frustrated by well- L9 2 o 1.8 2 o 53
ness activities provided
by my healthcare em-
ployer that don't help
me

Work within power hi- 16 I I 2.0 2 4 4.6
erarchies in teams, units,
and my institution that
compromise patient
care*

Feel uncomfortable as L4 I o) 1.6 I o 3.6
the face of the organi-
zation or system I work
with

Feel constrained in my 0.9 o fe} 13 1 o 2.4
ability to talk with
patients because of
concerns about patient
satisfaction scores

OVERALL 45.4 46 543 57 1433

*Denotes questions included in the original Measure of Moral Distvess for Health Care Professionals (MMD-HP) Instrument
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Figure 4 presents the distribution of overall moral distress severity scores for the 1,206 practicing physicians
who completed the survey and for whom we have complete responses.

Figure 4. Overall Moral Distress Among Currently Practicing Physicians
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Study Materials

Physician Focus Group Questions

A. 615 - 6:35 Physician Autonomy

To start off, we want you all to think about your professional autonomy in caring for patients; that is be-
ing able to provide your patients with the care you think is in their best interest reflecting on any external
factors that might impact this.

1. What factors do you think are most important when you make medical recommendations to a patient?
2. Can you describe any times when the financial goals of your organization or of the patient’s insurer
influenced your recommendations?
- What are thoughts and feelings on this?
- Do you think this impacts patient outcomes in positive or negative ways?
3. How have you seen the Doctor/Patient Relationship change over the course of your career?
- How so? - Elaborate
4. Have you ever experienced a conflict of interest while providing care to your patients? Please elaborate

B. 6:35 - 6:55 Financialization in Healthcare

For our discussion we will define financialization as the increasing influence of financial markets, insti-
tutions, and profit driven actors such as private equity on the healthcare system. This process may shift
priorities of patient care, health outcomes, profit maximization and shareholder value.

1. Does this conceptualization resonate in any way with any of you in regards to your ability to pro-
vide patient care?

2. What does financialization mean in the context of healthcare?

3. Do you see it in your practice? Can you provide examples ? With that understanding of the term
“financialization,” can you give me an example from your clinical career of the impact of financial-
ization on your ability to provide patient care?

4. How do you see financialization affecting patient outcomes?

5. How does it affect you?

C. 655 - 7:15 Impact on Populations Historically Impacted by Racism

For this discussion, we define structural racism as the systemic discrimination and inequities embedded
within our healthcare system.

1. “What do you think are the equity implications of financialization?
2. In what ways does structural racism impact your ability to care for patients if at all?
- Follow up: Can you think of a specific situation(s) where this has occurred in your career?
- Follow up: How does this affect you personally and professionally?
3. Do you see financialization in your practice affecting your ability to care for patients who may be
impacted by racism?
- Follow up: In what ways?
- Follow up: How does this feel?

D. 715 - 7: 25 Moral Injury and Ethical Dilemmas

To close out our discussion, the last topic we would like to address is moral injury. We are defining Moral
Injury in healthcare as the distress physicians have when they know what their patients need and they
cannot provide it for them because of constraints outside of their control. I would like for you all to think
back to the day you started medical school and consider how our healthcare system has changed during the
course of your medical career.
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Ideally what are the feelings you would like to have about practicing medicine?
- Elaborate

- What words would you use? - Define them

How would you describe your current feelings about the healthcare profession
- Elaborate on why you feel that way?

Does the concept of moral injury resonate with you?

- Do you see a difference between “moral injury” and “burnout™

- Can you share an example from your own clinical experience?

Has professional dissatisfaction impacted your career path?

- Have you ever considered leaving your job?

- Retiring early

- Leaving clinical practice?
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National Survey
A. Demographics
I. Please choose the gender identity you most align with:

Woman

Man

Non-binary / No gender
Transgender

Prefer not to say

2. Please choose the racial/ethnic background(s) you most align with:

White/Caucasian

Black or African American

Asian

American Indian or Alaska Native
Latino or Hispanic

Native Hawaiian or Pacific Islander
Middle Eastern or North African
Prefer not to say

Other

3. Which profession do/did you align with?

Physician

Nurse

Medical student
Resident/Fellow

Other healthcare professional
Patient

Healthcare advocate

Other (ie. Veterans Affairs, etc)

4. What is your Medical Specialty? If you are a student, please type in “student.” How long have you been
practicing medicine?

Student

Less than 3 years
3-5 years

6-10 years

I1-20 years

Over 20 years
Retired

5. What type of institution(s) do you currently work /previously worked in? Please choose all that apply.

Private hospital

Public hospital

Urgent care

Public clinic

Private practice

Other (ie Veterans Affairs, etc)
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6. Roughly what percentage of uninsured patients do you encounter?

Less than 5%
6%-25%
26%-50%
51%-75%
Over 75%
Unknown

7. Roughly what percentage of your patients are from racially or ethnically marginalized groups?

Less than 25%
26%-50%
51%-75%

Over 75%
Unknown

B. Moral distress occurs when professionals cannot carry out what they believe to be ethically appropriate
actions because of constraints or barriers. This survey lists situations that occur in clinical practice. If you
have experienced these situations, either currently or in the past, they may or may not have been morally
distressing to you.

Please indicate how frequently you have experienced each item. Also, rank how distressing these situations
are/were for you. If you have never experienced a particular situation, select “o” (never) for frequency. Even
if you have not experienced a situation, please indicate how distressed you would be if it occurred in your
practice. Note that you will respond to each item by checking the appropriate column for two dimensions:
Frequency and Level of Distress.

Please answer the following questions based on your current and/or past experience.

Be unable to provide optimal care due to inadequate time

Be unable to provide optimal care due to pressures from administrators or insurers to reduce costs
Be required to care for more patients than I can safely care for

Feel the financial goals of my organization conflict with my goals of best patient care

Feel unable to provide patients with best possible care

Make recommendations to patients that I know they will not be able to pursue because of their
financial constraints

Make diagnostic or treatment recommendations to patients that I know they will not be able to
pursue because of limitations of the healthcare system

Feel unable to provide patients with services such as post-acute care or physical therapy because of
lack of access/availability or insurance approval

Feel constrained in my ability to talk with patients because of concerns about patient satisfaction
scores

Work within power hierarchies in teams, units, and my institution that compromise patient care
Feel complicit in a healthcare system that perpetuates structural racism

Work within a healthcare system that does not treat vulnerable or stigmatized patients with dignity
and respect

Feel required to overemphasize tasks and productivity or quality measures at the expense of patient
care

Experience compromised patient care due to lack of resources, equipment, or bed capacity
Experience lack of administrative action or support for a problem that is compromising patient care
Have excessive documentation requirements that compromise patient care

Have excessive documentations requirements that interfere with work life balance

Have excessive administrative burdens because of insurance prior authorizations and denials of care
Feel uncomfortable as the face of the organization or system I work with

Work within a system that prioritizes financial goals over best patient care



Feel betrayed by a healthcare system that hinders my ability to provide good patient care
Feel frustrated by wellness activities provided by my healthcare employer that don’t help me

C. Please describe any situations in which you have felt moral distress.
1. How would you rate your current level of burnout related to your work as a physician?

No burnout

Mild burnout
Moderate burnout
Severe burnout
Complete burnout
Not Applicable

2. Have you ever left or considered leaving a clinical position due to moral distress?

No, I have never considered leaving or left a position.
Yes, I considered leaving but did not leave.
Yes, I left a position.

3. Are you considering leaving your position now due to moral distress?

Yes
No
Not Applicable
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Physician Interview Questions

The practice of medicine (to uncover processes leading to the experience of moval distress/injury)

Interview Domains

Questions

1. Professional trajectory

Tell me about your medical career development leading to where you are
NOW.

Factors influencing decision to become a physician
Specialty
Patient population served

Using a scale from o-10 where o means no satisfaction and 10 is complete
satisfaction, how would you rate your satisfaction with your career choice.

What makes it a “x” and not a “xx™
What would need to happen for your satisfaction go up to “xx™

2. Physician autonomy

Please walk me through a typical day at your practice

Patient treatment decisions

Internal factors (e.g., evidence-based protocols, standards of care, etc. )
External factors (e.g., health insurance constraints, financialization
in healthcare, EMR recommendations)

How would you describe your level of functioning/efficiency as
you deliver care to your patients?

Can you think of a recent visit with a patient that was a specially
rewarding experience?

Can you think of a visit that exemplifies a frustrating experience
delivering healthcare?

3. Financialization in
healthcare

You have shared with me how the “business of medicine” has changed the
way you deliver care to your patients. How does this impact you?

Probes: physically, morally, emotionally, interpersonally, compassion
fatigue, self-concept, professional identity, job satisfaction

How does the “business of medicine” impact the workplace environment?
Probes: Productivity, “consultants,” metrics, upcoding, self-care
How do you see the “business of medicine” impacting your patients?

Probes: time spent with them, continuity of care, costs, health out-
comes, power imbalance with health insurance, safety concerns

4. Equity / Marginalized
Populations

How do you see the “business of medicine” impacting racialized/minori-
tized/marginalized patients?

What specific patient groups have you seen experiencing restrictions re-
lated to access to care as well as treatment approaches?

4. Coping strategies

What do you do to stay afloat?

Probes: self-care, fight, flight
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5. Moral injury

Based on your familiarity with the notion of moral injury, how do you
feel about the way you are delivering care these days, on a scale of 1 to s,
with 1 being very dissatisfied to 5 being highly satisfied?

Probes: What are the factors or circumstances “driving” you to that
position?

Compared to Survey Data, where do you find yourself? Do you agree
with those findings? On a Likert scale 1-s how would you rate yourself?

6. Future outlook

Where do you see yourself 2-3 years from now?

7. Recommendations

What can be done to turn things around?

8. Anything else you want to share?
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Interviewed Physician Characteristics

Characteristics of Interviewed Physician Number (total n=30) | Percentage
Gender

Man II 36.7%
Woman 18 60.0%
Prefer not to disclose I 3.3%
Race and/or Ethnicity

Asian 5 16.7%
Middle Eastern or North African I 33%
Mixed Race I 33%
Native Hawaiian or Pacific Islander 3 10.0%
White/Caucasian I 3.3%
Chose not to disclose 19 63.3%
Professional Title

Physician Resident or Fellow 3 10.0%
Board-Eligible/Board-Certified Physician 27 90.0%
Years of Practice as a Physician

3§ years 4 133%
6-10 years 1§ 50.0%
II-20 years 3 10.0%
More than 20 years 8 26.7%
Physician’s Clinical Specialty

Emergency Medicine 2 6.7%
Family and Community Medicine 9 30.0%
General Internal Medicine 4 13.3%
General Pediatrics 2 6.7%
Internal Medicine & Pediatrics 3 10.0%
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Psychiatry 3 10.0%
Pulmonary/Critical Care Medicine 2 6.7%
Unknown 5 16.7%
Type of Institution in which Physician Practices

Public Institution 16 53.3%
Private Institution 5 16.7%
Combination of Public and Private Institutions 9 30.0%
Proportion of Patients for whom Physician cares who are Uninsured

Less than 5% 8 26.7%
6-25% 8 26.7%
26-50% 5 16.7%
51-75% 3 10.0%
Over 75% I 33%
Unknown 5 16.7%

Proportion of Patients for whom Physician Cares who are Racially or Ethnically Minoritized

Less than 25% 6 20.0%
26-50% 7 23.3%
s1-75% 4 13.3%
Over 75% 8 26.7%
Unknown 5 16.7%

45



Patient Focus Group Questions

General Perceptions

How would you describe your overall experience with health care or health insurance in recent

years?

Is that different from how it has been in the past?

What changes have you noticed in the way health care is delivered or managed over time? What
stands out to you?

Insurance and Access

Could you tell us about your experiences with insurance coverage?

Denial of claims

Network restrictions

Unexpected bills?
How do you think providers make decisions about a treatment plan for you? Tell us about that ex-
perience?

Science

Type of insurance coverage (covered medications, procedures, specialists)

Costs

Which of these factors have affected your health care?
Have you ever been confused or frustrated by billing, insurance coverage, or payment systems? What
happened?

Quality of Care

In your opinion, has the quality of care you receive improved, declined, or stayed the same in recent
years? What makes you feel that way?
How do you feel about the time that your provider spends with you during appointments?
What are some of the factors that are influencing the amount of time that your provider spends
with you during your visits?
How do you feel about the quality of those visits?

Trust and Transparency

To what extent do you think health care institutions prioritize your well-being over profits?
How much information do you receive about costs of procedures and medications from your health
insurance?

Interactions with Providers and Institutions

Have you had a health care experience when you felt like you were treated unfairly? Why do you
think that happened? What would you say were the reasons?
* Race

Ethnicity

Gender

Appearance

Type of health insurance?

By whom? Front desk staff, healthcare provider?
To what extent does the current health care system reflect the values or needs of your culture or
community? Why or why not?

Future Outlook

Would it look like for health care to truly center patients and communities, rather than profits?
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Quotes

The following quotes offer additional perspectives from physicians on their experiences within the health-
care system. These quotes have been transcribed from our Zoom-recorded physician interviews:

2a) I think I almost feel like this sense of like complicity in like taking part in the system that I, it doesn’t
feel very patient, centered right and like rather than you know, pushing back and saying, like. you know,
I can’t see this many patients, or I need to have, like ample time to, you know. for specific situations. I feel
like ’'m becoming like the face of like this healthcare system that’s not providing adequate time to these
patients, you know, and I feel like there is. But am I like complicit in this by participating in this and like
helping support that kind of system. And you know, on the days that I do get through every patient in 20
min like, is that just signaling to them that like, “hey? 20 min is enough time. They can go down to 15”. And
so I’'m there’s this kind of like lingering sense of almost like guilt, like I cause. I also have the sense of. ’'m
not providing, like the best care that I could. If I just had more time with each person. (Pulm Crit Care)

2b) Yeah, it kind of started when I was in med school, where people started kind of talking about it, and
then residency and then fellowship. And then I get you know, it’s like, oh, yeah, that’s a thing. And it’s
like, oh, yeah, I you know. if I’'m working a hundred hours a week. I’'m real burned out. I don’t care about
anything, ever, anyone. I’'m just in survival mode, right like. And it, you know. Wellness stuff doesn’t help.
There’s no wellness to, you know, actual misery. And so I have to change my entire lifestyle. And there’s
only so much you can change in the system right. (Pathologist)

2¢) My organization has, does not place value on me as a human employee or the relationships that I build
with my patients is really, really dispiriting. And that’s why I left that position. (FamMed)

2d) But I realized, too, that one of the reasons that it’s hard to quit is that I really love my patients. and you
know most of them. But almost all of them. And so giving up the practice is like giving up those relation-
ships. It’s not giving up work. And so I’'m hoping that the segue here at this, if this peer support organiza-
tion will give me a segue to ease out because I know, I know there. There are certain factors of aging that
I just know I’m not going to be able to do it forever, and T’ll be 78 in April, and I got a plan for that. But
it’s been a successful time. But it’s also, you know, now we’re looking at all the things that we worked for
being dismantled at, especially at the national level. And I’'m lucky I live in California, but that’s all. And
you know the things that we thought we were building for future generations are just being dismantled
right and left, like the research I did when I was at Stanford. I’ve done some research up here to have the
research establishment going to have the just, the you know. We fought so hard for diversity in medicine,
and you know, and that’s being dismantled. And this generally, the respect for doctors is going nowhere,
and also, and not surprisingly. Then, whereas it was a move up for us to go into medicine for kids nowadays
who want to take a step up in terms of status. It’s finance or tech. They don’t go into science. We’ve tried
really hard to work this in another. (Surgeon)

2e) I fairly quickly kind of lost. I mean, maybe the best term is lost faith in that kind of medicine, because
you know I was in an inner city clinic, and we had a lot of complicated patients and a lot of people with
low resources, low socioeconomic status, and it just felt like we were admitting the same people for the
same things that we were on this hamster wheel of admitting people for the COPD exacerbation or a heart
failure, exacerbation, and then we’d admit them the next month. And so I felt like my passion lay more in
the outpatient side of things, because if those same patients just had more support, had more resources, had
better follow up, maybe things could turn out differently. And so that’s kind of how I arrived, doing what
I do now. (FamMed)

2f) Oh, no! So I came into a pretty toxic world, and it’s only gotten worse, I mean much, much worse. I
would never encourage any family member to go into medicine, although I have a few who are it, you
know. And, and I say to any young person at this point, if you’re interested, you have to love it, don’t do
it for any other reason, because it’s not worth it otherwise. So how has it gotten worse? I think that the
financial incentive has taken an even stronger role. It’s just much more important. And the care that people
are giving is really not prioritized at all to the point where, you know, medications people should be on.
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You can’t get access to it. That was always the case. It feels worse now. So as new meds come out again. My
patients were Medicaid patients. They never had access to new meds. (Int.PubHealth. Prev)

2g) So there’s a part of it where you feel terrible that you’re not giving the patient what they need. You also
feel terrible that overall as a society, you’re spending a lot more money than you should be, but you can see
that there’s a more efficient and more cost-effective way of doing things, and you’re not doing it, so that
would feel terrible. And then, on a personal level. The loss of physician autonomy is a, is a big issue as well,
like I do not want to be told that I have to put in a discharge order. If I don’t feel like the patient is ready
to be discharged, I think that, like prerogative, should stay with the physician and not with a hospital ad-
ministrator. (Int Med)

2h) ...influenced by insurance demands on my patient, you know, like, I’d rather just make the decisions
based on the medical care I’'m providing. And the patient in front of me.(Fam Med)

21) ...meeting those markers, or following the kind of recommendations that someone has set out for you,
whether that’s the clinic management, or the administration of the system, or those, you know, CMS expec-
tations sometimes seems to be in conflict with addressing the needs or concerns that are more immediate
for an individual. (Fam Med)

2j) ...patients are not the, the center, and they don’t even at this point lie about it. It’s no, no, it’s all about
the chart. It’s all about the codes. I didn’t realize I became an ICD-technologist. But apparently I’'m that,
and I’m a cpt-ologist and an ENM-Codeologist in the military. We never used any of those. Suddenly I had
to be an expert on all of that, and it was just like, that’s not what I got into medicine for, to learn all this
nonsense. Somebody else do this like, let me do the diagnosing and treating and meeting people. (Fam Med)

2k) And so I'm there’s this kind of like lingering sense of almost like guilt, like I cause. I also have the sense
of. I’'m not providing, like the best care that I could. If I just had more time with each person. (Pulm Care/
Crit care)

2]) I just, I feel like I know I’m not providing the best care that I could. It’s really frustrating to know that
like people are, are dying of things that are treatable. It’s disappointing, because I know that I’m not prac-
ticing medicine like the way that I thought I would, or the way that I want to be practicing medicine, but
it’s still better than you know not doing it. (Pulm Care/Crit care)
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Physicians for a National Health Program (pnhp.org) is a nonprofit veseavch and education orga-

mization whose morve than 25,000 members support single-payer Medicare for All veform.
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