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Abstract 

Background The merits and drawbacks of moral relevance models of addiction have predominantly been discussed 
theoretically, without empirical evidence of these potential effects. This study develops and evaluates a novel survey 
measure for assessing moral evaluations of patient substance misuse (ME-PSM).

Methods This measure was tested on 524 health professionals (i.e., physicians, nurses, and other health professionals) 
in California (n = 173), urban France (n = 102), and urban China (n = 249). Demographic factors associated with ME-
PSM were investigated using analyses of variance (ANOVAs) and t-tests, with results suggesting that ME-PSM is higher 
among younger health professionals, nurses (when compared with physicians and other health professionals), 
and Chinese health professionals (when compared with French and American health professionals).

Results Results provide preliminary support for the psychometric quality of the survey measure introduced in this 
study, including the existence of a single latent structure and partial invariance of collected data across countries.

Conclusion The survey measure for ME-PSM which was developed and tested in the current study appears to hold 
potential utility for use as a measure of moral views of patient substance misuse. With development, this measure may 
be used to examine moral evaluations, both as factors of stigma and of other clinical factors associated with the treat-
ment of patients with substance use disorders.
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Background
The importance of moral evaluations of patient behavior
Many debates in the fields of public health, public policy, 
and bioethics focus on questions about whether specific 
health behaviors should ever be framed or treated as 
moral issues. Studies of moral psychology have already 
explored moral motives [1], moral judgement [2], and 
moral foundations [3, 4], but there is a specific need for 
research on moral evaluations in health care, particularly 
as they relate to clinician well-being, healthcare relation-
ships, and patient outcomes [5]. One central difficulty 
for this research is the lack of a psychometrically valid 
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measure which assesses these moral framings among 
health professionals who work with patients with stig-
matized disorders. This study introduces the theoretical 
construct of moral evaluations of patient substance mis-
use. It is hypothesized that this construct is associated 
with a wide range of health outcomes (including to whom 
and how care is provided), as well as with the mecha-
nisms by which these outcomes are effected.

Moral evaluations of substance misuse
Since a study of moral evaluations of patient behaviors 
requires empirical specificity [6], this study focuses on 
moral evaluations specific to substance misuse, a cate-
gory of health behaviors widely addressed in the literature 
on stigma and clinical burnout. Those with substance use 
disorders, especially involving “harder” substances, are 
stigmatized by the general population [7–10].

When healthcare workers interact with people engaged 
in behaviors perceived as immoral, these experiences may 
lead to moral injury.1 Research shows that moral injury 
is associated with ‘burnout’ [12], a condition of career-
related physical/psychological exhaustion which many 
healthcare workers are vulnerable to [13–15]. Although 
there are numerous factors which contribute to burnout 
among healthcare workers, the contribution of negative 
moral evaluations of substance misuse deserves explora-
tion, especially among healthcare professionals who fre-
quently work with people with substance use disorders.

According to moral-relevance models, addiction is 
at least partially a characterological/spiritual weakness 
associated with free will and reflective of personal trans-
gressions or spiritual indebtedness [16, 17]. These mod-
els provide a foundation for supportive approaches such 
as 12-step programs, in which participants are taught 
to seek recovery through a process that includes taking 
a moral inventory of their lives [18]. These models also 
provide support for harsher drug laws and stricter pub-
lic policies pertaining to the management of addictive 
disorders. Perspectives which deviate from the moral-
relevance models argue that in order to avoid devolution 
into unresolvable debates - as well as to avoid systemic 
mistreatment of patients with addictive disorders [19, 
20]- addiction should never be framed as a moral condi-
tion, but rather as a ‘maladaptive coping strategy’, ‘brain 
disorder’, symptom of ‘sociocultural disadvantage’, ‘learn-
ing disorder’, ‘phenomenon of habit,’ or as some form of 
combination of these [21–24]). Support for these per-
spectives rests in the notion that the labeling of addic-
tive disorders as ‘moral’ conditions inevitably gives rise 

to discrimination and stigmatization [25, 26]). Indeed, 
when clinicians are overly moralistic their perceptions of 
patients’ conditions become distorted and their relation-
ships with colleagues are adversely affected [27].

Conflicts over ethics may lead to distress and burnout 
among clinicians, interference with clinician teamwork, 
and the erosion of trust between patients and practi-
tioners [28]. Additionally, moral evaluations can impede 
advances in empirical science [29], equitable patient care, 
workplace professionalism [30, 31] and rapport within 
patient-practitioner alliances [5]. Nevertheless, moral-
relevance models of addiction persist, suggesting an 
undeniable moral relevance to human habits and behav-
iors. These models exist in conjunction with models of 
evolution, neurochemistry, upbringing, and culture [32]; 
they are not mutually exclusive.

The need for a measure of moral evaluations of patient 
substance misuse
Criticisms of moral-relevance views have been advanced 
largely based upon logical inferences that the stereo-
types of weakness, lack of willpower, poor character, and 
blameworthy necessarily result in stigma and discrimi-
nation [33]. Although these arguments are coherent and 
consistent, there is a lack of empirical evidence of the 
accuracy of such criticisms. The primary factor for the 
lack of empirical evidence on this topic has been the lack 
of a valid and reliable assessment tool.

This study developed and psychometrically evaluated 
a new measure because - to the extent of this author’s 
knowledge - no updated, comprehensive, and psycho-
metrically rigorous quantitative survey measure for this 
construct exists. In developing this measure, moral eval-
uations were operationalized as the tendency to place 
behaviors on a continuum of morality and immorality 
[34] (see Fishbein & Ajzen, 2010). The measure used for 
this construct draws from the non-moralism subscale of 
the Substance Abuse Attitude Survey (SAAS), but dif-
fers from it in that it focuses on aspects of moral evalua-
tions hypothesized to be relevant to clinical interactions, 
rather than perceptions regarding drug danger or drug 
laws.

Such a measure is believed to be useful for various 
types of research investigations. A measure of moral eval-
uations could be utilized to determine whether moral-
relevance models of substance misuse are associated 
with stereotypes, prejudice, discrimination, internalized 
stigma, treatment seeking, and empowerment. Given 
that the effect of moral evaluations on these outcomes 
could plausibly interact with other dimensions, including 
personality (e.g., agreeableness), studies could addition-
ally explore variables that moderate these relationships. 
The findings from such studies could guide interventions 

1 Moral injury has been defined as an experience that includes involvement 
with acts that violate a person’s deeply held moral beliefs [11].
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to reduce stigma towards substance misuse. Moreover, 
studies could evaluate the underlying determinants of 
moral evaluations, including culture, religiousness, per-
sonal experiences, and other relevant variables.

Overview of the current study
The current study was aimed at providing a measure of 
assessment of moral evaluations of patient substance 
misuse by health professionals in different countries and 
cultures. To this end, a novel measure of moral evalua-
tions of patient substance misuse (ME-PSM) was devel-
oped and its psychometric properties were evaluated 
among health professionals in three culturally-distinct 
regions of the world: California, urban France, and urban 
China. To minimize regional biases and increase cross-
cultural applicability of the results, the construction of 
this measure was based on cross-national discussions. 
In order to examine the factor structure of this measure, 
confirmatory factor analysis was used to evaluate the 
psychometric quality of the measure developed in this 
study. Finally, one-way analyses of variance (ANOVAs) 
were used to examine demographic and regional factors 
associated with scores on the ME-PSM.

Methods
Participants
All procedures in this study were performed in accord-
ance with the ethical standards of the Institutional 
Review Board at [blinded] ([blinded] #3490). Recruit-
ment began with the collection of contact information 
for health professionals (physicians, nurses, and other 
health professionals) from the websites of major medi-
cal schools, nursing schools, schools of psychology, and 
professional health organizations. Recruitment efforts 
were limited to post-graduate health programs or hos-
pitals with offices located in California, urban France, 
and urban China. Potential participants in the California 
sample were contacted using email, social media posts, 
and the telephone, with all methods employing use of 
the same recruitment script. Potential participants in 
France and China were recruited by email and in person, 
via intercepts (i.e., a survey approach in which a potential 
participant is approached by a survey distributor with a 
recruitment flyer) at two public hospitals in Paris and a 
combined five public and private hospitals in Shanghai. 
Recruitment flyers included information on the purpose 
of the research, the approximate duration of survey par-
ticipation, and the incentive for survey completion: a 
raffle entry for $100 (in California), €90 (in France), and 
RMB ¥700 (in China). All recruitment efforts included 
wording on approval of study protocol by [blinded] Insti-
tutional Review Board (IRB).

Because of deviations from study protocol which 
occurred during the distribution of paper surveys in 
France, the paper responses from surveys completed 
there were discarded. The final sample included physi-
cians, nurses, and ‘other health professionals’ with work 
experience in California (n = 173), urban France (n = 102), 
and urban China (n = 249). The pooled sample included 
participants within the age groups of 18-24 (9.2%), 25-44 
(57.2%), and 45+ (33.6%) and included more females 
(70.2%) than males (29.6%). The sample included physi-
cians (37.0%, nurses (32.6%), and other health profession-
als (30.3%).

Data collection
Data for the California sample was collected between July 
20 and November 1, 2019, with an online version of the 
survey delivered via the web platform Qualtrics. Surveys 
were translated and subsequently proofread by two sepa-
rate professional translators per non-English language. 
Data for the French sample was collected between July 1, 
2019 and January 6, 2020 using both the online and paper 
versions of the survey, on which all questions were iden-
tical. Finally, data for the Chinese sample was collected 
between November 1, 2019 and January 6, 2020 using 
both the online and paper versions of the survey. All par-
ticipants provided informed consent prior to being given 
access to the survey. Participants who had been con-
tacted online completed surveys on mobile or desktop 
devices using a link to the Qualtrics survey; participants 
who had been recruited in person were given the option 
of completing the survey on paper or on a mobile device 
by scanning a QR code that was provided on the study 
flyer. In the hospitals and health clinics in China, data 
collection was aided by hospital administrators and cli-
nicians who assisted with flyer distribution. Survey items 
and the CFA syntax are provided in Additional file  1: 
Appendix A, and study data is available on the Open Sci-
ence Framework.

Measure
The hypothesized construct of moral evaluations of 
patient substance misuse refers to the tendency to view 
patient behaviors within a moral framework (i.e., as car-
rying moral meaning or being situated on a spectrum 
from moral to amoral). In this study, a measure was 
developed to assess this construct in relation to sub-
stance misuse. The survey questions were adapted from 
the non-moralism subscale of the Substance Abuse Atti-
tude Survey (SAAS) [35], a measure which has demon-
strated reliability and validity [36, 37].

This measure includes six items, scored from 1 to 
4, with higher scores indicating evaluations of sub-
stance misuse/misusers as more immoral. To provide an 
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example, one survey item included the following prompt 
and response options: Prompt - “People who use alco-
hol or other drugs are immoral”; Response Options – 
“Disagree (1), Somewhat disagree (2), Somewhat agree 
(3), Agree (4).” A full list of demographic items and sur-
vey questions are provided in the Additional file  1. The 
measure introduced here uses questions regarding free 
will and cognitive control in relation to substance mis-
use, to assess one hypothesized factor of moralized views 
- as opposed to two hypothesized factors (‘drug danger’ 
and ‘restrictive treatment’), as done in the SAAS. Since 
the SAAS was developed based on interviews conducted 
between 1975 and 1985, wording taken from it was 
updated to exclude outdated terms, such as “street push-
ers,” and any religiously or denominationally-specific 
terms, such as “clergymen.” The response options were 
adapted from wording used for the Pew Research Cent-
er’s 2013 Global Attitudes Survey [38].

In order for the questions in the present survey to assess 
personal perspectives as opposed to normative ethics, they 
were preceded by instructions which asked participants 
to respond according to their “personal views,” rather 
than what they thought they should say based on soci-
etal or workplace ethics. Furthermore, so that the ques-
tions would examine perceptions of substance misuse as 
opposed to occasional or recreational use, they were pre-
ceded by instructions which asked participants to focus on 
substances/drugs which lead people to seek psychiatric, 
psychological, or other forms of medical treatment.

Data analysis
Three single-group confirmatory factor analyses (CFAs) 
were run in Mplus 7 to evaluate whether the latent con-
struct of ME-PSM satisfied the hypothesized assumption 
of unidimensionality in each country. Three multiple-
group CFAs were run to evaluate hypothesized weak 
measurement invariance across countries. A mean score 
of all six ME-PSM items was used to test for differences 
on ME-PSM by country, age, sex, and occupation. Data 
fulfilled the requirements of general normality (with a 
slight positive skew), lack of outliers, and roughly equal 
sample sizes. Results of Levene’s tests indicated that the 
assumption of homogeneity of group variances was not 
met for groupings by geographic region, age range, or 
occupation, but was met for grouping by gender. To con-
trol for Type 1 error rates associated with differences in 
group variances, post-hoc pairwise group comparisons 
were run using the Welch’s t-test. Data were missing on 
all ME-PSM items for 0, 4.42, and 7.84% of the Califor-
nia, urban China, and urban France samples, respectively. 
No participants showed partial data missingness on ME-
PSM items. Differences in missing data levels are attrib-
utable to variations in survey administration by country; 

while the California surveys were only available in an 
online format in which the forced response option was 
activated, the surveys in France and China were available 
in both online and paper formats, with no such option 
activated. Missing data in the CFAs was treated using the 
default option in Mplus 7 of full information maximum 
likelihood (FIML). Missing data in the ANOVAs and 
Welch’s t-tests were treated using the default option in 
SPSS 25 of pairwise deletion. Multiple perspectives indi-
cate comparative strengths of FIML and pairwise deletion 
for dealing with missing data over alternate approaches 
including listwise deletion and multiple imputation 
[39–41]. The adequacy of the sample size in this study 
is supported by simulation study which indicated that a 
six-indicator model with loadings of 0.50 requires a sam-
ple size of 90, in order to achieve power of 0.80 [42]. The 
original measure used in this study included eight items; 
after CFA and model re-specification to exclude items 
that loaded on latent factors below 0.50 in any group, the 
measure retained six items.2

Power analyses for ANOVAs and Welch’s t-tests were run 
in G*power. For variables with three or more categories (i.e., 
age ranges, occupation, and geographic region), post-hoc 
one-way ANOVA power analyses were conducted; these 
indicated that with a total sample size of 524 (with three 
groups), a medium effect size (f = 0.25), and an α = 0.05, the 
tests had a power > 0.99. In order to assess the power of tests 
for variables with only two categories (e.g., gender), a two-
tailed biserial correlation power analysis for a medium effect 
(ρ = 0.3), using α = 0.05 and power = 0.80, indicated a neces-
sary sample size of 82 per group.3 Goodness of model fits 
were examined using the following model fit criterion: good 
fit = RMSEA < 0.06, CFI > 0.95; SRMR ≤0.08; acceptable 
fit = RMSEA ≤ .06; and CFI 0.90-0.95 [44].

Results
Psychometric properties
Factor loadings indicate that at least 25% of the vari-
ance of each item is explained by its hypothesized factor 
of ME-PSM (see Fig. 1). In Mplus, modification indices4 
above 10 are displayed, in order to flag possible instances 

2 The minimum loading of 0.5 was selected based on the recommendations 
of a reference text on SEM [43].
3 Results of G*power analysis run for small effect sizes: 1.) A post-hoc one-
way ANOVA power analyses indicated that with a total sample size of 524 
(with three groups), a medium effect size (f = 0.1), and an α = 0.05, a test had 
a power = .521. 2.) A power analysis for detecting a small two-tailed biserial 
correlation between two groups (ρ =  0.1) using α = 0.05 and power = 0.80 
indicated a necessary sample size of 779 per group.
4 A modification index (i.e. a univariate Lagrange Multiplier) is expressed 
as chi-square statistics with one degree of freedom. It is individually calcu-
lated for every zero-fixed path, and approximates the amount by which chi-
square would decrease (and the fit of the model would increase) if a certain 
path was added to the model by freely estimating one of the fixed-to-zero 
paths [45, 46].
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of local dependence (i.e. situations which occur when the 
residuals of two or more items covary (i.e. are correlated) 
after adjusting for a latent factor [47], which is a problem 
in that it potentially introduces bias to estimations [48]. 
In the France group, question items 4 and 5 were flagged. 
To correct for this, these items were set to be correlated 
with one another. The addition of one parameter in the 
France group (i.e., Item 4 with Item 5) did not substan-
tially alter the factor loadings in the France CFA, and 
likely arose because of overlapping wording between 
indicator pairs.

Measurement invariance
In order to determine the functioning of ME-PSM across 
countries, measurement invariance was evaluated. This 
was done through a process of comparing increasingly 
restricted models and retaining the most parsimonious 
model that demonstrated adequate model fit [49–51]. 
Model 1 tested for invariance at the weakest level, some-
times referred to as the level of ‘configural invariance,’ in 
which the same pattern of fixed and free factor loadings 
is specified for each group. This least-restricted model 
included no equality constraints across groups. Model 
2 tested for invariance at a stronger level, sometimes 
referred to as the level of ‘metric invariance, in which 
factor loadings for similar items are tested for invariance 
across groups [52]. In this model, equality constraints 
were added to all factor loadings across groups (except 
for those set to 1.0, to establish the scale of measure-
ment). If the use of Model 2 was supported, an increas-
ingly restricted Model 3 would be run and compared 
against Model 2.

Differences between the increasingly nested models 
were tested using the Satorra-Bentler χ2 correction for-
mula for robust parameter estimation [49, 53]. The χ2 

difference between Model 1 and Model 2 was significant 
at p < 0.01, suggesting retention of Model 1 (the less par-
simonious model with more parameters) and establish-
ment of measurement invariance at the weakest (i.e., the 
“configural”) level. While configural invariance implies 
that results across groups can be considered at least on 
a conceptual level, analyses must be tempered with the 
recognition that constructs are measured somewhat dif-
ferently across groups [49–52] (Table 1).

Descriptive analysis
Results from Welch’s t-tests run in SPSS 25 are provided 
in Table 2. Significant differences on the mean scores of 
ME-PSM are seen between urban China and California 
(t = − 13.014, p < 0.01) and between urban China and 
urban France (t = − 11.027, p < 0.01), but not between Cal-
ifornia and urban France (t = .110, p = 0.912); mean scores 
are highest in urban China when compared to California 
and urban France. Significant differences on the ME-
PSM mean scores across countries are shown between 
participants aged 25 to 44 and those over 45 (t = 3.94, 
p < 0.01) and between participants aged 18 to 24 and 
over 45 (t = 4.57, p < 0.01), but not between participants 
aged 18 to 24 and 25 to 44 (t = 1.61, p = 0.109), with mean 
scores being lowest among participants over 45 years old 
when compared with participants aged 18 to 24 and 25 to 
44. Significant differences on the ME-PSM mean scores 
across countries are seen between physicians and nurses 
(t = − 3.46, p < 0.01), between nurses and ‘other health 
professionals’ (t = 5.15, p < 0.01), and between physicians 
and other health professionals (t = 2.05, p = 0.04); mean 
scores are highest among nurses, followed by physicians, 
then by other health professionals. No significant differ-
ences on the ME-PSM mean scores are found between 
males and females (t = .379, p = .554).

Fig. 1 Single-group Confirmatory Factor Analyses of Moral Evaluations of Patient Substance Misuse (ME-PSM). Note. This figure represents 
the extent to which the items created to measure the hypothesized construct of ME-PSM were consistent with the authors’ understanding 
of ME-PSM. Factor loadings indicate the explanation of at least 25% of the variance of each survey item by the hypothesized construct of ME-PSM. 
The bidirectional arrow between items 4 and 5 in the France group indicate manual correlation of items 4 and 5 to account for detected correlation 
of residuals on these items. All factor loadings were found to be significant at p < .01. Estimates were standardized
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Discussion
Weak measurement invariance
In this study, measurement invariance was only estab-
lished at the configural (i.e., weak) level by country, 
suggesting that the instruments used here operate dif-
ferently in each country. This finding is similar to that 
of Iurino and Saucier (2020), who found that the Moral 
Foundations Questionnaire [54] did not converge well 
across 27 countries in areas including North America, 
Western Europe, and East Asia. Culturally specific 
interpretations of wording of survey items may also 
have been associated with apparent difference by coun-
try. Research has shown that different cultures hold 
differing beliefs about what is moral, as shaped by indi-
vidual and/or collective worldviews [55], sanctity-of-life 

vs. quality-of-life ethics [56], or liberal/social, welfarist/
deontological views [57].

Another cause of weak measurement invariance 
may have been differences in the survey administra-
tion approaches between countries (i.e., surveys were 
administered online-only in California, and either online 
or on-paper in urban France and urban China). Finally, 
differences may have been associated with differences 
in the occurrence of social desirability bias by country. 
To explain – the concept of ‘moral evaluations’ might 
be viewed or valued differently by country, and health 
professionals from given countries might respond in 
manners biased by their feelings about how they should 
respond to questions about moral evaluations in clinical 
settings.

Table 1 Fit Indices of confirmatory factor analyses for moral evaluations of patients’ substance misuse

AIC SRMR df CFI RMSEA χ2 p-values

Multiple-group Model 1: No equality constraints specified

7233.781 .029 26 .991 .037 32.072 .1907

Multiple-group Model 2: Equality constraints inserted on factor loadings only

7263.333 .085 35 .949 .074 68.927 .000

Single-group (California)

2208.069 .031 9 1.00 .000 8.615 .4736

Single-group (urban France)

1174.954 .030 8 .980 .062 11.173 .0033

Single-group (urban China)

3850.758 .027 9 .988 .043 13.237 .0001

Table 2 Means, standard deviations, and welch’s t-tests of moral evaluations of patient’ substance misuse

ME-PSM items scale range: 1–4

California (a) Urban France (b) Urban China (c)

n M (SD) n M (SD) n M (SD) Group M t tests

Overall 173 1.59(.63) 102 1.58(.57) 249 2.51 (0.76) – a-b, p = .912
b-c, p < .01
a-c, p < .01

Age Group

 18-24 (d) 7 1.93(.53) 3 1.55(.10) 38 2.45(.67) 2.32 d-e, p = .109

 25-44 (e) 80 1.58(.66) 58 1.65(.62) 162 2.54(.80) 2.11 e-f, p < .01

 45+ (f ) 86 1.58(.60) 41 1.49(.52) 49 2.45(.71) 1.80 d-f, p < .01

Gender

 Male (g) 34 1.71(.69) 54 1.57(.60) 67 2.48(.74) 1.99 g-h, p = .554

 Female (h) 138 1.57(.61) 48 1.59(.54) 182 2.52(.77) 2.04

Occupation

 Physician (i) 42 1.61(.67) 65 1.56(.55) 87 2.46(.67) 1.98 i-j, p < .01

 Nurse (j) 46 1.64(.59) 17 1.61(.11) 108 2.65(.82) 2.28 j-k, p < .01

 Other HP (k) 85 1.56(.64) 20 1.63(.68) 54 2.28(.72) 1.81 i-k, p = .04
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Group differences
While configural invariance would certainly imply that 
group differences merit discussion, weak invariance indi-
cates caution in interpreting group differences, which 
must be considered preliminary. One finding on group 
differences was that ME-PSM was highest in China. 
Mean scores on ME-PSM were largely higher in urban 
China when compared with California (Cohen’s d = 1.39) 
and urban France (Cohen’s d = 1.32). This finding may be 
studied through an exploration of the values that shape 
each country’s moral landscape. Differences in moral 
foundations between countries were briefly discussed in 
the Introduction. In additional analyses not discussed 
here, both religiosity and authoritarianism were associ-
ated with ME-PSM in the California sample with the 
effect being stronger between religiosity and ME-PSM, 
when compared with the effect between authoritarian-
ism and ME-PSM. Data on religiosity and authoritari-
anism were not collected in France or China, but future 
studies might explore the effects of these factors and 
others in China, in order to understand why ME-PSM is 
higher in that country. Given the relatively secular nature 
of urban China when compared with the United States, 
however, it appears that certain factors must be even 
more influential than religiosity when it comes to shap-
ing concepts regarding the moral nature of SUDs. Given 
traditions of collectivism in China, such concepts in the 
Chinese context might be shaped by thoughts about how 
SUDs impact the social lives and communities of patients 
affected by them. Concepts of ME-PSM in China may 
also relate to the culturally specific notion of losing face 
- the moral-emotional state of losing respect among one’s 
peers and social circle. In China, mental illness is often 
associated with a loss of face or sense of stigma, in ways 
that bring shame not only to the mentally ill, but also to 
their family members [58]. Because of the effects of men-
tal illness on the reputational status of a patient’s family 
and social network, it is possible that the high levels of 
ME-PSM reported in China reflect a greater considera-
tion of the effects of substance misuse on family members 
and social groups, as opposed to the effects of substance 
misuse on just the patients themselves.

The finding that ME-PSM was largely lower among par-
ticipants over 45 years old, when compared with partici-
pants aged 18 to 24 (Cohen’s d = 0.73) and moderately lower 
when compared with participants aged 25 to 44 (Cohen’s 
d = 0.38), provides avenues for speculation. This finding 
may indicate that as people age, any views that they might 
have had about substance misuse being amoral become less 
extreme. This change in perspective may be a result of what 
people witness or personally experience regarding drug use 
over the course of the first 45 (or more) years of their life. 
This difference may also represent a generational difference 

in perspective; it is possible that participants in the over-45 
age group belong to generational cohorts in which drug use 
is more common or accepted.

ME-PSM was also found to be highest among nurses, 
when compared with physicians (Cohen’s d = 0.36) and 
‘other health professionals’ (Cohen’s d = 0.57). This find-
ing can be interpreted in light of studies which indicated 
that nurses were less permissive toward substance abuse 
than social workers [59]. Similarly, nurses were less tol-
erant and more morally condemning of alcohol and drug 
misuse, when compared with other health care profes-
sionals [60]. Although the studies are several decades 
old, nurses recommended more punitive responses to 
problem drinking, while physicians, psychologists, and 
workers advocated for more therapeutic responses [61] 
and nurses were more likely to recommend compulsory 
treatment for problem alcohol misuse when compared to 
physicians [62].

Limitations
Given logistical constraints of data collection, the sam-
ple sizes used in this study were only large enough to 
detect medium effect sizes. Further, the results of this 
study were limited by the use of a convenience sample 
of self-report data. Since people may feel compelled to 
respond in certain ways (particularly in professional set-
tings) to questions about moral values, the data collected 
on ME-PSM may have been biased by social desirability 
and demand characteristics. The generalizability of find-
ings is furthermore limited by the ambiguity of the cat-
egory of ‘other health professional’, and the fact that this 
instrument was not studied among health care providers 
who specifically or exclusively work with patients with 
SUDs. While this study used a CFA to examine the fac-
tor structure of the hypothesized construct of ME-PSM, 
additional approaches are needed to determine the valid-
ity of this measure. Finally, future studies might examine 
complex psychometric properties associated with the 
instrument introduced in this study.

Conclusion
Moral evaluations represent an important concept that 
has social validity, or the characteristic of being socially 
important, given the ongoing tendency of the public to 
evaluate substance misuse as an immoral behavior. This 
study introduces a measure of moral evaluations that 
could be useful in studying the nature of moral-relevance 
models. With further development, the measure in this 
study could be used to examine potential associations 
between moral evaluations and stigma/discrimination 
against patients who misuse substances.

Even if studies find a positive association between 
increased moral evaluations of substance misuse and 
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discrimination, it is critical for researchers to appreci-
ate that there may be variables that moderate this rela-
tionship. There are numerous variables that may be 
relevant to such a relationship. One concept could be 
termed moral prognosis which could involve a contin-
uum that, on one extreme, sees moral character as fixed 
and unchanging and, on the other extreme, believes that 
people are capable of profound moral transformation. A 
health professional who evaluated substance morally but 
held an optimistic moral prognosis would potentially be 
optimistic about the patient’s likelihood of recovery and 
could provide treatment absent of discrimination, par-
ticularly if the health professional believed that moral 
transformation could be facilitated through appropriate 
clinical care.

Another variable could include moral compassion, 
which could involve the tendency to perceive those who 
are perceived to have poor moral character as deserving 
of compassionate treatment and concern. These variables 
could have implications for the relationship between 
moral evaluations and discrimination.

The health professional’s moral evaluations are an 
important consideration for treatment of patients. A 
straightforward explanation might assume that moral 
evaluations of patient substance misuse are directly and 
inversely related to patient care. This outcome is feasible 
if the health professional were to give up on the patient, 
develop a sense of impatience with or disliking for the 
patient, or feel discouraged or demoralized in their role 
as a clinician. Yet, the effect of moral evaluations on 
treatment of patients can potentially be moderated by 
other factors. Moral evaluations could coincide with acti-
vation of a sense of moral duty to support the patient, 
the triggering of a consideration of psychological, socio-
cultural, or environmental factors which the patient may 
be experiencing, and an increased likelihood to suggest 
treatment approaches which might support the patients’ 
inner life. This study provided a psychometrically evalu-
ated scale that could be useful for future research on this 
topic, including identifying the mechanisms which drive 
health professionals toward various responses to patient 
behaviors.

While the instrument developed in this study oper-
ated differently by country, results nevertheless provide 
some preliminary evidence of the utility of this survey 
measure in assessing the unidimensional construct of 
ME-PSM in different cultural settings among health 
professionals. Future research could validate the ME-
PSM survey among other populations for whom moral 
judgements may be of clinical or social relevance (e.g., 
patients, patients’ partners, police officers, corrections 
officers, etc.). Future research may also explore intrap-
ersonal and interpersonal predictors and outcomes of 

ME-PSM pertaining to help-seeking behaviors, adher-
ence to treatment recommendations, recovery rates, 
practitioner-patient rapport, and may explore moral 
evaluations of a wider range of patient behaviors 
(including diet, exercise, and risky sexual behaviors, 
among others).

Abbreviations
ME-PSM  Moral Evaluation of Patient Substance Misuse
ANOVAs  Analyses of Variance
SUDs  Substance Use Disorders
SAAS  Substance Abuse Attitude Survey
RMB  Ren Men Bi (Chinese Currency)
QR code  Quick Response code
CFA  Confirmatory Factor Analysis
FIML  Full Information Maximum Likelihood
SPSS  Statistical Package for Social Sciences
RMSEA  Root Mean Square Error of Approximation
CFI  Comparative Fit Index
SRMR  Standardized Root Mean Square Residual
AIC  Akaike Information Criterion
Df  Degrees of Freedom

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13010- 023- 00148-2.

Additional file 1: Appendix A. Survey. Appendix B. Syntax for Measure-
ment Invariance (Model 1). Appendix C. Syntax for Measurement Invari-
ance (Model 2). Appendix D. Syntax for Single-Group CFAs

Acknowledgements
Not applicable.

Authors’ contributions
AYL formulated the research questions, with the support of BX, KDR, and AW. 
AYL collected the survey data. AYL analyzed the survey data, with the support 
of BX and AW. CL & PZ provided support with the process of submission, 
revision, and resubmission. All authors contributed to the writing, reading, and 
approval of the final manuscript.

Funding
No funding was received to assist with the preparation of this manuscript.

Availability of data and materials
All study data is available on the Open Science Framework.

Declarations

Ethics approval and consent to participate
All procedures in the study were performed in accordance with the ethical 
standards of the Institutional Review Board at [Anonymized] (#3490). Informed 
consent was obtained from all individual participants included in the study.

Consent for publication
Consent for publication was not obtained, as participant data did not include 
identifying information.

Competing interests
The authors declare no financial interests.

Received: 10 May 2022   Accepted: 11 November 2023

https://doi.org/10.1186/s13010-023-00148-2
https://doi.org/10.1186/s13010-023-00148-2


Page 9 of 10Lee et al. Philosophy, Ethics, and Humanities in Medicine           (2023) 18:18  

References
 1. Janoff-Bulman R, Sheikh S, Baldacci KG. Mapping moral motives: 

approach, avoidance, and political orientation. J Exp Soc Psychol. 
2008;44(4):1091–9. https:// doi. org/ 10. 1016/j. jesp. 2007. 11. 003.

 2. Greene J. Moral tribes: emotion, reason, and the gap between us and 
them; 2014.

 3. Graham J, Haidt J, Koleva S, Motyl M, Iyer R, Wojcik S, et al. Moral founda-
tions theory: the pragmatic validity of moral pluralism. Adv Exp Soc 
Psychol. 2013;47:55–130.

 4. Haidt J, Kesebir S. Morality. In: Fiske S, Gilbert D, Lindzey G, editors. Hand-
book of social psychology (5th ed.). Wiley; 2010.

 5. Hill C, Helms J, Spiegel S, Tichenor V. Development of a system for 
categorizing client reactions to therapist interventions. J Couns Psychol. 
1988;35(1):27–36. https:// doi. org/ 10. 1037/ 0022- 0167. 35.1. 27.

 6. Siegel JT, Navarro MA, Tan CN, Hyde MK. Attitude–behavior consistency, 
the principle of compatibility, and organ donation: A classic innovation. 
Health Psychol. 2014;33(9):1084.

 7. Dschaak ZA, Juntunen CL. Stigma, substance use, and help-seeking 
attitudes among rural and urban individuals. J Rural Ment Health. 
2018;42(3-4):184.

 8. Brown SA. Stigma towards marijuana users and heroin users. J Psychoac-
tive Drugs. 2015;47(3):213–20.

 9. Lang B, Rosenberg H. Public perceptions of behavioral and substance 
addictions. Psychol Addict Behav. 2017;31(1):79.

 10. Mannarini S, Boffo M. Anxiety, bulimia, drug and alcohol addiction, 
depression, and schizophrenia: what do you think about their aetiology, 
dangerousness, social distance, and treatment? A latent class analysis 
approach. Soc Psychiatry Psychiatr Epidemiol. 2015;50(1):27–37.

 11. Griffin BJ, Purcell N, Burkman K, Litz BT, Bryan CJ, Schmitz M, et al. Moral 
injury: an integrative review. J Trauma Stress. 2019;32(3):350–62.

 12. Linzer M, Poplau S. Eliminating burnout and moral injury: bolder steps 
required. EClinicalMedicine. 2021;39 https:// doi. org/ 10. 1016/j. eclinm. 
2021. 101090.

 13. Oser CB, Biebel EP, Pullen E, Harp KL. Causes, consequences, and preven-
tion of burnout among substance abuse treatment counselors: A rural 
versus urban comparison. J Psychoactive Drugs. 2013;45(1):17–27.

 14. Volker R, Bernhard B, Anna K, Fabrizio S, Robin R, Jessica P, et al. Burnout, 
coping and job satisfaction in service staff treating opioid addicts—from 
Athens to Zurich. Stress and Health. 2010;26(2):149–59.

 15. Leiter MP, Maslach C, Frame K. Burnout. In: The Encyclopedia of Clinical 
Psychology; 2014. p. 1–7. https:// doi. org/ 10. 1002/ 97811 18625 392. wbecp 
142.

 16. Shweder RA, Much NC, Mahapatra M, Park L. The “big three” of morality 
(autonomy, community, and divinity), and the “big three” explanations of 
suffering. In: Brandt A, Rozin P, editors. Morality and health (pp. 119–169). 
Routledge; 1997.

 17. Thombs DL. Moral Model. In: Encyclopedia of substance abuse preven-
tion, treatment, & recovery. Sage; 2009.

 18. Wagener D. What is the success rate of AA? American Addiction Centers; 
2020. https:// ameri canad dicti oncen ters. org/ rehab- guide/ 12- step/ whats- 
the- succe ss- rate- of- aa.

 19. Allen V. Adverse psychological effects of punitive and legalistic 
approaches to moral decision-making and institutional conpliance. 
Testatmentum Imperium. 2011;3:1–34. http:// www. preci oushe art. net/ ti/ 
2011/ 056_ Owola gba_ Forgi veness_ Freed om_ Shame. pdf.

 20. Koenig HG, King DE, Carson VB. Handbook of religion and health (2nd ed. 
NV). USA: Oxford University Press; 2012. http:// public. ebook centr al. proqu 
est. com/ choice/ publi cfull record. aspx?p= 931219.

 21. Commonwealth of Australia. Models that help us understand AOD use 
in society. Australian Government Department of Health; 2004. https:// 
www1. health. gov. au/ inter net/ publi catio ns/ publi shing. nsf/ Conte nt/ drugt 
reat- pubs- front5- wk- toc~drugt reat- pubs- front5- wk- secb~drugt reat- 
pubs- front5- wk- secb- 3~drugt reat- pubs- front5- wk- secb-3-4.

 22. Matano, Wanat SF. Addiction is a treatable disease, not a moral failing. 
West J Med. 2000;172(1):63. https:// doi. org/ 10. 1136/ ewjm. 172.1. 63.

 23. Szalavitz M. Unbroken brain: A revolutionary new way of understanding 
addiction. St. Martin’s Press; 2016.

 24. Wynia M. The compassionate utilitarian: reconciling the competing moral 
values behind efforts to regulate cannabis use. Int J Ment Heal Addict. 
2018;16(4):813–23.

 25. Global Comission on Drug Policy. (2017). The world drug perception 
problem: countering prejudices about people who use drugs. http:// 
www. globa lcomm issio nondr ugs. org/ wp- conte nt/ uploa ds/ 2018/ 01/ 
GCDP- Report- 2017_ Perce ptions- ENGLI SH. pdf.

 26. Racine E, Bell E, Zizzo N, Green C. Public discourse on the biology of 
alcohol addiction: implications for stigma, self-control, essentialism, and 
coercive policies in pregnancy. Neuroethics. 2015;8(2):177–86.

 27. Rentmeester CA, George C. Legalism, countertransference, and clinical 
moral perception. Am J Bioeth. 2009;9(10):20–8. https:// doi. org/ 10. 1080/ 
15265 16090 29850 01.

 28. Pavlish C, Brown-Saltzman K, Raho J, Chen B. A national survey on moral 
obligations in critical care. Am J Crit Care. 2019;28(3):183–92. https:// doi. 
org/ 10. 4037/ ajcc2 01951.

 29. Greenwald G. Drug decriminalization in Portugal: lessons for creating fair 
and successful drug policies. Cato Institute; 2009.

 30. Barnett J, Johnson WB. Integrating spirituality and religion into psycho-
therapy: persistent dilemmas, ethical issues, and a proposed decision-
making process. Ethics Behav. 2011;21(2):147–64. https:// doi. org/ 10. 1080/ 
10508 422. 2011. 551471.

 31. Knox S, Hill CE. Therapist self-disclosure: research-based suggestions for 
practitioners. J Clin Psychol. 2003;59(5):529–39. https:// ccl. on. world cat. 
org/ oclc/ 11020 2795.

 32. Prinz J. The emotional construction of morals. Oxford University Press; 
2007. http:// public. eblib. com/ choice/ publi cfull record. aspx?p= 415866.

 33. Pickard H. Responsibility without blame for addiction. Neuroethics. 
2017;10(1):169–80.

 34. Fishbein M, Ajzen I. Predicting and changing behavior: the reasoned 
action approach. Psychology Press; 2009.

 35. Chappel JN, Veach TL, Krug RS. The substance abuse attitude survey: an 
instrument for measuring attitudes. J Stud Alcohol. 1985;46(1):48–52. 
https:// ccl. on. world cat. org/ oclc/ 11601 7368.

 36. Chappel JN, Veach TL. Effect of a course on students’ attitudes toward 
substance abuse and its treatment. J Med Educ. 1987;62(5):394–400. 
https:// ccl. on. world cat. org/ oclc/ 11431 3784.

 37. Gerace LM, Hughes TL, Spunt J. Improving nurses’ responses toward 
substance-misusing patients: a clinical evaluation project. Arch Psychiatr 
Nurs. 1995;9(5):286–94. https:// ccl. on. world cat. org/ oclc/ 12029 9002.

 38. Pew Research Center. (2013). Pew research Center’s 2013 global attitudes 
survey. https:// www. pewre search. org/ global/ wp- conte nt/ uploa ds/ 
sites/2/ 2014/ 03/ moral ity- topli ne- final. pdf.

 39. Graham JW. Missing data: analysis and design. Springer; 2012.
 40. Jakobsen JC, Gluud C, Wetterslev J, Winkel P. When and how should 

multiple imputation be used for handling missing data in randomised 
clinical trials - A practical guide with flowcharts. BMC Med Res Methodol. 
2017;17(1):1–10. https:// doi. org/ 10. 1186/ s12874- 017- 0442-1.

 41. Pfaffel A, Schober B, Spiel C. A comparison of three approaches to correct 
for direct and indirect range restrictions: A simulation study. Pract Assess 
Res Eval. 21(6):1–15. http:// pareo nline. net/ getvn. asp?v= 21&n=6.

 42. Wolf EJ, Harrington KM, Clark SL, Miller MW. Sample size requirements for 
structural equation models: an evaluation of power, bias, and solution 
propriety. Educ Psychol Meas. 2013;76(6):913–34.

 43. Awang Z. Chapter 3. In: Zainudin A, editor. A handbook on SEM: structural 
equation modelling using Amos graphics. Kelantan: University Technol-
ogy MARA Press; 2012.

 44. Hu L, Bentler PM. Cutoff criteria for fit indexes in covariance structure 
analysis. Conventional criteria versus new alternatives. Struct Equ Model 
Multidiscip J. 1999;6:1–55.

 45. Gunzler DD, Morris N. A tutorial on structural equation modeling for 
analysis of overlapping symptoms in co-occurring conditions using 
MPlus. Stat Med. 2015;34(24):3246–80. https:// doi. org/ 10. 1002/ sim. 6541.

 46. Kline RB. Principles and practice of structural equation modeling. Guilford 
Press; 2016.

 47. Thissen D, Steinberg L. No title. In: The sage handbook of quantitative 
methods in psychology (pp. 148–177). Sage; 2009.

 48. Embretson SE, Reise SP. Item response theory for psychologists. Erlbaum; 2000.
 49. Byrne BM. Structural equation modeling with Mplus. Routledge; 2012. p. 

100.
 50. Muthén L, Muthén B. Mplus User’s Guide (6th ed.). Muthén & Muthén; 2010.
 51. Vandenberg RJ, Lance CE. The relationship of authoritarianism and 

related constructs to attitudes toward homosexuality. J Appl Soc Psychol. 
2000;30(1):144–70. https:// doi. org/ 10. 1177/ 10944 28100 31002.

https://doi.org/10.1016/j.jesp.2007.11.003
https://doi.org/10.1037/0022-0167.35.1.27
https://doi.org/10.1016/j.eclinm.2021.101090
https://doi.org/10.1016/j.eclinm.2021.101090
https://doi.org/10.1002/9781118625392.wbecp142
https://doi.org/10.1002/9781118625392.wbecp142
https://americanaddictioncenters.org/rehab-guide/12-step/whats-the-success-rate-of-aa
https://americanaddictioncenters.org/rehab-guide/12-step/whats-the-success-rate-of-aa
http://www.preciousheart.net/ti/2011/056_Owolagba_Forgiveness_Freedom_Shame.pdf
http://www.preciousheart.net/ti/2011/056_Owolagba_Forgiveness_Freedom_Shame.pdf
http://public.ebookcentral.proquest.com/choice/publicfullrecord.aspx?p=931219
http://public.ebookcentral.proquest.com/choice/publicfullrecord.aspx?p=931219
https://www1.health.gov.au/internet/publications/publishing.nsf/Content/drugtreat-pubs-front5-wk-toc~drugtreat-pubs-front5-wk-secb~drugtreat-pubs-front5-wk-secb-3~drugtreat-pubs-front5-wk-secb-3-4
https://www1.health.gov.au/internet/publications/publishing.nsf/Content/drugtreat-pubs-front5-wk-toc~drugtreat-pubs-front5-wk-secb~drugtreat-pubs-front5-wk-secb-3~drugtreat-pubs-front5-wk-secb-3-4
https://www1.health.gov.au/internet/publications/publishing.nsf/Content/drugtreat-pubs-front5-wk-toc~drugtreat-pubs-front5-wk-secb~drugtreat-pubs-front5-wk-secb-3~drugtreat-pubs-front5-wk-secb-3-4
https://www1.health.gov.au/internet/publications/publishing.nsf/Content/drugtreat-pubs-front5-wk-toc~drugtreat-pubs-front5-wk-secb~drugtreat-pubs-front5-wk-secb-3~drugtreat-pubs-front5-wk-secb-3-4
https://doi.org/10.1136/ewjm.172.1.63
http://www.globalcommissionondrugs.org/wp-content/uploads/2018/01/GCDP-Report-2017_Perceptions-ENGLISH.pdf
http://www.globalcommissionondrugs.org/wp-content/uploads/2018/01/GCDP-Report-2017_Perceptions-ENGLISH.pdf
http://www.globalcommissionondrugs.org/wp-content/uploads/2018/01/GCDP-Report-2017_Perceptions-ENGLISH.pdf
https://doi.org/10.1080/15265160902985001
https://doi.org/10.1080/15265160902985001
https://doi.org/10.4037/ajcc201951
https://doi.org/10.4037/ajcc201951
https://doi.org/10.1080/10508422.2011.551471
https://doi.org/10.1080/10508422.2011.551471
https://ccl.on.worldcat.org/oclc/110202795
https://ccl.on.worldcat.org/oclc/110202795
http://public.eblib.com/choice/publicfullrecord.aspx?p=415866
https://ccl.on.worldcat.org/oclc/116017368
https://ccl.on.worldcat.org/oclc/114313784
https://ccl.on.worldcat.org/oclc/120299002
https://www.pewresearch.org/global/wp-content/uploads/sites/2/2014/03/morality-topline-final.pdf
https://www.pewresearch.org/global/wp-content/uploads/sites/2/2014/03/morality-topline-final.pdf
https://doi.org/10.1186/s12874-017-0442-1
http://pareonline.net/getvn.asp?v=21&n=6
https://doi.org/10.1002/sim.6541
https://doi.org/10.1177/109442810031002


Page 10 of 10Lee et al. Philosophy, Ethics, and Humanities in Medicine           (2023) 18:18 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 52. Horn JL, McArdle JJ. A practical and theoretical guide to measurement 
invariance in aging research. Exp Aging Res. 1992;18(3–4):117–44.

 53. Bryant FB, Satorra A. Principles and practice of scaled difference chi-
square testing. Struct Equ Model Multidiscip J. 2012;19:372–98.

 54. Graham J, Nosek BA, Haidt J, Iyer R, Koleva S, Ditto PH. Mapping the moral 
domain. J Pers Soc Psychol. 2011;101(2):366. https:// doi. org/ 10. 1097/ 
00005 053- 19910 7000- 00016.

 55. Yao X. An introduction to Confucianism. Cambridge University Press; 
2000.

 56. Poh-Wah. Cross-cultural perspectives on the (im)possibility of global bio-
ethics. In T. Poh-Wah (Ed.). J Petrol. 2002;369(1) https:// doi. org/ 10. 1017/ 
CBO97 81107 415324. 004.

 57. Dickenson DL. Cross-cultural issues in European bioethics. Bioethics. 
1999;13(3–4):249–55. https:// doi. org/ 10. 1111/ 1467- 8519. 00153.

 58. Yang LH, Kleinman A, Link BG, Phelan JC, Lee S, Good B. Culture and stigma: 
adding moral experience to stigma theory. Soc Sci Med. 2007;64(7):1524–35. 
https:// doi. org/ 10. 1016/j. socsc imed. 2006. 11. 013.

 59. Richmond I, Foster J. Negative attitudes towards people with co-morbid 
mental health and substance misuse problems: an investigation of men-
tal health professionals. J Ment Health. 2003;12(4):393–403. https:// ccl. on. 
world cat. org/ oclc/ 36149 2399.

 60. Howard, Chung. Nurses’ attitudes toward substance misusers. II. Experi-
ments and studies comparing nurses to other groups. Subst Use Misuse. 
2000;35(4):503–32.

 61. McLellan AT, Hery DS, Druley KA. Staff drinking patterns and approach 
to patient drinking problems within a psychiatric hospital. Am J Drug 
Alcohol Abuse. 1978;5(4):507–16. https:// doi. org/ 10. 3109/ 00952 99780 
90070 25.

 62. Poikolainen K. Alcohol-related knowledge, beliefs and attitudes among 
health and clerical personnel. Soc Sci Med. 1988;27(12):1429–32. https:// 
doi. org/ 10. 1016/ 0277- 9536(88) 90209-2.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1097/00005053-199107000-00016
https://doi.org/10.1097/00005053-199107000-00016
https://doi.org/10.1017/CBO9781107415324.004
https://doi.org/10.1017/CBO9781107415324.004
https://doi.org/10.1111/1467-8519.00153
https://doi.org/10.1016/j.socscimed.2006.11.013
https://ccl.on.worldcat.org/oclc/361492399
https://ccl.on.worldcat.org/oclc/361492399
https://doi.org/10.3109/00952997809007025
https://doi.org/10.3109/00952997809007025
https://doi.org/10.1016/0277-9536(88)90209-2
https://doi.org/10.1016/0277-9536(88)90209-2

	A quantitative survey measure of moral evaluations of patient substance misuse among health professionals in California, urban France, and urban China
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	The importance of moral evaluations of patient behavior
	Moral evaluations of substance misuse
	The need for a measure of moral evaluations of patient substance misuse
	Overview of the current study

	Methods
	Participants
	Data collection
	Measure
	Data analysis

	Results
	Psychometric properties
	Measurement invariance
	Descriptive analysis

	Discussion
	Weak measurement invariance
	Group differences
	Limitations

	Conclusion
	Anchor 26
	Acknowledgements
	References


