
Original Manuscript

Moral distress experienced
by non-Western nurses:
An integrative review

Chuleeporn Prompahakul
Prince of Songkla University, Thailand

Elizabeth G Epstein
University of Virginia, USA

Abstract
Background: Moral distress has been identified as a significant issue in nursing practice for many decades.
However, most studies have involved American nurses or Western medicine settings. Cultural differences
between Western and non-Western countries might influence the experience of moral distress. Therefore,
the literature regarding moral distress experiences among non-Western nurses is in need of review.
Aim: The aim of this integrative review was to identify, describe, and synthesize previous primary studies
on moral distress experienced by non-Western nurses.
Review method: Whittemore and Knafl’s integrative review methodology was used to structure and
conduct the review of the literature.
Research context and data sources: Key relevant health databases included the Ovid MEDLINE,
CINAHL, Web of Science, and Google Scholar databases. Two relevant journals, Nursing Ethics and
Bioethics, were manually searched.
Ethical consideration: We have considered and respected ethical conduct when performing a literature
review, respecting authorship and referencing sources.
Findings: A total of 17 primary studies published between 1999 and 2019 were appraised. There was an
inconsistency with regard to moral distress levels and its relationship with demographic variables. The most
commonly cited clinical causes of moral distress were providing futile care for end-of-life patients. Unit/
team constraints (poor collaboration and communication, working with incompetent colleagues, witnessing
practice errors, and professional hierarchy) and organizational constraints (limited resources, excessive
administrative work, conflict within hospital policy, and perceived lack of support by administrators) were
identified as moral distress’s stimulators. Negative impacts on nurses’ physical, psychological, and spiritual
well-being were also reported.
Conclusion: Further research is needed to investigate moral distress among other healthcare professions
which may further build understanding. More importantly, interventions to address moral distress need to
be developed and tested.
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Introduction

Moral distress has been identified as a significant problem in nursing practice for many decades. The

American philosopher Andrew Jameton1 initially characterized moral distress as a phenomenon in nursing

and defined it as occurring “when one knows the right thing to do, but institutional constraints make it nearly

impossible to pursue the right course of action.” He also distinguished moral distress from moral dilemmas,

describing a moral dilemma as not knowing the correct moral choice and the need to make the decision

between two or more justifiable choices. Moral distress, he argued, is knowing the correct course of action

but not being able to pursue it.2 In 1987, Wilkinson3 studied moral distress among staff nurses and extended

the definition of moral distress to include “ . . . a negative state of psychological disequilibrium.” While

psychological or emotional distress or disequilibrium is always present in morally distressing situations, we

now understand that what sets moral distress apart is the experience of being complicit in carrying out acts

one believes to be wrong.

Various empirical studies have evaluated moral distress using the original Moral Distress Scale (MDS),

the Moral Distress Scale–Revised (MDS-R), or modifications of these scales. Developed by Corley et al.,4

the MDS was designed to measure moral distress among intensive care nurses. The MDS was modified for

many studies in both American and non-American countries.5–8 Hamric et al.9 revised Corley’s MDS to the

MDS-R to be more applicable to all acute care settings and to all healthcare providers. In 2019, the MDS-R

was significantly updated, revised, and tested at two institutions. This scale, the Measure of Moral Distress

for Healthcare Professionals (MMD-HP) is usable for all healthcare providers in acute and critical care as

well as long-term acute care settings.10 The MDS, MDS-R, and MMD-HP are Likert scale instruments

which capture the elements of frequency and intensity of morally distressing situations.

Previous literature reviews of qualitative and quantitative evidence about moral distress among nurses

have been presented.11,12 The qualitative evidence reveals that nurses experience moral distress when they

fail to advocate for patients based on their professional goals and values. Nurses express moral distress

through biopsychosocial responses (such as anger, depression, and stress reaction), emotional withdrawal,

powerlessness, and leaving the institution which is the deleterious effect on the healthcare system when

nurses experience moral distress.12 The results from the quantitative evidence found that futile care and

negative ethical climates are the major sources of moral distress. It also amplified the qualitative review that

there are sociodemographic variables that could influence moral distress experience in nurses such as age,

years of nursing experience, gender, education, and units; however, the results are inconclusive.11

Recently, a three-level structure of root causes of moral distress has emerged from current empirical

studies as follows: clinical situations, unit/team problems, and system/organization problems.13 Examples

of clinical situations are continuing life support even though it is not in the best interest of the patient and

initiating lifesaving actions that only prolong death.9,14–18 Examples of unit/team problems include poor

team communication or collaboration that lead to inconsistency in goals and plans of care.9,18,19 Examples

of system/organization problems are inappropriate use of resources, chronic and critical low staffing, and

policies that negatively impact care delivery.9,14,18

Although the literature reviews on moral distress in nurses have been systematical, it can be seen that in

the past 10–20 years, the majority of moral distress studies in nurses were conducted in Western countries

such as North America, Canada, Europe, and Australia. Therefore, the conclusion of moral distress expe-

rienced by nurses was predominately drawn from studies in the Western settings. According to the statistics

of nurse density per 10,000 population, the Western countries have more than 70 nurses,20 whereas the non-

Western countries such as Malawi, Uganda, Iran, India, China, and South Africa have approximately 35

nurses or less.20 This could impact the experiences of moral distress among nurses in non-Western coun-

tries. In addition, cultural differences between Western and non-Western countries might influence the

experience of moral distress.11,21 Given the significance of cultural differences, healthcare technology, and
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the nurse density between Western and non-Western countries, the results of previous reviews would limit

to represent the experience of moral distress in non-Western nurses. Furthermore, this review includes both

quantitative and qualitative research studies which provide statistical evidences, diverse, meaningful, and

more depth of moral distress in nurses. Therefore, this integrative literature review regarding moral distress

experiences, contributing factors, and consequences of moral distress among non-Western nurses that

allows for the inclusion of diverse methodologies are in need of review.

Aim

The aim of this integrative review was to identify, describe, and synthesize previous primary studies on

moral distress experienced by non-Western nurses.

Study questions

The review aimed to respond to the following research questions:

1. What is the moral distress experience as perceived by non-Western nurses?

2. What factors contribute to moral distress among non-Western nurses?

3. What are the outcomes of moral distress on non-Western nurses?

Methods

Design

An integrative review based on Whittemore and Knafl’s22 updated methodology was used to structure and

conduct the review of the literature, as this is the only approach that allows for the simultaneous inclusion of

diverse methodologies in order to develop a comprehensive understanding of the phenomena of moral

distress experienced by non-Western nurses. The updated integrative review framework was established to

enhance its rigor and accuracy and reduce the bias caused by the complexity inherent in combining various

methodologies.22 This framework is widely cited in the nursing literature and was chosen based on its

explicit description of the integrative review process and applicability of this process to the topic under

investigation.23

Whittemore and Knafl22 defined five stages of review, beginning with the identification of a specified

review of purpose and variables of interest, which will facilitate the ability to extract appropriate data from

the primary source. In this case, the specific aims are to investigate the experiences, factors, and outcomes of

moral distress perceived by non-Western nurses. After the identification of purpose and variables, a well-

defined literature search strategy is conducted to gather the maximum number of eligible primary sources,

using both electronic databases and hand searching. The next stage is evaluating the quality of primary

sources which vary depending on the sampling frame. After data evaluation, data analysis is conducted to

extract data from primary sources. The data are ordered, coded, categorized, compared, and summarized

based on the purposes and questions of the review. Finally, the implication and the limitation of the studies

are presented. The following sections will describe the process used for this review, and the steps taken to

ensure fidelity to Whittemore and Knafl’s method.22

Search process

The search process included key relevant health databases as follows: the Ovid MEDLINE, CINAHL, Web

of Science, and Google Scholar databases. In addition, manual searches were conducted in order to avoid
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search bias and to maximize the number of relevant studies; two journals, Nursing Ethics and Bioethics,

were included in the manual searches because of their close links to the research topic. The search employed

keywords and MeSH terms, such as nurses, nurs*, and moral distress.

Primary research published between 1999 and 2019 that included qualitative, quantitative, or mixed

methods methodology written in English that examined nurses’ experiences, contributing factors, and

outcomes related to moral distress were considered for this review. Articles were excluded if other health-

care professionals were included. Because the aim of this review has focused on non-Western populations,

studies conducted in the United States, Canada, Australia, New Zealand, and other European countries or

countries that have nurse density (per 10,000 populations) higher than 50 were excluded. In addition, case

studies, case series, commentaries, expert opinions, and editorials were not accepted for analysis.

Search outcomes

The initial search from the 4 databases and 2 specific journals yielded 386 articles. The screening process

was adapted from the process outlined in the Preferred Reporting Items for Systematic Reviews and Meta-

Analyses (PRISMA) statement for reporting of systematic reviews.24 The retrieved articles were managed

by Ref-Works (http://www.refworks.com/), an online reference management software tool. Duplicates

(n ¼ 179) were eliminated. After applying the inclusion criteria to the titles and abstracts, 207 articles

were selected for the first screening and 156 articles were removed because the studies were conducted in

countries that did not meet nurse density criteria or were expert opinions or literature reviews. Finally, 51

studies were carefully reviewed, and their contents were analyzed and evaluated from the viewpoint of the

study questions. After completing this evaluation, 16 articles were included and analyzed for this review

(see Figure 1).

Quality appraisal

The included studies were critically appraised prior to being included in the analysis. Evaluating quality of

primary sources in the integrative review method where diverse primary sources are included increases the

complexity, and there is no gold standard for calculating quality scores.22 To critically appraise each article,

the authors used standardized critical appraisal instruments from the Joanna Briggs Institute, specifically

the Critical Appraisal Checklist for Analytical Cross-Sectional Studies25 and Critical Appraisal Checklist

for Qualitative Research.26 The checklist for cross-sectional studies consisted of 8 questions and 10 ques-

tions for qualitative research. Both checklists answered with a “yes” or “no.” In this study, the appraisal

scores of cross-sectional studies range from 5 to 8 and 8 to 10 for qualitative studies, which are considered as

good quality.

Data abstraction and synthesis

All 16 studies were analyzed sequentially and the following elements were extracted: author and year,

country, sample and setting, purpose, research design, measurement, and results based on the perspective of

study questions. Matrix tables were designed to present the relevant extracted data divided into two groups

based on design of the evidence—quantitative and qualitative—and then arranged by year (Tables 1 and 2).

The data displays of primary sources were compared in order to identify patterns, themes, or relationships.

Finally, the synthesis of important elements or conclusion of each study question is presented in the “Results

and discussion” section.
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Results

Three main focus areas were identified as follows: moral distress experiences perceived by non-Western

nurses, contributing factors, and outcomes of moral distress. In addition to these foci, the characteristics of

the studies are summarized.

Characteristics of the studies

In all, 16 studies that met the inclusion criteria were analyzed. Based on The Joanna Briggs Institute Critical

Appraisal tools, the overall quality of the included research studies was good.25,26 The studies were
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782 Nursing Ethics 27(3)



T
a
b

le
1
.
Q

u
an

ti
ta

ti
ve

st
u
d
ie

s
o
n

m
o
ra

l
d
is

tr
es

s.

A
u
th

o
r

C
o
u
n
tr

y,
se

tt
in

g,
sa

m
p
le

P
u
rp

o
se

R
es

ea
rc

h
d
es

ig
n
,
m

ea
su

re
m

en
t

Fi
n
d
in

gs

B
o
rh

an
i
et

al
.2

7
-

Ir
an

-
M

ix
ed

w
ar

d
s

-
2
2
0

n
u
rs

es
-

T
w

o
te

ac
h
in

g
h
o
sp

it
al

s

-
T

o
ex

am
in

e
th

e
re

la
ti
o
n
sh

ip
b
et

w
ee

n
m

o
ra

l
d
is

tr
es

s
(M

D
),

p
ro

fe
ss

io
n
al

st
re

ss
,

an
d

in
te

n
t

to
st

ay
in

th
e

n
u
rs

in
g

p
ro

fe
ss

io
n

D
es

ig
n:

-
C

ro
ss

-s
ec

ti
o
n
al

co
rr

el
at

io
n
al

st
u
d
y

M
ea

su
re

m
en

t:
-

Sh
o
rt

en
fo

rm
o
f
M

D
S

2
1

it
em

s
(r

el
ia

b
ili

ty
:
a
¼

0
.9

3
)

-
W

o
lfg

an
g’

s
H

ea
lt
h

P
ro

fe
ss

io
n
s

St
re

ss
In

ve
n
to

ry
-

N
ed

d
Q

u
es

ti
o
n
n
ai

re
o
n

In
te

n
t

to
St

ay
in

th
e

P
ro

fe
ss

io
n

-
M

D
fr

eq
u
en

cy
(M
¼

2
.2

1
,
SD
¼

0
.5

6
),

in
te

n
si

ty
(M
¼

2
.2

5
,S

D
¼

0
.6

)
-

T
o
p

th
re

e
fa

ct
o
rs

:
1
.I

h
av

e
fo

u
n
d

m
ys

el
fi

n
si

tu
at

io
n
s

w
h
er

e
th

er
e

w
as

n
o
t
en

o
u
gh

st
af

ft
o

ad
eq

u
at

el
y

p
ro

vi
d
e

th
e

n
ec

es
sa

ry
se

rv
ic

es
(M

(F
)
¼

2
.8

3
,M

(I
)
¼

2
.8

3
)

2
.I

fin
d

m
ys

el
f
ca

ri
n
g

fo
r

th
e

em
o
ti
o
n
al

n
ee

d
s

o
f
p
at

ie
n
ts

(M
(F

)
¼

2
.5

2
,
M

(I
)
¼

2
.6

5
)

3
.I

h
av

e
so

m
u
ch

w
o
rk

to
d
o

th
at

I
ca

n
n
o
t

d
o

ev
er

yt
h
in

g
w

el
l(

M
(F

)
¼

2
.1

5
,M

(I
)
¼

2
.1

7
)

-
M

D
in

cr
ea

se
w

it
h

d
ec

re
as

in
g

ag
e

(r
¼
�

0
.2

,
p

<
0
.0

5
)

-
N

eg
at

iv
e

co
rr

el
at

io
n

b
et

w
ee

n
M

D
an

d
n
u
m

b
er

o
f
ye

ar
s

in
se

rv
ic

e
(r
¼
�

0
.3

,
p

<
0
.0

5
)

-
M

D
si

gn
ifi

ca
n
tl
y

co
rr

el
at

ed
w

it
h

w
o
rk

se
tt

in
g

(p
<

0
.0

5
)

-
P
ed

ia
tr

ic
n
u
rs

es
h
av

e
h
ig

h
es

t
M

D
m

ea
n

sc
o
re

(M
¼

2
.6

3
,
SD
¼

0
.2

6
)

-
N

o
si

gn
ifi

ca
n
t
co

rr
el

at
io

n
w

as
o
b
se

rv
ed

b
et

w
ee

n
M

D
,p

ro
fe

ss
io

n
al

st
re

ss
,a

n
d

se
x

o
r

ty
p
e

o
f
em

p
lo

ym
en

t
-

P
o
si

ti
ve

co
rr

el
at

io
n

b
et

w
ee

n
M

D
an

d
p
ro

fe
ss

io
n
al

st
re

ss
B

o
rh

an
i
et

al
.2

8
-

Ir
an

-
IC

U
an

d
C

C
U

-
Fo

u
r

h
o
sp

it
al

s
-

1
5
3

n
u
rs

es

-
T

o
d
et

er
m

in
e

th
e

re
la

ti
o
n
sh

ip
b
et

w
ee

n
m

o
ra

l
se

n
si

ti
vi

ty
an

d
M

D

D
es

ig
n:

-
C

ro
ss

-s
ec

ti
o
n
al

co
rr

el
at

io
n
al

st
u
d
y

M
ea

su
re

m
en

t:
-

Sh
o
rt

en
fo

rm
o
f
M

D
S

2
1

it
em

s
(r

el
ia

b
ili

ty
:
a
¼

0
.8

8
)

-
M

o
ra

l
Se

n
si

ti
vi

ty
Q

u
es

ti
o
n
n
ai

re

-
M

D
fr

eq
u
en

cy
(M
¼

4
6
.6

,
SD
¼

1
6
.4

5
),

in
te

n
si

ty
(M
¼

4
4
.8

,
SD
¼

1
6
.6

8
)

-
H

ig
h
es

t
m

ea
n

sc
o
re

:
lo

w
er

le
ve

ls
o
f
ca

re
d
u
e

to
th

e
p
re

ss
u
re

ca
u
se

d
b
y

st
af

f
sh

o
rt

ag
e,

eq
u
ip

m
en

t
sh

o
rt

ag
e,

an
d

co
st

re
d
u
ct

io
n

-
M

D
in

cr
ea

se
w

it
h

in
cr

ea
si

n
g

in
ag

e
-

M
D

in
cr

ea
se

w
it
h

in
cr

ea
si

n
g

in
w

o
rk

ex
p
er

ie
n
ce

-
P
o
si

ti
ve

co
rr

el
at

io
n
s

b
et

w
ee

n
in

te
n
ti
o
n

to
le

av
e

an
d

b
o
th

M
D

fr
eq

u
en

cy
(p
¼

0
.0

2
)

an
d

in
te

n
si

ty
(p
¼

0
.0

3
)

-
P
o
si

ti
ve

co
rr

el
at

io
n
s

b
et

w
ee

n
tu

rn
o
ve

r
an

d
M

D
fr

eq
u
en

cy
(r
¼

0
.2

,
p

<
0
.0

1
)

B
o
rh

an
i
et

al
.2

9
-

Ir
an

-
M

ix
ed

u
n
it

-
T

h
re

e
h
o
sp

it
al

s
-

3
0
0

n
u
rs

es

-
T

o
in

ve
st

ig
at

e
th

e
re

la
ti
o
n
sh

ip
b
et

w
ee

n
M

D
an

d
p
er

ce
p
ti
o
n

o
f

fu
ti
le

ca
re

D
es

ig
n:

-
C

ro
ss

-s
ec

ti
o
n
al

st
u
d
y

M
ea

su
re

m
en

t:
-

Sh
o
rt

en
fo

rm
o
f
M

D
S

2
1

it
em

s
(r

el
ia

b
ili

ty
:
a
¼

0
.8

5
)

-
N

u
rs

es
’
p
er

ce
p
ti
o
n

o
f
fu

ti
le

ca
re

si
tu

at
io

n
s

-
M

D
fr

eq
u
en

cy
(M
¼

3
.1

1
,
SD
¼

0
.6

),
in

te
n
si

ty
(M
¼

3
.5

4
,
SD
¼

0
.3

)
-

H
ig

h
es

t
av

er
ag

e
m

ea
n

o
f
in

te
n
si

ty
an

d
fr

eq
u
en

cy
it
em

is
“M

y
b
u
sy

w
o
rk

sc
h
ed

u
le

ca
u
se

s
m

y
jo

b
q
u
al

it
y

to
b
e

re
d
u
ce

d
”

-
P
o
si

ti
ve

co
rr

el
at

io
n

b
et

w
ee

n
M

D
an

d
n
u
rs

es
’p

er
ce

p
ti
o
n

o
ff

u
ti
le

ca
re

(r
¼

0
.4

,p
¼

0
.0

3
)

-
N

eg
at

iv
e

co
rr

el
at

io
n

b
et

w
ee

n
M

D
w

it
h

ag
e

(r
¼
�

0
.3

,p
¼

0
.0

4
)

an
d

n
u
m

b
er

o
f
ye

ar
s

in
se

rv
ic

e
(r
¼
�

0
.4

,
p
¼

0
.0

4
)

-
IC

U
n
u
rs

es
yi

el
d

h
ig

h
es

t
M

D
m

ea
n

(M
¼

4
.2

5
,S

D
¼

0
.2

5
)
an

d
h
ig

h
es

t
m

ea
n

o
ff

u
ti
le

ca
re

o
f
3
.2

(M
¼

3
.2

,
SD
¼

0
.7

6
)

Sh
o
o
ri

d
eh

et
al

.8
-

Ir
an

-
1
2

ac
ad

em
ic

h
o
sp

it
al

s
-

1
8
0

IC
U

n
u
rs

es

-
T

o
d
et

er
m

in
e

th
e

co
rr

el
at

io
n

b
et

w
ee

n
M

D
w

it
h

b
u
rn

o
u
t

an
d

an
ti
ci

p
at

ed
tu

rn
o
ve

r

D
es

ig
n:

-
C

ro
ss

-s
ec

ti
o
n
al

co
rr

el
at

io
n
al

st
u
d
y

M
ea

su
re

m
en

t:
-

Ir
an

ia
n

m
o
ra

l
d
is

tr
es

s
sc

al
e

(I
M

D
S)

u
si

n
g

co
n
te

n
t

an
al

ys
is

o
f
lit

er
at

u
re

(3
0

it
em

s)
(r

el
ia

b
ili

ty
:
a
¼

0
.9

6
)

-
B

u
rn

o
u
t

In
ve

n
to

ry
-

A
n
ti
ci

p
at

ed
T

u
rn

o
ve

r
Sc

al
e

-
O

ve
ra

ll
M

D
(M
¼

2
.0

8
,S

D
¼

0
.9

8
)

-
IM

D
S

su
b
sc

al
e

m
ea

n
sc

o
re

s:
1
.I

n
ap

p
ro

p
ri

at
e

co
m

p
et

en
ci

es
an

d
re

sp
o
n
si

b
ili

ti
es

(M
¼

2
.0

8
,
SD
¼

0
.9

8
)

2
.E

rr
o
rs

(M
¼

2
.0

7
,
SD
¼

1
.1

9
)

3
.N

o
t

re
sp

ec
ti
n
g

th
e

et
h
ic

s
p
ri

n
ci

p
le

s
(M
¼

1
.8

3
,S

D
¼

1
.2

3
)

-
P
o
si

ti
ve

co
rr

el
at

io
n

b
et

w
ee

n
ag

e,
ye

ar
s

o
f
n
u
rs

in
g

ex
p
er

ie
n
ce

,
ye

ar
s

o
f
IC

U
n
u
rs

in
g

ex
p
er

ie
n
ce

,
ye

ar
s

o
f
cu

rr
en

t
IC

U
n
u
rs

in
g

ex
p
er

ie
n
ce

,
n
u
rs

e-
to

-p
at

ie
n
t

ra
ti
o
,
an

d
M

D
-

N
o

co
rr

el
at

io
n

b
et

w
ee

n
ty

p
e

o
f
em

p
lo

ym
en

t,
sh

ift
ty

p
e,

an
d

M
D

-
P
o
si

ti
ve

co
rr

el
at

io
n

b
et

w
ee

n
M

D
an

d
b
u
rn

o
u
t

(p
<

0
.0

5
)

-
N

o
co

rr
el

at
io

n
b
et

w
ee

n
M

D
an

d
an

ti
ci

p
at

e
tu

rn
o
ve

r

(c
on

tin
ue

d)

783



T
a
b

le
1
.
(c

o
n
ti
n
u
ed

)

A
u
th

o
r

C
o
u
n
tr

y,
se

tt
in

g,
sa

m
p
le

P
u
rp

o
se

R
es

ea
rc

h
d
es

ig
n
,
m

ea
su

re
m

en
t

Fi
n
d
in

gs

So
le

im
an

i
et

al
.3

0
-

Ir
an

-
1
9
3

n
u
rs

es
-

M
ix

ed
u
n
it
s

-
T

o
ex

am
in

e
th

e
re

la
ti
o
n
sh

ip
b
et

w
ee

n
sp

ir
it
u
al

w
el

l-
b
ei

n
g

an
d

M
D

D
es

ig
n:

-
C

ro
ss

-s
ec

ti
o
n
al

co
rr

el
at

io
n
al

st
u
d
y

M
ea

su
re

m
en

t:
-

M
D

S-
R

2
1

it
em

s
w

it
h

sl
ig

h
t

m
o
d
ifi

ca
ti
o
n

(r
el

ia
b
ili

ty
:
a
¼

0
.8

8
)

-
O

ve
ra

ll
M

D
(M
¼

1
0
9
.5

6
,S

D
¼

5
8
.7

0
)

-
G

en
d
er

an
d

ed
u
ca

ti
o
n
al

le
ve

ls
w

er
e

fo
u
n
d

to
b
e

in
d
ep

en
d
en

t
p
re

d
ic

to
rs

fo
r

M
D

-
Fe

m
al

e
n
u
rs

es
re

p
o
rt

ed
h
ig

h
er

M
D

th
an

fe
m

al
e

-
A

ss
o
ci

at
e

d
eg

re
e

h
o
ld

er
s

re
p
o
rt

ed
le

ss
M

D
th

an
n
u
rs

es
w

it
h

m
as

te
r

d
eg

re
es

an
d

ab
o
ve

-
In

cr
ea

se
ag

e
p
re

d
ic

te
d

h
ig

h
er

M
D

le
ve

l
-

T
h
e

te
n
d
en

cy
to

le
av

e
th

e
cu

rr
en

t
jo

b
w

as
a

si
gn

ifi
ca

n
t

o
u
tc

o
m

e
o
f
M

D
-

N
o

si
gn

ifi
ca

n
t

co
rr

el
at

io
n

b
et

w
ee

n
M

D
an

d
sp

ir
it
u
al

w
el

l-
b
ei

n
g

W
en

w
en

et
al

.3
1

-
C

h
in

a
-

T
h
re

e
ge

n
er

al
h
o
sp

it
al

s
-

4
6
5

cl
in

ic
al

n
u
rs

es

-
T

o
d
es

cr
ib

e
th

e
cu

rr
en

t
si

tu
at

io
n

o
fM

D
an

d
to

ex
p
lo

re
it
s

in
flu

en
ci

n
g

fa
ct

o
rs

D
es

ig
n:

-
C

ro
ss

-s
ec

ti
o
n
al

co
rr

el
at

io
n
al

st
u
d
y

M
ea

su
re

m
en

t:
-

C
h
in

es
e

ve
rs

io
n

M
D

S-
R

2
1

it
em

s
(r

el
ia

b
ili

ty
:
a
¼

0
.8

7
)

-
Jo

b
D

ia
gn

o
st

ic
Su

rv
ey

-
O

ve
ra

ll
M

D
(M
¼

3
6
.0

1
,S

D
¼

2
4
.0

2
),

fr
eq

u
en

cy
(M
¼

1
.1

3
,S

D
¼

0
.4

9
),

in
te

n
si

ty
(M
¼

1
.0

9
,
SD
¼

0
.5

8
)

-
H

ig
h
es

t
fr

eq
u
en

cy
an

d
in

te
n
si

ty
:

1
.F

o
llo

w
th

e
fa

m
ily

’s
w

is
h
es

to
co

n
ti
n
u
e

lif
e

su
p
p
o
rt

ev
en

th
o
u
gh

I
b
el

ie
ve

it
is

n
o
t

in
th

e
b
es

t
in

te
re

st
o
f
th

e
p
at

ie
n
t

2
.I

n
it
ia

te
ex

te
n
si

ve
lif

e-
sa

vi
n
g

ac
ti
o
n
s

w
h
en

I
th

in
k

th
ey

o
n
ly

p
ro

lo
n
g

d
ea

th
3
.W

o
rk

w
it
h

n
u
rs

es
o
r

o
th

er
h
ea

lt
h
ca

re
p
ro

vi
d
er

s
w

h
o

ar
e

n
o
t

as
co

m
p
et

en
t

as
p
at

ie
n
t

ca
re

re
q
u
ir

es
-
D

em
o
gr

ap
h
ic

va
ri

ab
le

s
in

cl
u
d
in

g
ag

e,
ed

u
ca

ti
o
n
,d

ep
ar

tm
en

t,
ye

ar
s

o
fw

o
rk

in
g

in
n
u
rs

in
g,

ti
tl
es

,
p
o
si

ti
o
n
,
n
at

u
re

o
f
jo

b
,
an

d
m

o
n
th

ly
in

co
m

e
w

er
e

in
flu

en
ci

n
g

fa
ct

o
rs

fo
r

M
D

ex
ce

p
t

fo
r

ge
n
d
er

an
d

m
ar

it
al

st
at

u
s

-
N

eg
at

iv
e

co
rr

el
at

io
n

b
et

w
ee

n
M

D
an

d
jo

b
d
is

sa
ti
sf

ac
ti
o
n

(r
¼

0
.2

1
6
,
p

<
0
.0

1
)

A
sg

ar
i
et

al
.3

2
-

Ir
an

-
Fi

ve
h
o
sp

it
al

s
-
1
4
2

IC
U

an
d

C
C

U
n
u
rs

es

-
T

o
d
et

er
m

in
e

re
la

ti
o
n
sh

ip
o
f
M

D
an

d
et

h
ic

al
cl

im
at

e
to

jo
b

sa
ti
sf

ac
ti
o
n

in
cr

it
ic

al
ca

re
n
u
rs

es

D
es

ig
n:

-
D

es
cr

ip
ti
ve

-c
o
rr

el
at

io
n

st
u
d
y

-
M

D
S-

R
(2

1
it
em

s)
(a
¼

0
.9

2
)

-
H

o
sp

it
al

E
th

ic
al

C
lim

at
e

Su
rv

ey
(H

E
C

S)
(2

6
it
em

s)
-

B
ra

yf
ie

ld
an

d
R

o
th

e
jo

b
sa

ti
sf

ac
ti
o
n

(1
9

it
em

s)

-
O

ve
ra

ll
M

D
(M
¼

8
7
.0

2
,
SD
¼

4
4
.5

6
)

-
M

o
st

m
o
ra

lly
d
is

tr
es

si
n
g:

1
.C

ar
ry

o
u
t

p
h
ys

ic
ia

n
o
rd

er
s

fo
r

w
h
at

I
co

n
si

d
er

to
b
e

u
n
n
ec

es
sa

ry
te

st
s

an
d

tr
ea

tm
en

ts
2
.I

n
it
ia

te
lif

e-
sa

vi
n
g

ac
ti
o
n
s

w
h
en

I
th

in
k

th
ey

o
n
ly

p
ro

lo
n
g

d
ea

th
3
.A

ss
is

t
a

p
h
ys

ic
ia

n
w

h
o

is
p
ro

vi
d
in

g
in

co
m

p
et

en
t

ca
re

4
.C

o
n
ti
n
u
e

to
p
ar

ti
ci

p
at

e
in

ca
re

fo
r

h
o
p
el

es
sl

y
ill

p
er

so
n

..
.w

h
en

n
o

o
n
e

w
ill

m
ak

e
a

d
ec

is
io

n
to

w
it
h
d
ra

w
su

p
p
o
rt

5
.I

gn
o
re

si
tu

at
io

n
s

in
w

h
ic

h
p
at

ie
n
ts

h
av

e
n
o
t

b
ee

n
gi

ve
n

ad
eq

u
at

e
in

fo
rm

at
io

n
to

in
su

re
in

fo
rm

ed
co

n
se

n
t

-
8
.5

%
h
ad

le
ft

a
p
o
si

ti
o
n

in
th

e
p
as

t
-

1
6
.9

%
co

n
si

d
er

in
g

le
av

in
g

n
o
w

-
M

D
w

as
n
o
t

a
si

gn
ifi

ca
n
t

p
re

d
ic

to
r

o
f
jo

b
sa

ti
sf

ac
ti
o
n

G
h
as

em
i
et

al
.3

3
-

Ir
an

-
T

h
re

e
h
o
sp

it
al

s
-

1
9
5

p
ed

ia
tr

ic
n
u
rs

es

-
T

o
ev

al
u
at

e
M

D
am

o
n
g

n
u
rs

es
w

o
rk

in
g

in
p
ed

ia
tr

ic
w

ar
d
s

D
es

ig
n:

-
C

ro
ss

-s
ec

ti
o
n
al

st
u
d
y

-
M

D
S-

R
(2

1
it
em

s)

-
M

ea
n

fr
eq

u
en

cy
:
4
2
.9

6
(S

D
¼

1
5
.8

5
)

-
M

ea
n

in
te

n
si

ty
:
4
4
.8

2
(S

D
¼

1
5
.3

8
)

-
M

ea
n

to
ta

l:
1
0
6
.4

1
(S

D
¼

6
1
.6

4
)

-
M

o
st

d
is

tr
es

si
n
g:

1
.W

it
n
es

s
m

ed
ic

al
st

u
d
en

ts
p
er

fo
rm

p
ai

n
fu

lp
ro

ce
d
u
re

s
o
n

p
at

ie
n
ts

so
le

ly
to

in
cr

ea
se

th
ei

r
sk

ill
2
.B

e
re

q
u
ir

ed
to

ca
re

fo
r

p
at

ie
n
ts

I
d
o
n
’t

fe
el

q
u
al

ifi
ed

to
ca

re
fo

r
3
.A

ss
is

t
p
h
ys

ic
ia

n
w

h
o

is
p
ro

vi
d
in

g
in

co
m

p
et

en
t

ca
re

4
.C

ar
ry

o
u
t
p
h
ys

ic
ia

n
’s

o
rd

er
s

fo
r

w
h
at

Ic
o
n
si

d
er

to
b
e

u
n
n
ec

es
sa

ry
te

st
s

an
d

tr
ea

tm
en

ts
5
.W

it
n
es

s
d
im

in
is

h
ed

p
at

ie
n
t

ca
re

q
u
al

it
y

d
u
e

to
p
o
o
r

te
am

co
m

m
u
n
ic

at
io

n
-

5
.6

%
h
av

e
q
u
it
te

d
a

p
o
si

ti
o
n

d
u
e

to
M

D
-

5
4
.5

%
co

n
si

d
er

in
g

le
av

in
g

n
o
w

H
ag

h
ig

h
in

ez
h
ad

et
al

.3
4

-
Ir

an
-

Si
x

h
o
sp

it
al

s
-

2
8
4

IC
U

n
u
rs

es

-
T

o
ex

am
in

e
th

e
re

la
ti
o
n
sh

ip
b
et

w
ee

n
p
er

ce
iv

ed
o
rg

an
iz

at
io

n
al

ju
st

ic
e

an
d

M
D

am
o
n
g

D
es

ig
n:

-
D

es
cr

ip
ti
ve

-c
o
rr

el
at

io
n

st
u
d
y

-
Ir

an
ia

n
M

D
S

(3
0

it
em

s)
(a
¼

0
.9

3
)

N
ie

h
o
ff

an
d

M
o
o
rm

an
(o

rg
ju

st
ic

e)
su

rv
ey

(2
0

it
em

s)

-
O

ve
ra

ll
M

D
(M
¼

1
.5

1
,S

D
¼

0
.9

9
)

-
IM

D
S

su
b
sc

al
e

m
ea

n
s:

1
.I

n
ap

p
ro

p
ri

at
e

co
m

p
et

en
ci

es
an

d
re

sp
o
n
si

b
ili

ti
es

(M
¼

1
.3

3
,
SD
¼

0
.6

9
)

2
.E

rr
o
rs

(M
¼

1
.7

1
,
SD
¼

0
.7

2
)

3
.N

o
t

re
sp

ec
ti
n
g

et
h
ic

s
p
ri

n
ci

p
le

s
(M
¼

1
.4

9
,S

D
¼

0
.9

1
)

-
W

ea
k

n
eg

at
iv

e
co

rr
el

at
io

n
b
et

w
ee

n
o
rg

an
iz

at
io

n
al

ju
st

ic
e

an
d

M
D

(r
¼
�

0
.1

3
7
,
p
¼

0
.0

2
4
)

M
D

S:
M

o
ra

l
D

is
tr

es
s

Sc
al

e;
SD

:
st

an
d
ar

d
d
ev

ia
ti
o
n
;
IC

U
:
in

te
n
si

ve
ca

re
u
n
it
;
C

C
U

:
co

ro
n
ar

y
ca

re
u
n
it
;
M

D
S-

R
:
M

o
ra

l
D

is
tr

es
s

Sc
al

e–
R

ev
is

ed
.

784



T
a
b

le
2
.
Q

u
al

it
at

iv
e

st
u
d
ie

s
o
n

m
o
ra

l
d
is

tr
es

s.

A
u
th

o
r

C
o
u
n
tr

y,
se

tt
in

g,
sa

m
p
le

P
u
rp

o
se

R
es

ea
rc

h
d
es

ig
n
,
m

et
h
o
d

Fi
n
d
in

gs

H
ar

ro
w

in
g

an
d

M
ill

3
5

-
U

ga
n
d
a

-
2
4

n
u
rs

es
-

T
o

d
es

cr
ib

e
th

e
m

an
ife

st
at

io
n

an
d

im
p
ac

t
o
f
m

o
ra

l
d
is

tr
es

s
o
n

n
u
rs

es
ca

ri
n
g

fo
r

H
IV

p
at

ie
n
ts

D
es

ig
n:

-
E
th

n
o
gr

ap
h
ic

M
et

ho
d:

-
Se

m
i-
st

ru
ct

u
re

d
q
u
es

ti
o
n
s

-
O

b
se

rv
at

io
n
,
fie

ld
n
o
te

,
an

d
m

em
o

-
T

h
em

at
ic

an
al

ys
is

-
C

al
le

d
to

se
rv

e:
co

m
m

it
m

en
t

to
se

rv
e

b
u
t

d
iff

ic
u
lt
y

d
o
in

g
so

w
it
h

la
ck

o
f

re
so

u
rc

es
(e

.g
.
lin

en
s,

m
ed

ic
at

io
n
s,

fo
o
d
)

an
d

la
ck

o
f
st

af
f
(8

0
–
1
0
0

p
at

ie
n
ts

p
er

2
n
u
rs

es
)

-
H

u
rt

in
g

an
d

h
au

n
ti
n
g:

p
at

ie
n
t

an
d

st
af

f
su

ff
er

in
g

w
h
en

p
at

ie
n
t

ca
re

q
u
al

it
y

is
p
o
o
r,

gu
ilt

,
h
el

p
le

ss
n
es

s,
in

ad
eq

u
ac

y
-

Lo
si

n
g

th
e

es
se

n
ce

:
sy

st
em

at
ic

ch
al

le
n
ge

s
th

at
w

ea
r

n
u
rs

es
d
o
w

n
su

ch
th

at
su

b
st

an
d
ar

d
ca

re
is

ac
ce

p
te

d
-

C
o
u
n
ti
n
g

fo
r

so
m

et
h
in

g:
d
o
in

g
o
n
e’

s
b
es

t,
n
o
t

gi
vi

n
g

u
p
,
ch

o
o
si

n
g

a
p
o
si

ti
ve

at
ti
tu

d
e

M
al

u
w

a
et

al
.3

6
-

M
al

aw
i

-
P
u
rp

o
si

ve
sa

m
p
le

o
f
2
0

n
u
rs

es

-
T

o
ex

p
lo

re
th

e
ex

is
te

n
ce

o
f
m

o
ra

l
d
is

tr
es

s
am

o
n
g

n
u
rs

es

D
es

ig
n:

-
Q

u
al

it
at

iv
e

st
u
d
y

-
M

et
ho

d:
-

In
d
iv

id
u
al

fa
ce

to
fa

ce
in

te
rv

ie
w

-
T

ap
e-

re
co

rd
ed

an
d

tr
an

sc
ri

b
ed

-
K

n
o
w

le
d
ge

ab
o
u
t

m
o
ra

ld
is

tr
es

s:
n
u
rs

es
w

er
e

u
n
fa

m
ili

ar
w

it
h

th
e

te
rm

m
or

al
di

st
re

ss
b
u
t

re
p
o
rt

ed
m

o
ra

lly
d
is

tr
es

si
n
g

si
tu

at
io

n
s

-
C

au
se

s
o
f
m

o
ra

l
d
is

tr
es

s:
1
.
Sh

o
rt

ag
e

o
f
st

af
f

2
.
V

io
la

ti
n
g

re
gu

la
ti
o
n
s

in
o
rd

er
to

p
ro

te
ct

p
at

ie
n
ts

3
.
La

ck
o
f
re

sp
ec

t
fr

o
m

p
at

ie
n
ts

4
.
La

ck
o
f
re

so
u
rc

es
5
.
In

ap
p
ro

p
ri

at
e

b
eh

av
io

r
o
f
co

lle
ag

u
es

an
d

6
.
M

is
m

an
ag

em
en

t
b
y

su
p
er

io
r

an
d

b
o
ss

es
E
ff
ec

ts
:

1
.
P
h
ys

ic
al

an
d

p
sy

ch
o
lo

gi
ca

l
sy

m
p
to

m
s

2
.
C

o
p
in

g
m

ec
h
an

is
m

s
3
.
D

es
ir

e
fo

r
su

p
p
o
rt

sy
st

em
s

Sh
o
o
ri

d
eh

et
al

.3
7

-
Ir

an
:
1
2

ci
ti
es

-
3
1

n
u
rs

es
:
2
8

cl
in

ic
al

n
u
rs

es
an

d
3

n
u
rs

e
ed

u
ca

to
rs

-
T

o
ex

p
lo

re
th

e
p
h
en

o
m

en
o
n

o
f

m
o
ra

l
d
is

tr
es

s
am

o
n
g

IC
U

n
u
rs

es
in

Ir
an

D
es

ig
n:

-
Q

u
al

it
at

iv
e

st
u
d
y

-
M

et
ho

d:
-

Se
m

i-
st

ru
ct

u
re

d
in

-d
ep

th
in

te
rv

ie
w

-
T

ap
e-

re
co

rd
ed

an
d

tr
an

sc
ri

b
ed

-
C

o
n
te

n
t

an
al

ys
is

Fo
u
r

m
ai

n
th

em
es

:
1
.
In

st
it
u
ti
o
n
al

b
ar

ri
er

s
an

d
co

n
st

ra
in

ts
2
.
C

o
m

m
u
n
ic

at
io

n
p
ro

b
le

m
s

3
.F

u
ti
le

ac
ti
o
n
s,

m
al

p
ra

ct
ic

e,
an

d
m

ed
ic

al
/c

ar
e

er
ro

r,
fo

r
ex

am
p
le

,n
u
rs

es
w

er
e

fo
rc

ed
to

d
o

C
P
R

d
u
e

to
Is

la
m

ic
ru

le
4
.
In

ap
p
ro

p
ri

at
e

al
lo

ca
ti
o
n

o
f
re

sp
o
n
si

b
ili

ti
es

,
re

so
u
rc

es
,
an

d
ca

re
w

o
rk

er
co

m
p
et

en
ci

es

(c
on

tin
ue

d)

785



T
a
b

le
2
.
(c

o
n
ti
n
u
ed

)

A
u
th

o
r

C
o
u
n
tr

y,
se

tt
in

g,
sa

m
p
le

P
u
rp

o
se

R
es

ea
rc

h
d
es

ig
n
,
m

et
h
o
d

Fi
n
d
in

gs

Sh
o
o
ri

d
eh

et
al

.3
8

-
Ir

an
-

2
6

IC
U

n
u
rs

es
-
T

o
el

ic
it

re
sp

o
n
se

s
o
f

IC
U

n
u
rs

es
to

m
o
ra

l
d
is

tr
es

s

-
D

es
ig

n:
-

Q
u
al

it
at

iv
e

st
u
d
y

-
M

et
ho

d:
-

1
3

n
u
rs

es
w

er
e

in
-d

ep
th

in
te

rv
ie

w
ed

-
T

w
o

gr
o
u
p
s

o
fs

ix
an

d
se

ve
n

fo
r

fo
cu

s
gr

o
u
p

-
C

o
n
te

n
t

an
al

ys
is

O
u
tc

o
m

es
:

1
.
P
sy

ch
o
so

m
at

ic
re

ac
ti
o
n
s

-
p
ai

n
,
fo

r
ex

am
p
le

,
h
ea

d
ac

h
e,

m
u
sc

le
co

n
tr

ac
ti
o
n
,
an

d
b
ac

ka
ch

e
-

d
ig

es
ti
ve

d
is

o
rd

er
s

-
sl

ee
p
in

g
d
is

o
rd

er
s

-
fa

ti
gu

e
an

d
en

er
gy

re
d
u
ct

io
n

2
.
Sp

ir
it
u
al

re
ac

ti
o
n
s

-
lo

si
n
g

th
e

m
ea

n
in

g
an

d
co

n
ce

p
t

o
f
lif

e
-

fe
el

in
g

o
f
w

o
rt

h
le

ss
n
es

s
-

fe
el

in
g

o
f
lo

si
n
g

fa
it
h

-
d
is

o
rd

er
s

in
d
o
in

g
re

lig
io

u
s

p
ra

ct
ic

e
-

n
eg

at
iv

e
at

ti
tu

d
e

to
w

ar
d

lif
e

Le
B
ar

o
n

et
al

.3
9

-
In

d
ia

-
So

u
th

In
d
ia

n
C

an
ce

r
H

o
sp

it
al

-
3
7

o
n
co

lo
gy

n
u
rs

es

-
T

o
ex

p
lo

re
th

e
ex

p
er

ie
n
ce

o
f

m
o
ra

l
d
is

tr
es

s
in

o
n
co

lo
gy

n
u
rs

e

-
D

es
ig

n:
-

E
th

n
o
gr

ap
h
ic

st
u
d
y

-
M

et
ho

d
-

Se
m

i-
st

ru
ct

u
re

d
in

te
rv

ie
w

-
O

b
se

rv
at

io
n

-
Fi

el
d

n
o
te

Fo
u
r

m
ai

n
th

em
es

:
1
.
C

lin
ic

al
si

tu
at

io
n

-
fu

ti
le

ca
re

:
u
n
n
ec

es
sa

ry
tr

ea
tm

en
t

-
th

w
ar

te
d

ad
vo

ca
cy

:
th

ei
r

co
n
ce

rn
s

w
er

e
d
is

m
is

se
d

-
p
at

ie
n
t

su
ff
er

in
g

2
.
E
x
te

rn
al

fa
ct

o
r

-
ad

m
in

is
tr

at
iv

e
h
u
rd

le
s:

re
d
u
n
d
an

t
d
o
cu

m
en

ta
ti
o
n
,
u
n
su

p
p
o
rt

ed
b
y

u
p
p
er

-
le

ve
l
m

an
ag

em
en

t
-

in
te

rd
is

ci
p
lin

ar
y

co
n
fli

ct
s:

h
ie

ra
rc

h
ic

al
p
o
w

er
-

la
ck

o
f
re

so
u
rc

es
:
b
lo

o
d

p
ro

d
u
ct

s
an

d
n
u
m

b
er

o
f
n
u
rs

in
g

st
af

f
co

st
co

n
ta

in
m

en
t

3
.
In

te
rn

al
fa

ct
o
r

-
in

cr
ea

se
d

m
o
ra

l
se

n
si

ti
vi

ty
-

p
er

ce
iv

ed
p
o
w

er
le

ss
n
es

s
o
u
tc

o
m

es
:

1
.
P
h
ys

ic
al

,
p
sy

ch
o
lo

gi
ca

l,
an

d
so

ci
al

2
.
Le

av
in

g
th

e
jo

b
o
r

p
ro

fe
ss

io
n

3
.
C

o
m

p
ro

m
is

ed
p
at

ie
n
t

ca
re

,
le

ss
in

te
ra

ct
io

n
s

an
d

co
m

m
u
n
ic

at
io

n
b
et

w
ee

n
p
ro

vi
d
er

s
an

d
p
at

ie
n
ts

an
d

fa
m

ily
m

em
b
er

s
4
.
E
ro

d
es

m
o
ra

l
in

te
gr

it
y

(c
o
re

va
lu

es
an

d
b
el

ie
fs

)

(c
on

tin
ue

d)

786



T
a
b

le
2
.
(c

o
n
ti
n
u
ed

)

A
u
th

o
r

C
o
u
n
tr

y,
se

tt
in

g,
sa

m
p
le

P
u
rp

o
se

R
es

ea
rc

h
d
es

ig
n
,
m

et
h
o
d

Fi
n
d
in

gs

La
n
gl

ey
et

al
.4

0
-

So
u
th

A
fr

ic
a

-
T

w
o

te
rt

ia
ry

h
o
sp

it
al

s
-

IC
U

-
3
2

n
u
rs

es

-
T

o
ex

p
lo

re
an

d
d
es

cr
ib

e
n
u
rs

es
’

ex
p
er

ie
n
ce

s
o
f

si
tu

at
io

n
s

th
at

ev
o
lv

e
E
O

L
ca

re
an

d
ev

o
ke

m
o
ra

l
d
is

tr
es

s
in

IC
U

s

-
N

u
rs

es
w

ri
te

n
ar

ra
ti
ve

ly
re

sp
o
n
d

to
th

e
o
p
en

-e
n
d
ed

q
u
es

ti
o
n
s

-
M

D
d
ef

in
it
io

n
:
o
n
e

kn
o
w

s/
b
el

ie
ve

s
w

h
at

th
e

co
rr

ec
t
th

in
g

w
o
u
ld

b
e

to
d
o

b
u
t

ca
n
n
o
t

p
u
rs

u
e

th
is

o
p
ti
o
n

1
.
C

o
lle

gi
al

in
co

m
p
et

en
ce

o
r

in
ex

p
er

ie
n
ce

2
.
R

es
o
u
rc

e
co

n
st

ra
in

ts
st

af
f
sh

o
rt

ag
e

3
.
La

ck
o
f
co

m
m

u
n
ic

at
io

n
an

d
co

lla
b
o
ra

ti
o
n

-
m

ir
ac

le
d
o

h
ap

p
en

so
yo

u
ca

n
’t

sa
y

th
e

p
at

ie
n
t

w
ill

d
ie

-
re

lig
io

u
s

b
el

ie
f,

th
e

p
at

ie
n
t
n
ee

d
s

to
m

o
ve

af
te

r
d
ea

th
b
ec

au
se

a
n
ew

p
at

ie
n
t
is

co
m

in
g

-
a

h
ie

ra
rc

h
ic

al
st

ru
ct

u
re

o
f
th

e
h
ea

lt
h
ca

re
sy

st
em

4
.
E
O

L
is

su
es

:
m

ai
n
ta

in
fu

ti
le

ca
re

,
gi

vi
n
g

fa
ls

e
h
o
p
e,

an
d

h
as

te
n

d
ea

th
5
.
La

ck
o
f
su

p
p
o
rt

fr
o
m

m
an

ag
em

en
t,

fo
r

ex
am

p
le

,
E
O

L
tr

ai
n
in

g
o
u
tc

o
m

es
:

-
P
at

ie
n
t

sa
fe

ly
,
re

gr
et

,
gu

ilt
,
em

o
ti
o
n
al

ly
ex

h
au

st
ed

,
p
h
ys

ic
al

ly
ex

h
au

st
ed

,
an

x
ie

ty
,a

n
ge

r,
av

o
id

p
at

ie
n
t
ca

re
an

d
co

m
m

u
n
ic

at
io

n
,d

ec
re

as
e

se
lf-

es
te

em
,

se
lf-

co
n
fid

en
ce

,
co

m
p
as

si
o
n

fa
ti
gu

e
C

h
en

et
al

.4
1

-
T

ai
w

an
-
R

eg
io

n
al

te
ac

h
in

g
h
o
sp

it
al

-
1
5

n
u
rs

es
fo

r
in

te
rv

ie
w

-
6
0

n
u
rs

es
fo

r
Q

so
rt

in
g

-
T

o
id

en
ti
fy

an
d

d
es

cr
ib

e
va

ri
o
u
s

ty
p
es

o
f

p
er

ce
p
ti
o
n
s

o
f
M

D

-
D

es
ig

n
-

Q
m

et
h
o
d
o
lo

gy
-

M
et

ho
d

-
In

-d
ep

th
in

te
rv

ie
w

-
C

o
n
st

ru
ct

Q
st

at
em

en
t

fr
o
m

tr
an

sc
ri

p
t

-
N

u
rs

es
ra

n
k

th
e

se
ve

ri
ty

o
fe

ac
h

Q
st

at
em

en
t

-
R

u
n

fa
ct

o
r

an
al

ys
is

1
.
Fu

ti
le

ca
re

te
rm

in
al

p
at

ie
n
ts

ar
e

fo
rc

ed
to

co
n
ti
n
u
e

in
te

n
si

ve
tr

ea
tm

en
t

b
ec

au
se

th
e

p
h
ys

ic
ia

n
re

fu
se

s
to

gi
ve

u
p

m
ed

ic
al

tr
ea

tm
en

t
is

p
er

fo
rm

ed
ag

ai
n
st

p
at

ie
n
ts

’
w

ill
b
ec

au
se

o
f
th

e
re

q
u
es

ts
m

ad
e

b
y

fa
m

ily
m

em
b
er

s
d
is

ag
re

em
en

t
to

at
ta

in
co

n
se

n
su

s
ex

is
ts

b
et

w
ee

n
th

e
fa

m
ily

m
em

b
er

s
o
f

p
at

ie
n
ts

in
te

n
si

ve
tr

ea
tm

en
t

is
p
ro

vi
d
ed

to
te

rm
in

al
p
at

ie
n
ts

m
er

el
y

to
m

ee
t

th
e

d
em

an
d
s

o
f
fa

m
ily

m
em

b
er

s
an

d
o
ff
er

co
n
so

la
ti
o
n

2
.
T

ea
m

is
su

es
-

p
h
ys

ic
ia

n
s’

in
ap

p
ro

p
ri

at
e

b
eh

av
io

r
-

in
co

n
si

st
en

t
o
p
in

io
n
s

an
d

go
al

o
f
ca

re
3
.
C

u
rb

in
g

au
to

n
o
m

y
-

fo
rc

ed
to

p
er

fo
rm

ta
sk

s
th

at
ar

e
b
ey

o
n
d

th
e

p
er

m
is

si
o
n

o
f
n
u
rs

es
-
la

ck
in

g
co

n
si

st
en

t
o
p
in

io
n
s

o
ft

h
e

o
rg

an
iz

at
io

n
,s

u
p
er

vi
so

r,
o
r

in
te

rd
is

ci
p
lin

ar
y

m
ed

ic
al

m
em

b
er

s
-

fo
rc

ed
to

fo
llo

w
th

e
in

st
ru

ct
io

n
s

o
f
p
h
ys

ic
ia

n
s

o
r

o
th

er
n
u
rs

es
w

it
h

su
p
er

vi
so

ry
au

th
o
ri

ty
4
.
O

rg
an

iz
at

io
n
al

co
n
st

ra
in

ts
-

ex
ce

ss
iv

e
ad

m
in

is
tr

at
iv

e
w

o
rk

an
d

p
ap

er
w

o
rk

-
in

ad
eq

u
at

e
st

af
fin

g
-

ex
ce

ss
iv

e
w

o
rk

lo
ad

-
ca

re
le

ss
n
es

s
d
u
ri

n
g

sh
ift

ex
ch

an
ge

H
IV

:h
u
m

an
im

m
u
n
o
d
ef

ic
ie

n
cy

vi
ru

s;
IC

U
:
in

te
n
si

ve
ca

re
u
n
it
;
C

P
R

:
ca

rd
io

p
u
lm

o
n
ar

y
re

su
sc

it
at

io
n
;
E
O

L:
en

d
o
f
lif

e;
M

D
:
m

o
ra

l
d
is

tr
es

s.

787



conducted in seven different countries. Most studies were conducted in Middle Eastern or Asian countries

such as Iran (n¼ 10), Taiwan (n¼ 1), China (n¼ 1), and India (n¼ 1) and three were conducted in African

countries including Malawi (n ¼ 1), South Africa (n ¼ 1), and Uganda (n ¼ 1).

The studies included both quantitative (nine) (Table 1) and qualitative approaches (seven) (Table 2). In

the nine quantitative studies, the MDS-R was used in four studies.30–33 Three research studies used a

modified MDS,27–29 and two studies used an Iranian MDS (IMDS).8,34 Scales to measure moral distress

were available in two different languages. In eight studies, reliability was reported with Cronbach’s alpha

coefficient greater than 0.80. All seven qualitative studies included in-depth interviews for data collection.

Participants in the studies varied, including intensive care unit (ICU) nurses,8,28,32,34,37,38,40 mixed

wards,27,29–31,36,41 HIV nurses,35 oncology nurses,39 and pediatric nurses.33

Experiences of moral distress

From studies using the MDS, MDS-R, or modifications of the MDS-R, ICU nurses experienced varying

levels of moral distress, ranging from relatively low levels32,34 to moderate8,28 and high29 levels. In parallel,

studies of non-ICU nurses also reported varying levels, from low31 to moderate27 to high.30,33 Although the

levels of moral distress experiences in ICU and non-ICU nurses seem to be similar, the root causes appear to

be different. For example, Asgari et al.32 found that the most distressing root causes for ICU nurses were

generally focused on overly aggressive treatment such as carrying out orders for unnecessary tests and

treatments and inappropriately initiating life-sustaining treatment, as well as working with incompetent

colleagues. In studies of non-ICU nurses, root causes generally centered on team and system problems such

as witnessing medical students perform treatments only to improve their skills, being unqualified to care for

patients, feeling pressure to alter practice in order to reduce costs, and encountering conflict with admin-

istration.27,33 However, in their study of non-ICU nurses, Wenwen et al.31 found that the most problematic

causes of moral distress were initiating and continuing life-sustaining treatment when it is believed that

these are pointless.

Demographic characteristics such as age, gender, educational level, and years of working may correlate

with moral distress experiences. There is a discrepancy in moral distress levels for different age groups.

Various studies found a positive association between age and years of clinical experience with moral

distress, meaning that older nurses and expert nurses tended to have higher levels of moral distress than

younger or novice nurses.8,28,30,31 In contrast, two studies found that younger nurses experienced higher

levels of moral distress frequency and intensity than older nurses.27,29 Soleimani et al.30 reported differ-

ences in moral distress based on gender, with female nurses having higher moral distress levels than male

nurses; however, a small number of men participated in the study (n ¼ 36, females n ¼ 157).

Factors contributing to moral distress

Three main themes of contributing factors included end-of-life (EOL) issues, unit/team factors, and orga-

nizational factors.

EOL issues. Futility and unnecessary treatments are clinical situations frequently described as causes of

moral distress among nurses in both quantitative and qualitative studies.31,37,39–41 Examples of this are

receiving orders to start inotropes for a patient who had been declared brain dead and witnessing a physician

provide false hope to a family in order to convince them to continue with aggressive treatments.40 Nurses

expressed concern that not only did patients suffer but that it also extended the grieving period of the

family.40 Not all participants found such situations to be morally distressing; however, Chen et al.41
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reported that some nurses believed that these intensive and unnecessary treatments were provided to

terminal patients merely to meet the demands of family members and offer consolation.

Two unique situations arose in this review. Religious beliefs played an important role in some situations,

especially regarding treatment decisions for patients at the EOL. In an Iranian study, where the dominant

religion is Islam, nurses described a conflict between professional values and religious beliefs that lead them

to experience moral distress. The nurses understood that cardiopulmonary resuscitation (CPR) is not

appropriate for some patients but they felt pressured to perform it because, according to the instructions

of Islam, no one can end the life of another person.37 A second unique cause was found among South

African nurses who illustrated their moral distress due to requests by doctors to increase morphine doses to

levels that could end a patient’s life or to be involved in treatment decisions to hasten the deaths of

terminally ill patients.40

Unit/team constraints. This theme refers to moral distress caused by poor team collaboration and commu-

nication, working with incompetent healthcare providers, witnessing practice errors, and working in an

inhibiting hierarchical environment. In several quantitative and qualitative studies, working with colleagues

who are not as competent as the patient care requires tended to be very disturbing for nurses.31,33,37,40,41

With regard to a poor team function, communication and collaboration within the team were crucial

triggers of moral distress. Lack of communication among healthcare providers, especially between nurses

and physicians, led to miscommunications between nurse and family and inconsistent goals of care.37,40,41

When nurses were unable to provide accurate information to patients or family members, they felt that they

were unsuccessfully providing holistic care.37,40 In addition, nurses reported feeling that they were not part

of the team, although they wished to be included.40

Hierarchical power structures were found to be a common cause of nurses’ moral distress. Sometimes a

person (nurse) who is lower in the hierarchical structure has to carry out orders from a superior (physician)

that are against his or her own conviction.37,39–41 The imbalance of power among the team was also reported

by nurses as a barrier for them to advocate for the patient.39 Some nurses experienced moral distress when

they were provided with limited autonomy or input in decision-making in situations where they disagreed

with physicians over a course of treatment.41

Organizational constraints. Organizational constraints refer to factors beyond the responsibility of staff or

management at the unit/team level such as limited resources (e.g. staff shortages, insufficient medical

supplies, and equipment), excessive administrative work, conflict with hospital policy, and perceived lack

of support by administrators.

Among the factors related to institutional barriers and constraints, nurse to patient ratio, workload, and

lack of resources were often reported as sources of moral distress. Nurses expressed concern about being

required to complete excessive general administrative tasks and written assignments,41 low staffing result-

ing in higher workloads, and the necessity of overtime hours. Nurses were pressured to provide care quickly

and effectively but had insufficient time to achieve the standard of care or provide more comprehensive

patient treatments.35–37,39 For example, in a study of Ugandan nurses, nursing units with 25 beds often

admitted 80–100 patients and were staffed by 1 or 2 nurses35 which is similar to the staffing levels in

LeBaron et al.’s39 study in India where the nurse:patient ratio could be as high as 1:60þ. The Indian nurses

reported that they generally felt unsupported by upper-level management; therefore, this staff shortage

would become a chronic issue for them.39

Not only did human resources serve as the source of moral distress, but the lack of basic equipment and

supplies such as linens, food, and medications also lead to moral distress due to an inability to achieve

standard of care.35–37,39 For example, in India, resources are allocated by the Ministry of Health and the

financial reality of the patients served by the hospital. So, in LeBaron et al.’s39 study, nurses experienced
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moral distress caused by both insufficient resources and unfair distribution of those limited resources based

on hospital financial goals. The lack of supplies prompted some nurses to purchase food and medications for

patients using their own money35 and lead to undertreatment of pain and inadequate chemotherapy for

cancer patients.39

Outcomes of moral distress

Five studies described the outcomes or consequences of moral distress.35,36,38–40 These outcomes fall into

three themes as follows: personal impacts, patient impacts, and institutional impacts.

Personal impacts. Four studies explored the impacts of moral distress on physical, psychological, and

spiritual well-being of nurses.30,36,38,39 Physical symptoms included insomnia, headache, loss of appetite,

and stomachache.36,38 Psychological impacts included helplessness, feelings of inadequacy, hopelessness,

anger, sadness, stress, anxiety, depression, regret, and guilt.35,36,38,39 Feelings of worthlessness and losing

faith are spiritual dimensions affected by moral distress as described by Shoorideh et al.,38 although

Soleimani et al.30 did not find a correlation between moral distress and spiritual well-being. Nurses in

Shoorideh et al.’s38 study expressed that moral distress made them feel that life is meaningless and human

beings are worthless. Some asserted that they quit their religious practices and do not say their prayers.38

Nurses in one study described wishing they could break hospital rules in order to do the right thing but not

doing so because of fear of retribution.38 On the other hand, over half of the nurses in the Maluwa et al.’s36

study actively violated hospital rules or refused physician orders in order to protect patients.

Patient impacts. Nurses’ moral distress may affect the quality of patient care and subsequent health out-

comes. Three studies indicated that nurses lost the ability to care for their patient or avoided patient

interaction.35,36,38,39

Institutional impacts. Nurses in four studies demonstrated signs of burnout35 or low job satisfaction.31 Asgari

et al.32 and Ghasemi et al.33 reported that nurses were considering leaving their jobs now due to moral

distress (16.9% and 54.4%, respectively). Maluwa et al.36 and LeBaron et al.39 provide qualitative evidence

of intention to leave as well.

Discussion

This review provides a synthesis of both quantitative and qualitative studies of moral distress to characterize

the experience and to identify common causes and outcomes among non-Western nurses. Some variation

exists in the experience of moral distress among ICU and non-ICU nurses but no other professional or

demographic variables correlate consistently with moral distress. The causes of moral distress for nurses

practicing in low nurse density countries appear to be largely similar to those of nurses described in a

previous review which mostly included studies of Western countries,11,12 although cultural and resource

factors that may shape the causes differently. Finally, the outcomes of moral distress are largely negative,

again consistent with previous studies.11,12

Both ICU and non-ICU nurses generally reported low to moderate levels of moral distress frequency,

whereas the levels of moral distress intensity tended to be higher. Moral distress scores are typically higher

among ICU nurses than non-ICU nurses, although these scores are generally, but not always, reported as

combined scores (frequency � intensity) rather than as separate frequency and intensity scores.18,42 In this

review, the use of different instruments (IMDS, MDS, MDS 21 item, MDS-R, or other modified MDS-R)

and different scoring formulas made comparison difficult. In addition, there are no established parameters
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for low, moderate, or high levels of moral distress for any of the instruments, as these parameters may be

different depending on factors such as setting and profession. With respect to nurses’ demographic char-

acteristics such as age, gender, educational level, years of working, and income, there is no clear congruence

regarding the relationship between these sociodemographic variables and moral distress from this review.

The incongruity in findings might be due to differences in culture, setting, number of moral distress

episodes, individual coping strategy, and work environment.43–45 These unmodifiable demographic vari-

ables may yet be confounding factors and should continue to be evaluated in future studies.

Common causes of moral distress among non-Western nurses reflect the three-level structure proposed

by Hamric and Epstein.13 At the patient level, inappropriate treatment is often identified as being the highest

ranked causes of moral distress.15,18,42,46,47 Examples include following a family’s wishes to continue life

support even though it is not in the best interest of the patient and continuing to provide aggressive treatment

for a person who is most likely to die regardless of this treatment when no one will make a decision to

withdraw it.9,10,17,18,42,48 In the current review, end-of-life situations involving inappropriate treatment

were also the most problematic causes of moral distress in nurses. Two studies found situations not

commonly identified in the previous review or other studies, that is, situations in which providers’ religious

beliefs added complexity to end-of-life decision-making and situations in which nurses were ordered to

hasten patients’ deaths.37,40 Moral distress occurs when professional values and beliefs are violated, not

personal values and beliefs. Religious beliefs are typically considered to be personal beliefs, but in the case

of Shoorideh et al.’s37 study, the religious beliefs were deeply held by other providers and patients as well as

the nurses and, while the nurses realized that additional aggressive treatments were unlikely to be helpful,

they felt compelled to provide them because of orders from physicians and interpretations of their faith.

Team-level causes in this review such as poor team communication or collaboration, incompetent

colleagues, and lack of provider continuity are comparable and common causes of moral distress in several

studies.9,15,18,19,49 Nurse–physician collaboration has been identified as a way of amending the power

relationship and supporting nurses’ autonomy.50,51 Problematic inter-professional collaboration is associ-

ated with the limited authority of nurses to apply their personal and professional moral reasoning and values

in the care of patients. This may lead to individual nurses experiencing less input in decision-making despite

them having relevant and useful information to contribute to those decisions, and greater moral distress.50,51

Although professional hierarchical structures are present in both Western and non-Western countries, one

might argue that there might be more or different hierarchical constraints in non-Western organizations due

to the dominance of hierarchical structures in some countries.11

With respect to constraints at organizational level, inadequate staffing is a common root cause of moral

distress at the organizational level that appeared to be true in all cultural contexts.9,15,18,19,27,28,35–37,39 In a

Canadian qualitative study, nurses and physicians reported that a lack of appropriate equipment and a dearth

of health professionals caused moral distress because of the impact on their ability to provide the best

possible care.15 However, the economic statuses of the countries included in this review are lower than most

Western countries and the lack of sufficient resources can mean overwhelmingly high nurse:patient ratios

(e.g. 1:60–100) and a severe absence of basic medical supplies.35,39 Furthermore, nurses reported blaming

themselves and being blamed by patients and administrators for their inability to provide adequate care due

to system problems. Thus, while lacking sufficient resources is identified as a root cause of moral distress in

both, the extent and experience of the problem appear to be different and worthy of further study.

Outcomes of moral distress in this review are largely negative. It impacts aspects of nurses’ physical and

psychological well-being, quality of patient care, and the institution such as burnout and leaving the

profession which aligns with the previous review.11,12 No studies have identified direct links between

provider moral distress and patient care outcomes, but several studies have explored nurses’ perceptions

of the impact of morally distressing situations on patient care quality and outcomes.3,21,46,52 Wiegand and

Funk46 found that nurses perceive morally distressing situations to be associated with negative patient
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experiences of suffering, prolonged dying, undignified dying, poor quality of life, inappropriate care,

delayed treatment, prolonged hospitalization, disrespect, and the inability to be with family, and negative

family experiences such as being unprepared, overwhelmed, and suffering unnecessarily. In a study of

moral distress among mental health nurses, Austin et al.52 found that nurses in situations of chronic under-

staffing believed patient care to suffer—patients screaming and not receiving help, patients not receiving

necessary care, or even patients dying alone. In addition, considering leaving a nursing position is one

outcome of moral distress that impacts clinicians and organizations as evident by both quantitative and

qualitative studies in this review.30,39 In multiple American studies, 45% to nearly 50% of nurses have left a

position or have considered leaving a position because of moral distress.9,18,53 Furthermore, moral distress

scores are positively associated with intention to leave a position now due to moral distress.5,9,18,19,47,49,53,54

Conclusion

This integrative review was conducted in a systematic manner providing a rigorous representation of the

results. The results confirm that while the concept of moral distress is not well known among non-Western

nurses, both qualitative and quantitative studies indicate that they experience moral distress in similar ways

to Western nurses, although cultural differences may be important differentiators between the west and non-

west. Moral distress is understudied in non-Western nurses; however, MDSs developed by American

academic experts have been used and adapted for use in these settings with good results. Consistency in

measurement would allow for a more robust comparison between cultures and may allow for insights into

the cultural influences of the phenomenon. In this regard, qualitative studies remain invaluable as they

provide rich and culturally nuanced narratives.

Limitations

Although this review succeeds in answering the specified questions, this review has several limitations.

First, the included studies were generally conducted using small sample sizes, convenience sampling, only a

single setting, and often had low response rates. Second, the variety of instruments used to measure moral

distress limited the interpretation of findings.

Implications

This review provides evidence that the experience of moral distress is universal. The findings could provide

an informative for hospital administrators on a cause of nursing shortage and how to mitigate moral distress

in healthcare setting. Further research is needed to deeply explore the effects of religious beliefs and cultural

influences on moral distress. Multi-national, non-Western studies of moral distress would allow for evalua-

tion of the phenomenon over a broader range of cultures using a consistent measure of moral distress.

Further review on the comparison of moral distress experience between Western and non-Western nurses

might provide a comprehensive understanding on cultural influences on moral distress. In addition, studies

of nurses’ coping strategies with moral distress, work environment, and the standard measure of the nurses’

moral distress episode might provide an explanation on why moral distress does not always correlated with

demographic variables (such as age and years of nursing experience). Studies of other healthcare profes-

sions may broaden the understanding of moral distress, its sources, constraints, and outcomes. More

importantly, interventions to mitigate moral distress need to be developed and tested in non-Western

cultures.
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