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Background. Moral distress resulting from frequent and intense exposures to morally challenging encounters with critically ill patients, their
families and other healthcare professionals negatively impacts on the personal and professional wellbeing of critical care nurses.

Objective. To determine the frequency, intensity and overall severity of moral distress among critical care nurses working in the critical care
environment of a private hospital in the eThekwini district of KwaZulu-Natal Province, South Africa.

Methods. A descriptive survey was conducted using a 21-item moral distress scale revised questionnaire. We assessed the influence of
sociodemographic variables of the respondents on the moral distress composite scores.

Results. The moral distress composite scores of the 74 critical care nurses who completed the questionnaires ranged from 0 - 303 out of a
possible 336. The mean (standard deviation (SD)) composite moral distress score was 112.12 (73.21). Analysis of the relationship between
sociodemographic variables and the moral distress composite scores revealed that female respondents experienced higher distress scores than
males (p=0.013). There was an inverse relationship between composite scores and an increase in age (p=0.009) and years of service (p=0.022).
Conclusion. The mean composite score of the critical care nurses was suggestive of moderate levels of moral distress. Counselling services and
empowerment skills training are advocated to support critical care nurses to manage moral distress.
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Contribution of the study. Findings of the study can be used to identify sources of the distress, potential interventions, as well as the risks and

benefits of taking action to assist critical care nurses to overcome moral distress.

Nurses working in critical care units (CCUs) are repeatedly exposed to
unique ethical dilemmas that include lack of end of life conversations,
concerns regarding optimal pain management of patients, and
conflicting concerns with physicians regarding patients’ treatments,
which require decisions that often conflict with their personal and
professional values.!"? Prolonged exposure to ethical dilemmas in an
unsupportive practice environment places critical care nurses (CCNs) at
high risk of moral distress. According to Corrado and Molinaro,” moral
distress refers to feelings of guilt, powerlessness and anger experienced
by healthcare professionals in situations where they are unable to
practice according to their professional and personal values. Personal or
intrinsic manifestations of moral distress include insomnia, tiredness,
anguish and anxiety, and extrinsic or professional manifestations such
as absenteeism, job dissatisfaction, burnout or a decision to resign.>*
In an attempt to counteract the negative consequences of moral distress
on the quality of healthcare provided to critically ill patients, there has
been an increase in studies aimed at identifying factors that increase
moral distress in CCNs>® as well as surveys of moral distress in CCNs.
78 ITn South Africa (SA), there has been a concentration of studies
on moral distress in healthcare professionals working in CCUs of the
state-funded healthcare sector,®'! with fewer studies conducted in

CCUs of the private healthcare sector."”” This may be due to common

assumptions that the private healthcare sector is associated with fewer
ethical challenges and stressors than the state-funded healthcare sector.
However, the Econex report™ did much to dispel misconceptions
regarding patient numbers and allocation of resources between the state-
funded and private healthcare sectors, reporting that patient numbers
in the private sector are increasing drastically as patients seek quality
healthcare perceived to be provided by the private sector. CCNs working
in the private healthcare sectors now face pressures to increase quality of
care without increasing expenditure,’® a pressure that has been known
to compromise quality of care and cause moral distress in CCNs.!"! The
report indicated a similar need for robust research on moral distress
among healthcare professionals in the private sector.

Method

A quantitative descriptive survey was conducted in four CCUs of a
private hospital in KwaZulu-Natal Province, SA. Purposive sampling
identified 74 respondents from the target population of CCNs. The
inclusion criteria for respondents were: (i) nurses registered with South
African Nursing Council (SANC) as a professional nurse with a four-
year diploma and/or degree in nursing; (ii) a nurse with a two-year
certificate, enrolled with SANC; and (iii) nurses working in the CCU for
a period 212 months. A specialisation in critical care nursing was not a
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criterion. A questionnaire comprising two parts was used to collect data
from respondents. Section A, developed by the researchers, focused on
sociodemographic variables of respondents, namely age, gender, marital
status, work experience in CCU, and qualifications in nursing. Section
B, the moral distress scale-revised (MDS-R) questionnaire, consisted
of 21-items of clinical situations believed to be morally distressing to
healthcare professionals. Respondents were asked to rate each item in
terms of how frequently they had come across the situation in their work
and how disturbing (intensity) they found the situation.!* The frequency
of the item (situation) rates from 0 (never) to 4 (very frequently) and
the intensity of moral distress rates from 0 (none) to 4 (great extent).
Items that were encountered frequently and were more distressing have
higher scores.® " The composite score for moral distress (overall severity
of moral distress) is obtained by adding the composite scores of each
item and ranges from 0 - 336. Total composite scores for the scale may
be broken down into three categories, with low levels of moral distress
ranging from 0 - 84, moderate levels of moral distress ranging from
85 - 168, and high levels of moral distress ranging from 169 - 336.1
Permission to use the questionnaire was obtained from the developer.

Content validity was established through alignment of the
questionnaire with the objectives of the study and the moral distress
theory.”"! Cronbach’s alpha for the MDS-R through piloting of the
questionnaire revealed high internal consistency at alpha=0.89,
consistent with the questionnaire’s established value. Two specialist
critical care nurses confirmed the face validity of the questionnaire.

Ethical clearance was obtained from the University of KwaZulu-Natal
human ethics committee (ref. no. HSS/1587/018H). Data were collected
between November and December 2018. Data collection occurred
in a private room at the hospital, where respondents completed the
questionnaire and handed it in sealed envelopes to the researcher who
waited outside the room. Respondents were briefed on the purpose of
the study and provided with an information sheet that detailed their
voluntary involvement in the study, and the processes taken to assure
their anonymity during and after the study. Written informed consent
was obtained prior to data collection.

Data were analysed using SPSS version 23 (IBM Corp., USA).
Composite scores were computed to determine the overall severity of
moral distress of respondents. Mean composite scores were calculated
for frequency and intensity of each item. Statistical analyses included an
independent sample ¢-test to assess the influences of sociodemographic
variables (gender, age, experience and qualifications of respondents) on
the moral distress composite scores. Significance was set at p<0.05.

Results

A total of 74 CCNs completed the questionnaire (100% response
rate). More than half of the respondents fell within the age range of
31 - 40 years (55.4%; n=41). The majority of the respondents (81.1%;
n=60) were female and 18.9% (n=14) were male. Thirty-nine (52.7%)
respondents were married. More than half of the respondents had
1 - 10 years’ work experience in CCUs (67.6%; n=50). Most of the
respondents (68.9%; n=51) had a diploma in nursing (Table 1).

The composite moral distress scores (MDS-R) of the respondents
ranged from 0 - 303 out of a possible 336. The mean (standard deviation
(SD)) composite MDS-R score was 112.12 (73.21), indicating moderate
levels of moral distress.

The mean frequency scores ranged from 1.03 - 2.51 out of a possible 4
(Table 2). The highest-scored item was, ‘continue to participate in
care for a hopelessly ill person who is being sustained on a ventilator,
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Table 1. Sociodemographics of respondents (N=74)

n (%)

Age (years)

21-30 11 (14.9)

31 - 40 41 (55.4)

41 - 50 17 (23.0)

51 - 60 5(6.7)

>60 0
Gender

Female 60 (81.1)

Male 14 (18.9)
Marital status

Never married 29 (39.2)

Married 39 (52.7)

Divorced 6(8.1)
Work experience in CCU (years)

1-10 50 (67.6)

11 - 20 14 (18.9)

>20 years 10 (13.5)
Highest nursing qualification

2-year certificate in nursing 16 (21.6)

Diploma in nursing 51 (68.9

Bachelor’s degree in nursing 7(9.5)

CCU = critical care unit.

when no one will make a decision to withdraw support’ The mean
level intensity (degree of disturbance) scores ranged from 1.47 - 2.57
out of a possible 4 (Table 2). The highest-scored item was, ‘continue to
participate in care for a hopelessly ill person who is being sustained on
a ventilator, when no one will make a decision to withdraw support’

There was no significant relationship between the sociodemographic
variables and MDS-R composite scores with the marital status and
qualifications of respondents. However, significant associations were
noted between MDS-R composite scores and gender of respondents
(p=0.013), age (p=0.009) and years of experience in CCU (p=0.022).
There was an inverse relationships between composite scores and an
increase in age and years of service.

Discussion
The mean composite MDS-R score of 112.12 found in this study was
suggestive of moderate levels of moral distress. These results were
comparable with a national study by Langley et al.”) which reported that
CCNs experience considerable distress. However, our mean composite
score was higher than the composite scores (70 - 92) reported in the
international literature for CCNs.'¢7) Most studies conclude that
moral distress in healthcare professionals can escalate to burnout,
increased medico-legal errors and increased turnover, all of which
impact negatively on the quality of healthcare provided to patients
and their significant others.>"® In contrast, a study by Henrich et
al. revealed that the presence of moral distress positively impacted
healthcare workers by increasing their vigilance and compassion for
critically ill patients. Bearing in mind the negative consequences of
moral distress on healthcare professionals working in CCUs, hospital
managements may institute strategies such as counselling and debriefing
sessions to assist CCNs cope with moral distress.*"!

The item identified as the most morally distressing in both frequency
and intensity was the provision of overly aggressive or futile treatment
to critically ill patients, which is in line with previous findings in the



Table 2. Composite moral distress scores (MDS-R)
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Frequency Intensity

Moral distress items (mean) (mean)
1. Provide less than optimal care due to pressures from administrators or insurers to reduce costs. 1.69 1.91
2. Witness healthcare providers giving false hope to a patient or family. 1.92 2.15
3. Follow the family’s wishes to continue life support even though I believe it is not in the best interest of the patient. 2.38 2.30
4. Initiate extensive life-saving actions when I think they only prolong death. 2.14 2.18
5. Follow the family’s request not to discuss death with a dying patient who asks about dying. 1.84 1.99
6. Carry out the physician’s orders for what I consider to be unnecessary tests and treatments. 2.12 2.18
7. Continue to participate in care for a hopelessly ill person who is being sustained on a ventilator, when no one will make a 2.51 2.57
decision to withdraw support.
8. Avoid taking action when I learn that a physician or nurse colleague has made a medical error and does not report it. 1.41 2.03
9. Assist a physician who, in my opinion, is providing incompetent care. 1.23 1.82
10. Be required to care for patients I don’t feel qualified to care. 2.03 2.31
11. Witness medical students perform painful procedures on patients solely to increase their skill. 1.08 1.46
12. Provide care that does not relieve the patient’s suffering because the physician fears that increasing the dose of pain 1.31 1.70
medication will cause death.
13. Follow the physician’s request not to discuss the patient’s prognosis with the patient or family. 2.01 2.03
14. Increase the dose of sedatives/opiates for an unconscious patient that I believe could hasten the patient’s death. 1.03 1.61
15. Take no action about an observed ethical issue because the involved staff member or someone in a position of authority 1.73 2.00
requested that I do nothing.
16. Follow the family’s wishes for the patient’s care when I do not agree with them but do so because of fears of a lawsuit. 2.00 2.08
17. Work with nurses or other healthcare providers who are not as competent as the patient care requires. 2.24 2.47
18. Witness diminished patient care quality due to poor team communication. 1.92 2.24
19. Ignore situations in which patients have not been given adequate information to insure informed consent. 1.59 1.76
20. Watch patient care suffer because of a lack of provider continuity. 1.74 2.01
21. Work with levels of nurse or other care providers that I consider unsafe. 1.99 241

literature.*"?? These findings highlight how technological advancements
and new treatments aimed at prolonging life may have increased the
moral distress faced by CCNs. Similarly, nurses in other studies stated
that providing futile care caused them to experience negative feelings
such as powerlessness and distress.!* ) According to Berhie et al.,!*
increased attention must be given to teaching CNNs positive adaptive
mechanisms to reduce the negative effects of futile care. There is a need
for CCNs to participate actively in ongoing discussions on patients’
treatment plans and to advocate for treatment that impacts positively
on the quality of patients’ lives. Other items with high ratings of moral
distress frequency and intensity were CNNs doubting their own or
their colleagues’ competence in caring for patients. Such situations if
unresolved may lead to either a loss of self-confidence or deterioration
of teamwork, which can jeopardise patient safety.?”! Items of feeling
obligated to honour the family’s requests even if the CCN believed this
was not in the best interest of the patient also received high ratings of
moral distress frequency and intensity. This is most likely related to
the narratives of powerlessness that dominate in the field of nursing.
According to Morley,?® nurses must strive for ethical competence so
that they can confidently enact their role as patient advocates.

The finding of higher levels of moral distress among female
respondents compared with their male colleagues has been identified
in other studies””! and may be attributed to an assertion that females
tend to report higher levels of symptoms of stress.? This assertion
has significant implications for the healthcare sector, firstly because
nursing is a female-dominated profession, and secondly because nurses
make up the greater percentage of the nursing workforce. Therefore,
effort must be invested in identifying the sources of moral distress in
CCUs and in developing empowering strategies to effectively address
moral distress in the workplace.

The inverse relationships between the composite scores of moral distress
in the respondents and an increase in age and years of service found
in the current study can be attributed to the fact that experienced and
senior CCNs develop coping mechanisms and the autonomy not to
participate in actions that make them uncomfortable.?® This finding
bodes well for CCUs in this study as senior personnel can be invited to
mentor their younger colleagues in utilising strategies that have enabled
them to attain moral competence.

A noted limitation of this study was its confinement to one
private hospital, thereby limiting generalisation of findings to
CCUs in other private or state-funded hospitals. Further studies
exploring moral distress in CCNs in both private and state-funded
hospitals are advocated, including comparative studies of moral
distress in CCNs between hospitals. Additionally, we recommend
that future studies not only determine the frequency and intensity
of morally distressing situations among CCNs but also go further
to identify how moral distress has impacted on CCNs personally
and professionally. Data attained from these studies will inform the
development of strategies to promote a morally healthier working
environment for CCNs.

Conclusion

CNNs experienced moderate levels of moral distress in this study. It is
suggested that training sessions on strategies for self-empowerment as
well as reflective counselling and debriefing be offered to CNNs. The
resources and support may enable CCNs to acknowledge and manage
their moral distress. Providing overly aggressive or futile treatment
was scored by respondents as the most morally distressing item in both
frequency and intensity. We suggest that it is essential to engage CCNs in
platforms regarding decisions on patient care so that they may give their
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input and verbalise their dissatisfaction with decisions on providing

aggressive or futile treatments.
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