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ABSTRACT

Background: Complexity in nursing practice creates an intense and stressful environment that may lead to
moral distress (MD) and registered nurses (RNs) seeking other employment.

Local Problem: In 2020, the RN turnover rate was 8%, with postpandemic turnover projected to reach 13%.
Methods: The Measure of Moral Distress for Health Care Professionals (MMD-HP) was used to measure the

frequency and level of RNs’ MD.

Results: ¢ tests showed significant differences for 16 of 27 MMD-HP items in RN intent to leave. RNs had
2.9 times the odds of intent to leave (P = .019) due to perceived issues with patient quality and safety and
9.1 times the odds of intent to leave (P < .001) due to perceived issues with the work environment. Results

explained 40.3% of outcome variance.

Conclusions: MD related to work environment or patient quality and safety were significant factors in RN

intent to leave their position.
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hile moral distress (MD) prevalence varies

across practice areas, it is a phenomenon
ubiquitous to health care that needs to be
addressed.! The complexity of today’s nursing
practice, in addition to the COVID-19 pan-
demic, creates an intense and stressful work
environment® contributing to physical and men-
tal fatigue for registered nurses (RNs) who
must balance patient care demands while man-
aging their feelings.> In our geographic region,
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COVID-19 cases remained relatively stable in the
early months of the pandemic, with a 7-day av-
erage between 1.9 and 3.6 cases per 100000
population.* Cases increased significantly be-
tween July and August 2020, with a high 7-day
average of 18 cases per 100000 population.*
RNs argued this increase in cases, within a
resource-restricted environment, may exacerbate
MD and impact RNs’ intent to seek employ-
ment elsewhere. In 2020, RN turnover in our
Magnet and IBM Watson Health Top 100 Hos-
pital was 8%, projected to increase to 13%
in 2021, costing our organization $2.4 million
in turnover expense. The turnover expense rep-
resents RN replacement salary (overtime and
agency labor), recruitment (advertise, interview,
and preemployment), and onboarding (orienta-
tion and training). Therefore, our RNs believed
exploring factors influencing MD in our practice
environment was critical to reversing the pro-
jected RN turnover.

AVAILABLE KNOWLEDGE

MD is a phenomenon that occurs when one
knows the ethically correct action to take but
is constrained from acting.!>®* MD has been
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expanded to include internal (eg, nurses’ belief
systems) and external constraints (eg, lack of
time, institutional policy, legal considerations,
and supervisory reluctance).” Predictors of MD
include staffing limitations, budget constraints,
and higher patient acuity, which may be ex-
pressed through frustration, dissatisfaction, and
burnout.'%!!

MD has a direct relationship with RN
turnover and quality of patient care.”>? RNs with
high MD are more likely to leave the organiza-
tion, than those with low or moderate MD.!313
One potential reason for RN turnover is the
ongoing need to cope with moral dilemmas rou-
tinely experienced in nursing practice.'’

Work environment is also a strong predic-
tor of nursing burnout”?* and MD.?** MD
contributes to burnout and decreased job satis-
faction, compounding patient quality and safety
concerns.”>122* Continuous stressors such as
increasing patient acuity and suboptimal staffing
resources drain RNs’ physical and emotional
resources,” which impact the quality of care
RN deliver. Quality of care is further diminished
when MD is present as RNs may not address is-
sues for fear of retaliation.” Lack of a healthy
nurse-patient relationship can negatively affect
the quality and safety of patient care.?® Work-
place stressors may prompt RNs to evaluate
reasons to remain in the position and profession
versus finding other less taxing opportunities.'

RATIONALE

The Measure of Moral Distress for Health
Care Professionals (MMD-HP) was used to ex-
plore MD among RNs in our hospital.” The
MMD-HP7 was adapted from the Moral Distress
Scale-Revised.”” Revisions by Epstein et al” in-
cluded enhancements in assessing team-level and
system-level root causes of MD.

Specific aim

The main aim of this study was to explore the
level of MD among RNs in our practice envi-
ronment and inform our nurse leaders about the
impact of MD on nursing turnover.

METHODS

Context

This study used an exploratory design to mea-
sure the frequency of MD and the level of MD
related to situations RNs encounter. A global
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email was sent to 359 RNs in our hospital invit-
ing them to complete the online, anonymous
survey. Data were collected from 129 RNs who
completed the survey. In addition to the MMD-
HP, demographic data were collected. Targeted
participants included RNs who were currently
employed and between the ages of 18 and 89
years. Those who did not hold a valid RN license
or did not meet the age requirement were ex-
cluded. The electronic survey software link was
open between July 2020 and August 2020, only a
few months into the COVID-19 pandemic within
our geographic region. Reminders were sent ev-
ery 3 weeks to encourage a higher response rate.

Measures

The MMD-HP is a valid and reliable tool (Cron-
bach & = 0.93) comprising 27 Likert-type items
to measure MD for health care providers.” The
types of items include how often a situation oc-
curs in practice (frequency: 0 = never, 4 = very
frequently) and how distressing the situation is
when it occurs (distress: 0 = none, 4 = very dis-
tressing). To generate a composite item score, the
frequency score and distress scores for each item
are multiplied, with item scores ranging from 0
to 16. The composite item scores are summed to
obtain a total MD composite score. The result-
ing score based on 27 items ranges between 0
and 432. The higher the composite score totals,
the higher the MD the provider experiences.” Ex-
ample scale items measuring both frequency and
level of distress include “Experience lack of ad-
ministrative action and support for a problem
that is compromising patient care” and “Fear ret-
ribution if I speak up.™

Data analysis

We used the Statistical Package for the So-
cial Sciences, version 24.0 (IBM Corp, Armonk,
New York) to characterize the study sample and
explore group differences. Inferential statistical
assumptions were checked before performing
analyses. Independent samples ¢ tests explored
whether there was statistical evidence that the
MMD-HP item and total score means differed
significantly based on the responses of 107 di-
rect care nurses, 41 of which were thinking about
leaving and 66 were not.

Next, we performed an exploratory factor
analysis (EFA) to provide orderly simplification
of interrelated measures. Specifically, the EFA
was used to explore the possible underlying
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factor structure of the set of 27 observed com-
posite score variables without imposing a pre-
conceived structure on the outcome. We used
knowledge of the theoretical constructs and ex-
pert clinical face validity assessment to explore
factor structure. We identified 2 factors accord-
ing to the common item themes: (1) patient
quality and safety and (2) work environment. Fi-
nally, to test the predictive ability of our 2 new
factors, we ran a stepwise binary logistic regres-
sion examining the odds of RNs answering yes
on the intent-to-leave question. For interpretabil-
ity, we categorized the participant answers on
the 2 factors as either average or below =
0 or above average = 1. We derived the av-
erage values by using frequency distributions
(patient quality and safety average for this sam-
ple = 5; work environment average for this
sample = 4).

Ethical considerations
The current study was approved by the local in-
stitutional review board.

RESULTS

Sample

Respondents were predominately female
(90.7%) and White (92.5%), with 29% re-
porting nursing as a second career. The mean
age for respondents was 44.2 years (SD =
12.8). Years of experience in nursing averaged
16.4 years (SD = 12.8), with 10.6 years (SD =
10.3) working in the current position. The most
common unit represented was medical-surgical
(27.1%), with respondents well distributed
among the other units.

There were statistically significant differences
in MD composite scores based on whether the
respondent provides direct care at least 51% of
the time (n = 107) and those who do not (n =
22). For that reason, the following analyses were
done only with respondents who provide direct
care at least 51% of the time. Scale reliability for
this study was excellent with the Cronbach o =
0.92, consistent with the literature.”

Intent to leave due to moral distress

Significant differences between those who re-
ported intent to leave versus those who did not
are presented in the Table. Our results found
that respondents who considered leaving their
positions had significantly higher (¢t = —5.62,
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P <.001) MMD-HP mean composite scores (n =
41, M = 170.85) than those who did not (n = 66,
M =100.00).

Exploratory factor analysis

We performed a parallel 1- to 3-factor EFA using
an oblique rotation method allowing for corre-
lation between factors. Our criteria for model
consideration were eigenvalues larger than 1
and pattern matrix coefficients that round up to
0.7 or greater. We tested 1-factor, 2-factor, and
3-factor solutions, with a 1-factor solution yield-
ing the worst result due to items of the scale not
correlating with each other. The 3-factor solu-
tion had 2 acceptable factors and 1 factor with
items that did not fit together well. Therefore,
we chose the 2-factor solution as it contained
pattern matrix coefficients that met our inclu-
sion criteria (see Supplemental Digital Content,
Table 1, available at: http:/links.lww.com/
JNCQ/A903).

Stepwise logistic regression

Our models were adjusted for age and years of
nursing experience due to their significant rela-
tionship with our outcome on the binary level.
In step 1, when considered together, age is not a
significant predictor for the intent-to-leave ques-
tion, while years of experience is (P = .02), with
more experienced RNs having lower odds for se-
lecting “yes” on intent to leave.

When adding patient quality and safety in step
2, we found that RNs who scored above average
in MD due to perceived issues with patient qual-
ity and safety had 2.9 times the odds of replying
that they are considering leaving their position
due to MD (P = .019). The covariates are no
longer statistically significant at step 2.

Finally, adding work environment in step 3 ex-
plained most of the variance in our model and
the covariates and patient quality and safety are
no longer significant predictors. In this final step,
we found that RNs who score above average
in MD due to perceived issues with work en-
vironment have 9.1 times the odds of replying
that they are considering leaving their position
due to MD (P < .001). Results of the final lo-
gistic regression are presented in Supplemental
Digital Content, Table 2 (available at: http:/
links.Ilww.com/JNCQ/A904), with the final step
explaining 40.3% of the variance in intent to
leave.
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Table. Differences in MMD-HP Between Groups

Thinking About Leaving
No (n = 66; 66.7%), Yes (n = 41; 38.3%),
M (SD) M (SD) t test, P
Witness health care providers giving “false 4.35 (4.82) 4.27 (4.57) .93
hope” to a patient or family.
Follow the family’s insistence to continue 6.82 (5.36) 7.07 (5.12) .81

aggressive treatment, even though | believe
it is not in the best interest of the patient.

Feel pressured to order or carry out orders for 5.20 (4.82) 6.90 (5.05) .08
what | consider to be unnecessary or
inappropriate tests and treatments.

Be unable to provide optimal care due to 6.12 (5.29) 12.93 (4.45) <.001
pressures from administrators or insurers to
reduce costs.

Continue to provide aggressive treatment for a 5.64 (5.30) 5.17 (5.55) .67
person who is most likely to die regardless
of this treatment when no one will make a
decision to withdraw it.

Be pressured to avoid taking action when | 1.05 (2.53) 2.39 (3.84) .05
learn that a physician, nurse, or other team
colleague has made a medical error and
does not report it.

Be required to care for patients whom | do not 1.96 (3.26) 5.05 (5.75) .003
feel qualified to care for.

Participate in care that causes unnecessary 4.38 (4.74) 4.51 (4.31) .88
suffering or does not adequately relieve pain
or symptoms.

Watch patient care suffer because of a lack of 4.32 (4.17) 6.61 (5.36) .02
provider continuity.
Follow a physician’s or family member’s 2.64 (3.18) 2.54 (2.95) .87

request not to discuss the patient’s
prognosis with the patient/family.

Witness a violation of a standard of practice or 1.32 (2.71) 5.02 (5.22) <.001
a code of ethics and not feel sufficiently
supported to report the violation.

Participate in care that | do not agree with, but 2.71(4.18) 3.85 (4.42) .18
do so because of fears of litigation.
Be required to work with other health care 2.58 (3.37) 5.78 (4.61) <.001

team members who are not as competent
as patient care requires.

Witness low quality of patient care due to poor 3.09 (3.35) 5.73 (4.91) .003
team communication.
Feel pressured to ignore situations in which 1.77 (2.96) 2.90 (4.14) 10

patients have not been given adequate
information to ensure informed consent.

Be required to care for more patients than | 7.29 (5.12) 11.07 (5.46) <.001
can safely care for.

(continues)
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Table. Differences in MMD-HP Between Groups (Continued)
Thinking About Leaving
No (n = 66; 66.7%), Yes (n = 41; 38.3%),
M (SD) M (SD) t test, P
Experience compromised patient care due to 5.30 (4.77) 10.73 (5.48) <.001
lack of resources/equipment/bed capacity.
Experience lack of administrative action or 4.94 (4.80) 11.61 (4.86) <.001
support for a problem that is compromising
patient care.
Have excessive documentation requirements 4.86 (4.74) 11.15 (5.50) <.001
that compromise patient care.
Fear retribution if | speak up. 4.06 (4.50) 10.51 (5.60) <.001
Feel unsafe/bullied amongst my own 1.11 (2.66) 3.98 (56.17) .002
colleagues.
Be required to work with abusive 4.24 (4.59) 6.66 (5.12) .01
patients/family members who are
compromising quality of care.
Feel required to overemphasize tasks and 5.41 (5.49) 10.39 (5.59) <.001
productivity or quality measures at the
expense of patient care.
Be required to care for patients who have 2.73 (3.35) 417 (3.77) .04
unclear or inconsistent treatment plans or
who lack goals of care.
Work within power hierarchies in teams, units, 2.15 (3.45) 4.68 (5.22) .01
and my institution that compromise patient
care.
Participate on a team that gives inconsistent 2.49 (3.24) 3.00 (3.18) 42
messages to a patient/family.
Work with team members who do not treat 1.50 (3.28) 2.17 (4.34) .37
vulnerable or stigmatized patients with
dignity and respect.

Abbreviation: MMD-HF, Measure of Moral Distress for Health Care Professionals.

DISCUSSION

Summary

Our main aim was to assess MD within the nurs-
ing practice environment to help nurse leaders
mitigate nursing turnover. The total score and in-
dividual items of the MMD-HP were significant
predictors of RNs considering leaving their posi-
tion. When looking at the item-level results, we
found that our RNs often experienced MD when
they feel pressured by family and/or physicians
to carry out what they believe to be aggressive
or unnecessary treatment. Moreover, many of the
issues related to quality and safety were ethical
in nature. These results suggest that our RNs
may not be aware of our current ethics consul-
tation processes. Further investigation into RNs’

knowledge and use of this process may provide
valuable insight into how to integrate ethics con-
sultation into practice and reduce MD.

We identified 2 main factors using EFAs: work
environment and patient quality and safety.
RNs who perceived their work environment as
morally distressing had 9 times the odds of con-
sidering intent to leave their position compared
with their corespondents. RNs who perceived
our hospital’s quality and safety practices as
morally distressing had almost 3 times the odds
of intent to leave.

Interpretation
The results of this study are in concordance
with previous literature that highlights the

Copyright © 2021 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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importance of work environment in RN
retention.”® Specifically, through the support
of coworkers and nurse leaders, direct care RNs
can learn and grow professionally and develop
a sense of belongingness at work.!! A work en-
vironment where MD is minimized encourages
RN to feel united, share experiences, and learn
coping strategies from each other and fosters an
environment where the feelings of powerlessness
shift and RNs begin to thrive.!?

To our knowledge, this is the first study exam-
ining MD and RN turnover during the COVID-
19 pandemic. The pandemic contributed to
environmental constraints within our practice
environment beyond our control, yet the rela-
tionships between the variables, MD and intent
to leave, were like those of studies conducted
before the pandemic.””’ It is unknown whether
our staff experienced higher MD due to the pan-
demic or whether MD develops over a longer
period and thus is less vulnerable to external
threats such as a global pandemic. Therefore, we
recommended a longitudinal evaluation of MD
for RNs within our hospital along with 11 more
hospitals within our health system.

Limitations

This study had a few limitations. A convenience
sample of RNs employed at one hospital may
limit the generalizability of the findings. While
the demographics were reflective of the RNs
at our hospital, most respondents were White
and female. Future research should allow for a
more diverse RN population across geographic
regions. Also, a larger sample confirmatory fac-
tor analysis (CFA) is needed to verify the 2-factor
structure identified by the EFA performed in this
study. The CFA would allow the researchers to
test the hypothesis that a relationship between
observed variables and their underlying latent
constructs exists.

CONCLUSION

Our nurse executive reviewed study results and
provided insightful action plans to work to-
ward an enhanced healthy work environment.
Aligned with the American Nurses Credentialing
Center,”® our nurse executive planned individual
meetings with RNs to address resource ade-
quacy, practice autonomy, quality of care, leader
responsiveness, interprofessional relationships,
professional development, and RN-to-RN col-
legiality. During those conversations, our nurse
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executive explored areas of MD and commu-
nicated management strategies while ensuring
a safe and nonjudgmental space. Staff were
encouraged to contact the hospital ethics com-
mittee when an MD situation arises. Trained
ethicists are on call 24/7 to help nurses explore
their feelings and discuss solutions.

The nurse executive worked to ensure critical
resources are readily available upon request, es-
pecially regarding personal protective equipment
during the pandemic. Leveraging additional sup-
port staff to enhance the time RNs are available
to engage each patient was a priority. This study
highlighted concerns with patient quality and
safety providing an opportunity for staff to be-
come more engaged in ethical education and
consultation. In late 2020, the nurse executive
began check-in and stay interviews individually
with new RNs to gain insight into experiences
and maintain a transparent transformational
leadership.

In conclusion, with the identification that the
work environment has a high impact on RN re-
tention, nurse leaders can work on additional
support methods for their RNs. Interventions
can be implemented to reduce the frequency and
level of MD. Moreover, nurse leaders can assist
with sustainability to improve the work environ-
ment by offering additional support to help RNs
cope with moral dilemmas routinely experienced
in their practice. Employee assistance programs
can encourage RNs to communicate their feel-
ings through difficult ethical decisions, balancing
patient care demands while managing their
feelings.
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