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ABSTRACT

Background: Moral distress is an unpleasant feeling
that arises when one is forced to behave in such
a way that it violates one’s personal beliefs and
values about what is right and what is wrong. Moral
distress, unlike other forms of distress, contains
an incompatible conflict between one’s personal
moral limitations and the acts that accompany
it. Objective: to investigate moral distress and its
effects on the ICU nursing staff, their professional
quality of life as well as, related factors. Methods:
The total sample of this cross-sectional study
comprised of 258 ICU nurses working in reference
hospitals for COVID 19 recruited online using
google forms. The study tools are: a) “Measure
of Moral Distress for Healthcare Professionals
(MMD-HP)” to assess intensity and frequency of
moral distress b) “Professional Quality of Life Scale
(ProQOL-5)” to assess professional quality of life.
Data were analyzed using IBM SPSS Statistics 25,0
(IBM Analytics, IBM Software Group Statistical
Package). Results: Overall MMD-HP score ranged
from 3 to 262 with a mean score of 116.52 (SD=
68.56). Distress score ranged from 5 to 79 with a
mean score of 43.67 (SD=17.44) while intensity
score ranged from 3 to 108 with a mean score 52.04
(SD=22.69).Bivariate analysis showed there is a sta-
tistically significant positive correlation between
the intensity of moral distress and overall moral
distress score with years of service in ICU and age.
Nurses’ Assistants (m=48.1 p=0.021) scored higher
than Registered nurses in distress and intensity
score (m=54.1 p=0.020) while female also scored
higher in overall MMD-HP (m=121.2 p=0.049).
Multivariate logistic regression analysis, showed

that secondary trauma scale was independently
associated with a higher distress scale score and
a higher MMD-HP. Conclusion: Educational support
that provide information about dealing with moral
distress during the coronavirus pandemic and how
ICU nurses should deal with ethical issues that
may confront in the everyday professional life is
essential. Hospitals should monitor moral distress
and there should be workshops that could build
moral resilience and maintain high professional
quality of life.

Keywords: Moral Distress, Occupational Ethics,
Work Satisfaction, Quality of Life, Nurses, Intensive
Care Unit.

According to Jameton “Moral distress arises
when one knows the right thing to do, but insti-
tutional constraints make it nearly impossible
to pursue the right course of action.”(1) Moral
distress (MD) occurs when one knows the mor-
ally correct action to take but feels unable to
take this action (2). Campbell and al, broadened
the definition of moral distress as one or more
“negative self-directed emotions or attitudes
that arise in response to one’s perceived in-
volvement in a situation that one perceives to be
morally undesirable.” (3) In 2017 CNA reported
MD are “feelings of anger, frustration, or guilt
when nurses are unable to act on their ethical
judgment”. It was already acknowledged that
during a pandemic, nurses are obliged to take
complex decisions weighing their duty and their
own health, or their family’s safety (4).
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Although it has been suggested that MD is a response to
morally troubling experiences that is natural, if one expe-
riences it in its everyday working life, then it may instead
be regarded as an occupational hazard that may impact on
professional quality of life. Brunnquell & Michaelson used
Moral hazard as a term to describe situations in which one
party gets the decisions but another party bears the burden
of those decisions (5). ICU nurses are commonly responsible
for enacting the decisions of doctors and seem most likely
to risk experiencing the moral hazard that is MD.

Empirical research has concluded that MD has similar
negative consequences such as compassion fatigue and
burnout (6,7) that may lead to low professional quality
of life or nursing shortage due to leaving profession. It is
obvious that ICU is a clinical environment that nurses are
a part of the decision-making process and need to be sup-
ported regarding ways facing the complex everyday clinical
ethical issues. Chaikali in a Greek research in ICU nurses
concluded that the main stressors identified are futility
treatment, working with “incompetent” colleagues and
hiding the truth, which are related to their intention to
leave profession (8). Evaluating and improving the quality
of professional life can increase staff productivity and im-
prove exhaustion, with an effect on absences, workplace ac-
cidents, and turnover (9, 10). As the coronavirus pandemic
rages on, healthcare personnel are in the difficult position
of answering in ethical questions and come up to ongoing
challenges such as who to prioritize in drug disposition
when in scarcity, the use of Personal Protective Equipment
(PPE) during times of supply chain shortage. Other ethi-
cal restraints for ICU nurses during pandemic covid 19 are
witnessing patient’s loneliness inability to contact the fam-
ily-telephone communication, strictly limited hospital visit
policies, which prevent nurses from involving families in
care decisions, isolation measures that can lead to patients
dying without the presence of their family. Adherence to
hospital visitor restraint policies makes it difficult for health
professionals to see patients suffer alone and know that
there is nothing they can do to help them. Also, uncertainty,
futile care without palliative care creates stressful feeling
to ICU nurses as well (11). Lack of resources, time and staff
makes it prohibitive to support families who mourn on their
own without proper palliative care. Rathert et al supported
that nurses need to be empowered in order to deal with
pressures and ethical dilemmas that their working clinical
environment poses to them (12). Secondary traumatic stress
(STS) describes the psychological experience of caring for
traumatized or suffering others, and it is work related as
a natural consequence of caring for traumatized people
(13). STS is closely related to compassion fatigue (CF) and
burnout (14). Stamm proposed Professional Quality of Life
(ProQOL) model and she defined compassion fatigue (CF)
as comprising both STS and burnout (15).

This cross-sectional study aims to examine moral dis-
tress in times of pandemic covid 19 and its correlation
with professional quality of life of ICU nurses in Greece.
Moreover, to find any correlations of moral distress with
demographic characteristics of ICU nurses (age and level
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of education) and work experience variables (years of ex-
perience) and to identify characteristics that may predict
which nurses are at high risk for moral distress.

This study used a cross-sectional survey design to ex-
plore the frequency and intensity of moral distress and
potential relationships between moral distress and demo-
graphic characteristics as well as its correlation with profes-
sional quality of ICU nurses in the time of pandemic Covid
19. The opportunity to participate in this study was offered
to ICU nurses working in reference hospitals for COVID 19
during lockdown in Greece. Recruitment was done through
Hellenic regulatory body of nurses’ site. The online link was
available for 12 weeks in the time of lockdown for COVID 19.

3.1 Measures

MMD-HP

The MMD-HP is a substantial revision of the older Moral
Distress Scale-Revised (MDS-R). Its scoring procedure is de-
signed to measure current levels of moral distress. The level
of moral distress experienced is a function of how often a
situation occurs and how distressing it is when experienced.
The MMD-HP has 27 items that identify causes of moral
distress. Participants are asked to rank using a five-point
Likert-type scale (0—4) the frequency of experiencing the
identified cause and the intensity of moral distress expe-
rienced. MMD-HP coding creates scores: a distress score
(0-108), and intensity score (0-108), an item-composite
score based on multiplying frequency by intensity (0-16/
item), and an overall moral distress score which is the sum
of the 27-item scores (0—432) with higher scores indicating
higher levels of moral distress. Items that have never been
experienced or not seen as distressing do not contribute to
the total moral distress score. The MMD-HP was translated
and cross-culturally adapted for the Greek population after
permission of original developers (16).

ProQOL-5

The Professional Quality of Life Scale is a self-report
measure with 30 items which reflects the positive and nega-
tive effects of working with people who have experienced
extremely stressful events. The ProQol is divided in three
subscales: Secondary Traumatic Stress, Burnout and Com-
passion Satisfaction. Compassion Satisfaction measures
positive aspect of a helper’s professional quality of life.
Burnout and Secondary Traumatic Stress subscales measure
the negative aspects. The terms “compassion fatigue” and
Secondary Traumatic Stress are used interchangeably (17).

Procedure

Permission to conduct the survey was approved by the
Institutional Review Board. The developer of the Measure
of Moral Distress for Healthcare Professionals (MMD-HP)
granted permission to the researcher to use the instrument.
ProQOL 5 questionnaire Greek version is available free by
progol organization. The MMD-HP as well as ProQOL 5 and
a demographic form were distributed online to ICU nurses.
Participants were also asked to indicate their history of or
intention to leave their position based on moral distress
(No, I have never considered leaving or left a position; Yes,
I considered leaving, but did not leave; Yes, I left a posi-
tion). Data were collected in the time of Greek lockdown
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for pandemic COVID 19.

3.2 Data analysis

Focusing on the added items, the analysis included
descriptive statistics: frequency, mean, median, standard
deviation (SD) and range. T-test and Pearson’s chi-squared
test was employed to identify the differences between vari-
ous exposures and the category of moral distress. Multivari-
ate analysis was also performed. P-values <0.05 were con-
sidered statistically significant. The internal consistency
of both scales was calculated using Cronbach’s alpha and
found to be 0.921 for MMD-HP and 0.827 for ProQOL 5.

4. RESULTS

The sample was predominantly female (82.8%) with
mean age 42.3 years and 18.8 years of service and half of
them spent in ICU. Most participants were married (62.5%),
with 2 children (35,9%) (table 1). Mean values, standard
deviations (SD), and highest and lowest values of the scales
of the study are presented in Table 2.

Bivariate analysis examined the correlation (Pearson’s r)
between moral distress (overall MMD-HP, distress and in-
tensity scores) and age, years of service and years of service
in ICU (table 3). We found significant positive correlations
between the intensity of moral distress and overall moral
distress score with years of service in ICU and age respec-
tively (r=- 0.188, p=0.031, r =0.181 and p = 0.036).

aqe Years of Years of ser-
9 service vice in ICU
MMD-HP r .033 .019 .081
Distress score p 708 824 349
MMD-HP r .093 .094 188
Intensity score p 294 281 .031
.181* 133 131
MMD-HP overall
p .036 122 130
ProQOL 5 r 102 .091 .044
total P 246 296 .610

Table 3. Pearson’s r correlation between moral distress

Characteristics N (%) (overall MMD-HP, distress and intensity scores) ProQOL 5 and
Female 213 (82.8) demographic characteristics. Pearson correlation *p<0.05, **p<0.01
Gender
Male 44 (17.2) Bivariate analysis examined the correlation (Pearson’s r)
Marital Single-divorced 97 (37.5) between moral distress (overall MMD-HP, distress and in-
arital status Married 161 (62.5) tensity scores) and ProQOL 5. (table 4) Positive correlation
Registered ICU nurses 174 (67.4) wfas fofund. bet;A;(?:n nuries’ mogal distrezs and the quali'iy
ICU Nurse assistants 84 (32.6) of protfessional life-total score but secondary trauma scale
and burnout subscales as well.
Age (y) 42.3+18.8
Professional experience 20.1+9.77 MMD-HP MMD-HP  ProQOL MMD.-HP
Table 1. Demographics of the sample Distress  Intensity 5 total overall
score score score
Overall MMD-HP score ranged from 3 to 262 with a . -
. MMD-HP r 627 378
mean score of 116.52 (SD= 68.56). Distress score ranged Di
. . istress score  p .000 001
from 5 to 79 with a mean score of 43.67 (SD=17.44) while -
intensity score ranged from 3 to 108 with a mean score MMD-HP r 361 771
52.04 (SD=22.69). (table 2) After thorough examination  Ntensityscore p 000 000
of individual items (range from O to 16/item) it was found  proQoL 5 r 5127
that mean scores ranged from a low of 0.67 to a high of  total score p 000
9,47 for “Be required to care for more patients than I can ProQOL 5 ) 100 930 186
Safely care for”. compassion
; ; 336 .032 .082
min max Mean  SD satisfaction p
ProQOL 5 r 422 .398* 473
. secondar
MMD-HP Distress score 5.00 79.00 43.67 17.44 trauma sga le p 000 .000 000
MMD-HP Intensity score 3.00 108.00 5204 22.69 ProQOL 5 r 380" AST™ 497
burnout p .000 .000 .000
MMD-HP overall 3.00 262.00 11652 68.56 Table 4. Pearson’s r correlation between moral distress (overall
MMD-HP, distress and intensity scores) and ProQOL 5. Pearson
ProQOL 5 compassion 16.0 50,00 37.93 7.07 correlation *p(O'OS’ **p<0'01
satisfaction
Table 5 displays the t-test and ANOVA results for the
ProQOL secondary trauma 11.00 46.00 2347 670 Moral distress (distress, intensity and overall scores) for
wale each of the demographic characteristics. Gender and nurs-
ing role was found to correlate statistically significant
ProQOL burnout 17.00 55.00 B3 s17 with moral .dlstress subscales scores and ove.rall score.
Nurses’ Assistants (m=48.1 p=0.021) scored higher than
ProQOL S total score 51.00 134.00 9376 1329 Registered nurses in distress and intensity score (m=54.1

Table 2.
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p=0.020) while female also scored higher in overall MMD-
HP (m=121.2 p=0.049).
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MMD-HP MMD-HP MMD-HP
Distress score Intensity score overall

Demographics Mean (SD) p Mean (SD) p Mean (SD) p
sex 0.057* 0.089* 0.049*
male 33.1+(10.2) 37.7 = (14.8) 64.5 £ (38.7)

female 44.7  (17.7) 53.1%(22.9) 121.2 £ (68.8)

Marital status 0.984* 0.343** 0.642*"
single 40.9 * (16.2) 41.7 £(22.6) 91.1 £(72.7)

married 2.9 % (17.6) 49.5 +(21.7) 108.9 £ (67.8)

divorced 42.8 +(15.2) 60.0 £ (27.6) 129.8 £ (69.7)

widowed 43.0%(9.9) 53.5 +(23.3) 120.0 £ (31.1)

Nursing role 0.021* 0.020* 0.065
Registered Nurse 41.9 * (18.67) 51.5% (24.7) 110.0 £ (71.6)

Nurses’ Assistant 48.1% (14.2) 54.1 % (16.9) * (56.6)
Table 5. Correlation between demographics and MMD-HP. *t-test, ** One — Way Anova

Distress scale Intensity scale MMD-HP
B+ SE++ P B+ SE++ P B+ SE++ P
male (reference)
gender
female 6.12 7.03 0.388 9.17 9.77 0.352 21.27 27.27 0,438

age -0,35 0.48 0.469 -0.03 0.62 0.967 -0.90 1.76 0.611
Years of service 0,05 0.38 0.891 0.13 0.48 0.789 0.67 1.35 0.624
Intention to leave no, | have no inten-

clinical position  tion (reference)

due to moral

distress yes, | have 13.16  8.02 0.106 11.98 10.29 0.249 52.98 28.68 0,070
ProQOL 5 compassion satisfaction 0,28 0.34 0.414 0.47 0.45 0.300 1.75 1.23 0.163
ProQOL 5 secondary trauma scale 0,72 0.34 0.039 0.41 0.48 0.397 2.76 1.24 0.029
ProQOL 5 burnout 0,51 0.42 0.230 1.22 0.70 0.084 2.97 1.53 0.057

Table 6. Multivariate logistic regression analysis. +Dependence coefficient ++standard error

At multivariate logistic regression analysis, secondary
trauma scale resulted to be independently associated with a
higher distress scale score and a higher MMD-HP (table 6).

5.DISCUSSION

Death is not a phenomenon that ICU nurses are not used
of but in times of covid 19 the circumstances are different.
Why death is different in dealing in Covid 19 pandemic?
Because ICU nurses feel they cannot deal with the new
reality of dying a person alone, without his own family,
without a kissing goodbye, without time or space to mourn.
They have to fulfill the demand for creating a caring envi-
ronment, for providing emotional support to people dying
alone although they know that this could end with their
emotional exhaustion. The COVID-19 crisis creates un-
precedented challenges for those healthcare professionals
on the front lines of care. AACN stated that during this
COVID-19 pandemic, nurses are facing unique situations
that they may not have encountered before. ICU nurses
experience new challenges because during this COVID-19
pandemic, they face situations that do not meet usual stan-
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dards every time a patient dies, every time difficult ethical
issues nurses deal with. Kanaris (18), an intensivist stated
«what kept us awake at night during the pandemic was
moral distress». Morley et al (19) highlighted that ethical
priorities during COVID 19 changed and this heightened
the potential for moral distress in caring. They gave as an
example that although bedside caregivers were assured
that they were not obligated to provide care if their own
safety was threatened (eg, not available adequate PPE) this
may create moral-conflict distress for them if they feel that
maintaining their own safety would lead to substandard
care. The present findings indicate that ICU nurses’ over-
all MMD-HP score ranged from 3 to 262 with a mean score
of 116.52 (SD= 68.56). Distress score ranged from 5 to 79
with a mean score of 43.67 (SD=17.44) while intensity score
ranged from 3 to 108 with a mean score 52.04 (SD=22.69).
The hypothesis that age and years of experience in ICU will
correlate positively with moral distress was supported in
the data. This finding is consistent with previous research
findings (20).

Our research results showed a positive correlation be-
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tween nurses’ moral distress and the quality of professional
life. Moral distress may lead to physical, psychological,
social, and professional problems that may result in nurses
leaving the profession of nursing. (21-27)

Another finding of our research was that gender and
nursing role correlated statistically significant with moral
distress subscales scores and overall score with Nurses’ As-
sistants to score higher than Registered nurses in distress
and intensity score and female scored higher in overall
MMD-HP than men. One possible explanation why Reg-
istered nurses score lower in distress and intensity score
might be that they have been trained on values clarification,
communication skills, and an understanding of the system
in which healthcare is delivered which are some of the tools
necessary to address conflicts between the internal and ex-
ternal environments (2). O’Connell’ s (28) findings agreed
with this research findings that female report higher moral
distress scores than male.

One last finding of this research was a result of multi-
variate logistic regression analysis, that showed secondary
trauma scale (compassion fatigue) was associated inde-
pendently with a higher distress scale score and a higher
MMD-HP. Previous research (29), has shown that moral
distress can contribute to the development of compassion
fatigue and is a problem for nurses in high-stress areas and
identified moral distress and secondary traumatic stress
syndrome, as occupational hazards for health profession-
als providing care in highly stressful work environments.
Literature review shows that there are a lot of things in the
profession of nursing that can contribute to the develop-
ment of compassion fatigue that may develop when nurses
internalize pain in their work environment. Compassion
fatigue impairs nurses and their performance. Impaired
nurses risk patient safety as they become complacent and
distracted which may an important occupational hazard
resulting to low quality of care, occupational accidents,
absence from work and quitting profession. Negative profes-
sional quality of life can have a negative impact on nurses’
mental health and well-being resulting in lack of caring,
unable to provide compassionate patient-centered care.

6. CONCLUSION

During this COVID-19 pandemic ICU nurses experience
new challenges. Moral distress is evident in that clinical
environment with contributing factors the gender, the
nursing role, the age and years of experience in ICU. Posi-
tive correlation was found between nurses’ moral distress
and the quality of professional life. Educational support
that provides information about dealing with moral dis-
tress during the coronavirus pandemic and how ICU nurses
should deal with ethical issues that may confront in the
everyday professional life is essential. Hospitals should
monitor moral distress and there should be workshops that
could build moral resilience and maintain high professional
quality of life.
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