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Disclosures 

•  I have no relevant financial relationships to 
disclose 

•  I speak from the perspective of an APN whose 
clinical practice over the past 4 decades has 
focused on advanced cancer patients and their 
families in a tertiary cancer center – as a 
member of a pain and palliative care service &  

•  A member of the Centers Ethics Committee, 
clinical ethics consult team and facilitator in 
the communication Skills Lab 

•  A Board member of a community hospice 



 
Objectives 

•  Explore the concept of moral distress 
•  Discuss Its impact on care providers as well as 

the care provided 
•  Suggest strategies for dealing with moral 

distress 

 

•    



A Moment of Personal Reflection 

•  What brings you to this work in palliative care 
and end-of-life care patients and their families? 

•  Are the motivations that drew you to this work 
sometimes thwarted by the “reality” of  your 
day-to-day clinical environment/encounters? 

•  Is there a personal situation that immediately 
come to mind? 



Our Sense of  Professionalism - 
Tensions 

•  Altruism 
•  Honor 
•  Accountability 
•  Integrity 
•  Excellence 
•  Respect for others 
•  Duty  
•  Service 

                



 
A Moment of Personal Reflection 

 
•  The questions I ask myself  especially when 

caring for a patient at end-of-life - did I do 
enough – was there more I could have done - 
was I his advocate – was his voice heard? 

•  Sometime I feel guilty about not doing enough 
or “doing too much.” 



Moral Distress - History 

•  Not a new human condition – probably always 
existed in some form 

•  The term “Moral Distress” coined by Andrew 
Jameton in 1984 a prof in the College of Public 
Health at the Univ of Nebraska Medical Center 
in a book on Nursing Ethics 

•  He distinguished moral distress, from moral 
uncertainty and moral dilemmas  



Moral Distress 

•  Moral distress is the pain or anguish affecting 
the mind, body or relationships in response to a 
situation in which the person is: 
•  aware of a moral problem  
•  acknowledges a moral responsibility and 
•  makes a moral judgment about the correct 

action; yet, as a result of real or perceived 
constraints, participates in perceived moral 
wrongdoing   

      



Moral Uncertainty and Moral 
Dilemmas 

•  Moral uncertainty – the person does not know 
the right course of action to take 

•  Moral Dilemmas – the person recognizes two or 
more conflicting courses of action as morally 
justifiable and is unsure which action to take. 



Literature on Moral Distress 

•  Small but growing 
•  Majority reflects the experience of nurses but 
•  Moral distress has been shown to to occur in all 

other levels of healthcare providers as well as 
associated staff and administrators 

 



“At times I have Acted Against My 
Conscience” –Pediatric Study 

781 clinicians surveyed (attendings, house officers 
and nurses) from 3 children’s hospitals & 4 
general hospitals with PICUs surveyed.  64% 
response rate. Statement endorsed by:  
•  54% of house officers 
•  48%critical care nurses 
•  38% of hem/onc nurses  
•  25% of hem/onc attending physicians 

           

 



“Sometimes I feel  we are saving 
children who should not be saved”  

Across disciplines approx 20 times as many 
nurses, 15 times as many house officers and 10 
times as many attending physicians agreed with 
the statement 
•  “Sometimes I feel  we are saving children who 

should not be saved” as agreed with the 
statement  

•  “Sometimes I feel that we give up on children 
too soon.”          

              



 
Situations Causing Moral Distress 

•  Treatment overly aggressive considering 
prognosis 

•  Treatment not aggressive enough  
•  Prognoses incompatible with patient/families 

goals 
•  Indecisiveness or lack of agreement about goal 

of care among family members and providers 
•  Disagreement within the team about goals of 

care 
•  Voice not heard – fragmentation of care –

inadequate communication 



The Continuum of Palliative Care 

Diagnosis Death 

Therapies to modify disease 
(curative, restorative intent) 

Actively 
Dying 

Bereavement 
Care 

Life 
Closure 

Therapies to relieve suffering, 
improve quality of life 

6m 



Studies Examining Nurses’ Moral 
Distress 

 •  Encounters that cause moral distress 
•  Intensity, frequency and complexity of their 

distress 
•  Emotional and physical effects 
•  Effects on their personal lives, their patient 

care, decisions to leave their positions or leave 
the profession 

•  Moral Distress scale developed 
 

            (Corley et al. J Adv Nsg 33(2):250-256. 2001) 



Corley’s Moral Distress Scale 

•  Lists 38 situations in which nurse participants 
rank both frequency and intensity of moral 
distress (0-6 point Likert scale) 

 
             (Corley et al. J Adv Nsg 33(2):250-256. 2001) 



Moral Distress and “Non-
Beneficial”Care 

•  Participating in what is perceived as non –
beneficial medical care  

•  Highly conflicted role for  nurses when 
carrying out medical orders the nurse believes 
will fail to do good and may inflict further pain 
and harm  

•  Undermines the core of their professional 
practice 



Moral Distress Scale 

Situations included: 
•  Needless pain and suffering 
•  Dehumanization of patients 
•  Prolonging the dying process 
•  Deception 
•  Unnecessary or “non beneficial” treatment 
 



Moral Distress Scale 

Different specialties in nursing present unique 
situations that can result in moral distress for 
nurses: 

•  Intensive care 
•  Tertiary cancer centers 
•  Pediatrics 
•  Long term care facilities 
•  Dialysis  
 
 
  



 
Moral Distress and Non-Beneficial 

Care Nurses’ View 
•  Patient tethered to machines, not able to die 

peacefully, surrounded by family, free of pain, 
receiving palliative care focused on physically 
and spiritual needs. 

•  Patients denied palliative care focus most 
common theme 

•  Nurses identified themselves as being centrally 
involved in the conflicts surrounding 
physicians, patients and family members 
               (Ferrell, ONF, 2006) 



These Tensions Create 
Moral Distress 

•  Clinicians may be expected to carry out 
treatment or an approach to care they do not 
believe as in the best interest of the patient 
because of the decision of the patient’s 
surrogate, or other providers in the institution 

•  It is the very essence of subjectivity (especially 
around EOL care) that makes moral action or 
non-action distressing   



Moral Distress 
Key Elements 

•  Individuals sense of powerlessness 
•  Constraints on behavior can be  (e.g., 

fear of losing job, self-doubt, anxiety about 
creating conflict, lack of confidence) 

•  External constraints include – power 
imbalances between members of the health care 
team, poor communication between team 
members,  pressure to reduce costs, fear of legal 
action, lack of administrative support 

      (Jameton. 1993; Corley et al 2001; Hamric, Davis, Childress 2006) 



Moral Distress Reflects a Care 
Perspective 

Focuses on ethical principles 
•  Respect for the person 
•  Protecting patient autonomy 
•  Beneficence 
•  Nonmaleficence 
•  Justice 
•  Truth telling 
 



Autonomy 
•  Is there a limit to patient autonomy? 
•  Does the patient with capacity have the right to 

demand any treatment or to chose from a set of 
offered options? 

•  Should patients options be limited to medically 
appropriate treatment? 

•  Are some options not appropriate to offer? 
•  In the oncology patient is the risk/benefit ratio 

unique? 
     (Lantos et al. JAMA, 2011) 



Ethics Committee Consult Service 
January – June 2011 Summary Report 

Patient Population 
Adult 25 
Pediatric 0 

Site of Service 

M10 2 

OPD 2 

M15 1 

ICU 8 
M12 2 
M14 4 
M18 3 
M16 1 
M7 1 
M17 1 



The Continuum of Palliative Care 

Diagnosis Death 

Therapies to modify disease 
(curative, restorative intent) 

Actively 
Dying 

Bereavement 
Care 

Life 
Closure 

Therapies to relieve suffering, 
improve quality of life 

6m 



Recognizing Moral Distress 

•  Involves feelings of frustration and anger 
(fairly easy to recognize) 

•  Under the surface and less easy to recognize – 
threats to one’s moral integrity – feeling 
belittled, unimportant and unintelligent 

•  Consequently morally distressed individuals 
may not talk about their distress and end up 
feeling isolated  
     (Elpern et al 2005; Wilkinson, 1988) 



Consequences of Moral Distress 
Varies among professionals eg., bedside nurse, 

fellow, attending physician  
 

•  Diminished professionalism 
•  Decreased patient/family satisfaction 
•  Potential decrease in quality of care 
•  Increased organizational cost 
•  Demoralization/Burnout 
•  The provider may become morally numbed to 

ethically challenging situations.  

      (Rushton, 2012) 



Simply Put 

•  Caregiver suffering 
•  Personal distress –secondary trauma 
•  Interpersonal conflict 
•  Diminished quality of care 
 

      (Rushton, 2012) 



Moral Distress and Moral Residue 

•  The moral wound of having had to act against 
one’s values remains 

•  Moral residue is long-lasting and integrated 
into one’s thoughts and views of self 

•  This can be damaging to self especially when 
morally distressing episodes are repeated over 
time  
         (Jameton, 1993; Epstein & Hamric, 2009)  



    
    

   Crescendo Effect 
    Solid lines indicate moral distress  

   dotted lines indicate moral residue  

    (Epstein and Hamric, 2009, J Clin Ethics)  
  



Moral Distress 
The Need to Step Back and Reflect 

•  Whose suffering am I experiencing – is it my 
own or is it the patients? 

•  Whose values are at stake here – are they my 
own or are they the patients? 

•  These are complex questions- in the face of face 
of patients and staff coming from multiple 
cultures and religious and philosophical 
backgrounds 



 
Moral Distress 

The Need to Step Back and Reflect 
 
 •  We need to recognize not only the unique 

vulnerability of the patient but also the special 
vulnerability that comes from the one who 
really gives care 
     

       



Primary 
appraisal 
(Demands) 

What’s 
happening?  

 

Secondary 
appraisal 

(Resources) 

What can I 
do? 

Does this matter 
to me?   

(Susan Folkman, PhD, UCSF) 



Addressing Moral Distress 

•  Engage in reflective practice 
•  Ask questions 
•  Get clarification 
•  Be open to new possibilities 
•  Be transparent 
•  Let go of outcomes 
•  Monitor your mindset 
•  Become a witness rather than an actor 
•  Explore personal responses  

           (Rushton & Makowski, 2012, AHPM) 



Strategies to Address Moral 
Distress 

Moral distress as the instigator of insight, change, 
learning versus detrimental 
•  Are you responding or reacting? 
•  What assumptions are you making? 
•  What assumptions are others making? 
•  What am I assuming based on previous 

experience that may NOT be true NOW? 
•  What am I assuming about external 

circumstances or “reality.” 
        (Rushton, 2012) 



Analysis (Learning) 

•  Debriefing for the purpose of learning 
•  Education – Ethics Rounds 
•  Root cause analysis 
•  Systematic surveillance, monitoring, 

documentation 
•  Changing systems, practice, protocols 
•  Support systems 
 

      (Rushton, 2012) 



Addressing Moral Distress 
AACCN – 4 A’s 

ASK 
moral distress and ask yourself whether what 
you are feeling is moral distress. Are your 
colleagues exhibiting signs of moral distress 
too? 

AFFIRM – Affirm your feelings about the issue. 
What aspect of your moral integrity is being 
threatened? What role could you (and should 
you play)? 



Addressing Moral Distress 
AACCN – 4 A’s 

ASSESS – Begin to put some facts together. What 
is the source of your moral distress? What do 
you think is the “right” action and why is it so? 
What is being done currently and why? Who 
are the players in this situation” Are you ready 
to act?  

ACT – Create a plan for action and implement it. 
Think about potential pitfalls and strategies to 
get around these pitfalls 
             (Rushton, 2006) 



Intervening to Address Moral 
Distress - Goals 

•  It gives a name to the phenomenon 
•  It reduces the threat to the providers moral 

integrity 
•  Even if moral distress cannot be completely 

removed at least the angle of the moral distress 
crescendo can be reduced 

•  It provides avenue for those without power to 
voice there opinion and to be heard 
                 (Epstein, and Delgado, 2010) 

 



Intervening to Address Moral 
Distress Achieves Several Goals 

•  This does not necessarily mean that the voice 
will be the final voice or the opinion followed  

•  The goal is to preserve moral sensitivity and 
integrity by being recognized, valued, and 
heard 

•  It allows moral distress to be recognized as a 
multi-disciplinary problem  

                    (Epstein, and Delgado, 2010)   



 
Moral Distress 

 •  Think of the most recent clinical encounter that 
caused you an ethical dilemma or moral 
distress. 

•  How frequently do you encounter similar 
situations? 

•  What resources are available to you should you 
encounter a  situation causing you moral 
distress? 

•  What personal or institutional barriers prevent 
you from or encourage you to use those 
resources?  


