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ABSTRACT

Significance: Nurses facing impediments to what they perceive as moral practice
may experience inner turmoil, frustration, and moral distress. These scenayios
culminate in resignation from employment at the individual level, increasétbatat
the systems level, and poor patient outcomes, including increased morbidity and
mortality. Moral dilemmas challenge nurses in a variety of practitengs and, although
nurses have taken on expanded roles in their practice, factors beyond the nurse’s control
may hinder their ability to act as moral agents for patients and familie

Purpose: To explore the relationships between moral distress and avoidance
thoughts and behavior between nurses currently practicing in critieahndrnon-critical
care settings.

Methods. A descriptive cross-sectional comparative design was used. A
randomized subset € 370) of critical care nurses was drawn from a random sample of
members of the American Association of Critical-Care Nurses. The rderahthe
participants were drawn from convenience samples of 87 nurses from the Rural Nurse
Managers Organization and two nursing programs in the Midwes225). Participants
worked in critical care as well as non-critical care settings in thiet&itates. Online
surveys, using Qualtrics software, and paper and pencil surveys wereudathf
collection. The Moral Distress Scale (MDS) and Impact of Event S¢&f) (Vere used
to measure the variables of interest. Demographic data were ahalyaelescriptive
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statistics including frequencies, t-tests, and chi-square. Multivanetkysis of variance
was used to examine differences between groups in moral distress, avoidantadeha
and age. Linear regression was used to examine relationships between MBS and |
scores by groups of nurses after adjusting for age.

Results: Critical care nurses were significantly older than non-critical carses
(t=3.18, p =.002) with mean ages of 43 and 35 respectively. Moral distress scores were
higher for critical care nurses compared to non-critical care nurses, lolitf¢hence was
not statistically significantt(94) = 1.31p = 0.25). Critical care nurses reported higher
levels of moral distress intensity and frequency, but there was noicifitignificant
difference F (2, 93) = .90p = .41). 3) There was also no significant difference between
critical care and non-critical care nurses on Moral Distress Scalengadt of Events
Scale scores (F(2, 93) = 2.19, p = .12). After adjusting for age, there was neangnifi
difference between critical care nurses and non-critical caresnoingigloral Distress
Scale F(1, 92) = .892p = .347)and Impact of Events Scale scorEgl( 92) = 3.801p =
.054). There was an extremely small positive correlation between morakdiahd
avoidancer(= 0.107,n=96,p = .298).

Discussion:Moral distress is present in both critical care and non-critical care
nurses. Knowing that nurses do experience moral distress is a concern for both nurses
providing direct patient care and administrators. If nurses are avoidieggsadue to
moral distress, the well-being of the patients and nurse may be compramsed.
important that those responsible for recruiting and retaining nurses arcivilae
presence of moral distress and avoidance as part of nursing practice and thatelogy dev
strategies to help nurses manage its effects. This study increaseédgewf moral

Xi



distress and avoidance behavior in nursing practice. Occurrences of moeaksdisat
nurses experienced most frequently and with the most intensity were ideisfiee!l as
the frequency and context of self-identified stressful life events assdavith avoidance

behavior.
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CHAPTER ONE
INTRODUCTION
The focus of this research was on exploring the relationships between moral
distress and avoidance behavior between nurses currently practicing ai cate and
non-critical care settings. Moral dilemmas challenge nurses inetyafipractice
settings and, although they have taken on expanded roles and a more participative nature
in their practice, factors beyond the nurse’s control may hinder thetydbikct as
moral agents for patients and families. When nurses face impediments tihve@yhat
perceive as moral practice, they may experience the inner turmoil andtfamstf moral
distress. Avoidance involves an individual’s physical or psychosocial expressions
directed at avoiding, or thinking about, reminders of a given event. The goal aidie st
was to contribute to an understanding of moral distress and its relationship to nurse
avoidance behavior, as well as to provide a foundation for future research to identify
strategies to prevent attrition and resignation of nurses and poor patient outtaimes
may result from its occurrence.
Moral Distress
Definitions of Moral Distress
The earliest work found in the literature addressing moral distress ddfamed i
psychological disequilibrium resulting from knowing the ethical action to take but not

taking it due to an inhibiting medical power structure or institutional policy ¢&eme

1



2
1984). Similarly, Wilkinson (1987/88) addressed moral distress as a sensory event
“negative feeling state experienced when a person makes a moral decisioenbt
follow through by performing the moral behavior indicated by that decision” (p. 16).
Physical symptoms reported by nurses in Wilkinson’s study included hegaitapahs,
diarrhea, and headache.

Fenton (1988) identified moral distress as a disturbing emotional response
occurring when one’s personal beliefs about right and wrong are violated. Q&02y (
drew from Jameton’s work in defining the concept of moral distress as psychblogica
disequilibrium, negative feeling state, and the suffering that nuxpesience when they
do not act on moral decisions due to institutional constraints.

Hanna (2004, 2005) defined moral distress as an act of interior aversion in
response to a perceived harm to a known good (moral end) and involving a perceived
violation of the person. Even if the violation is not articulated, moral distress catnimesul
a disconnection from self and others. Interior aversion is a withdrawal from tlesvperc
source of the harm and originates with a pre-cognitive perception the authidiagdeas
visceral discernment. Although visceral discernment may preclude consaogsit®n
of initial awareness of moral distress, it may initiate behaviors and eymspif the
phenomenon.

Reviewing the literature from 1980 to February 2007 on the effects of unresolved
moral distress on nurse turnover, and reflecting on the earlier work of Wilkinson

(1987/1988), Australian investigators Schluter, Winch, Holzhauser, and Henderson
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(2008) define the concept of moral distress as “an emotion that is expressed when the
moral complexity of a situation is not leading to a resolution, thereby having #mipbt
to cause harm to the individual nurse” (p. 306). This definition acknowledges that moral
distress is complex and holds the potential for harming nurses. It is the absence of
resolution that results in the lingering nature of the distress.

While acknowledging Jameton’s definition of moral distress, Tiedje (2000)
refines the concept of moral distress as a process: recognizing #wasiardis difficult
to act upon; experiencing emotional distress; reflecting on the situation; chrosing
possible strategies for resolution; and taking action. This process moves beyond
identification of the phenomenon to the cognitive and behavioral elements that can lead
to individual or collective moral action towards resolution of a morally-chargedisitua
Synthesizing these earlier works, Nathaniel (2002) offers the followinngytokad of
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 moral responsibility, and makes a moral judgment about the correct

action; yet, as a result of real or perceived constraints, participateseivex:

moral wrongdoing (p. 5).
Effects of Moral Distress

Effects of moral distress include loss of self-worth, interferente pérsonal
relationships, psychological effects (depression), behavioral (nightncayesy), and

physical symptoms such as heart palpitations, diarrhea, and headache. Eiperty, C

and Kleinpell (2005) report feelings of powerlessness, hopelessness, and lack of support.
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Additionally, Austin, Lemermeyer, Goldberg, Bergum, and Johnson (2005a) report
anger, nausea, frustration, grief, misery, and ineffectiveness.

Moral distress is not only a situational phenomenon, but holds the potential for
long-term residual effects when moral distress is sustained. Harding@#) (fescribes
a practice experience where she did not have the courage to act with integpatisna
care situation. She relates that the experience remains with her andhaositsile
sustained moral distress can threaten one’s integrity, it can also provokeatianfof
moral and philosophical commitments through dialogue with others about situations in
which moral compromise has occurred. In this sense, moral distress may pgesent a
growth experience and one that provides insight for nurses to understand and
accommodate to its presence as an element of professional nursing pvéehbseer and
Baylis (2000) address the grievous nature of sustained moral distress arsi ajge
persons carry it with them from life events in which they compromised themsédiees w
faced with moral distress, and that these times are painful because thgychetrshed
beliefs and values:

The experience ...can sear the heart. The passage of time may blunt the acute

distress, the profound uncertainty and fear, the guilt, and the remorse, but our

experience suggests that people who have lived through serious moral

compromise carry the remnants of the experience for many years, if ndinaelife

(p. 223)

Moral distress in nursing has been reported as a significant factor in burnout,
resignation, and attrition. Taylor (2002) suggests that repeated moraldist@s to

withdrawal and a flight response on the part of nurses to other jobs. Nurses may become

apathetic leading to clinical mistakes in the practice setting. Retdriaschenko (2004)



consider moral distress and the effect of proximity to patients on nurses’ moral
responsiveness. The authors posit that moral distress has “appeared witdingcexen
alarming regularity in the nursing ethics literature” (p. 24/8) that there is a correlation
between moral distress and the unacceptable conditions under which nurses practice.
Loss of self-worth, impaired sense of wholeness, depression, and intent to leave the
profession, along with behavioral and other physical symptoms have been reported.
Quality of patient care is threatened as nurses avoid patients and/aorsstasta coping
strategy for dealing with moral distress (Wilkinson, 1987/1988).

Much has been learned from prior investigations of the consequences of moral
distress for nurses and their patients. In previous studies, the experiendéehasmta
different meanings dependent on the context of the situation, organizational environment
experience of the staff, and beliefs and values of persons involved in ethicalrdecis
making. Investigators have expanded the meaning of the concept and further claified t
depth and breadth of physical and psychological consequences. Definitions have varied
from knowing the morally correct action to take, but being constrained from tddhg
action (Jameton, 1993), to a sense of disconnection from self and others and an interior
aversion with perceived violation of the person (Hanna, 2004, 2005). Nurses repeatedly
facing these situations may leave the profession in an effort to maintahropega@l
integrity.

Significance of Moral Distress to the Nursing Profession
Nurses facing repeated situations that result in the experience of muesdslis

may become unable or unwilling to continue to practice in a profession thatydizaead
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a shortage of practitioners. Buchan and Aiken (2008) suggest that the current shortage i
not necessarily a shortage of qualified nurses, but a shortage of nurses whingréowi
work in the present conditions, including insufficient staffing, inappropriate skdll mi
and inadequate support. These issues have been associated with the experierade of mo
distress. This erosion of the nurse workforce has significant implications foealté
and well-being of patient populations, as well as the nurse caregivers andrthkast
Moral distress can result in psychological disintegration of persons (AuatikeR
Kagan, Bergum, & Lemermeyer, 2005b; Gutierrez, 2005; Hanna, 2004,2005; Kain, 2007;
Rushton, 2006; Wilkinson, 1987/1988), attrition (Brosche, 2007; Gutierrez, 2005;
Hamric, & Blackhall, 2007; Laabs, 2005; Schluter et al., 2008), resignation (Brosche,
2007; Hamric, & Blackhall, 2007; Janvier, Nadeau, Deschénes, Couture, & Barrington,
2007; Kain, 2007; Schluter et al., 2008; Wilkinson, 1987/1988), and poor patient
outcomes (Brosche, 2007; Corley, Minick, Elswick, & Jacobs, 2005; Gutierrez, 2005;
O’Haire, & Blackford, 2005; Schluter et al., 2008; Sundin-Huard, & Fahy,1999; Zuzelo,
2007).

Nurses are the single largest group of health care providers and the void they
leave in exiting the profession negatively impacts the quality and quantityieftpzdre.
The failure to effectively cope with moral distress can lead to apatbilamce of
patients and situations that evoke moral distress and burnout. Increasedpartoedity
and, in some instances, mortality may result. Studies show that nurses mastanabl
cope with moral distress and likely to leave the profession may be the best patient

advocates and have the highest levels of moral sensitivity (Tiedje, 2000n3uitki
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1987/1988). Millette (1993) advises the importance of identifying those health care
providers who are at risk for moral distress. In examining orientationsdownanal
reasoning, she found that nurses who used a ‘caring’ approach with an emphasis on
relationships and personal connections rather than ‘principles’ and ‘ruleskeomaaal
decisions were more likely to exit the profession. These findings hold significant
implications for managers, supervisors, and colleagues in identifying those atrsk
for moral distress.

Hanna’'s (2005) work contributed to the knowledge of moral distress by
delineating different types of moral distress and the concept of interi@i@vevhich
holds significant implications for the provision of quality patient care by distglce
nurse from the care recipient. Moral distress is observed as possessproiedies:
perception, pain, valuing, altered participation, and perspective. Three typesabf m
distress are identifiedhocked (declared), muteahdsuppressed (persisten§hocked
(declared) moral distress is abrupt and intensely experienced with thiepeitiaption of
harm. Muted moral distress is an interior experience, but reflects an extkemme and
includes headache, nausea, and fatigue. Suppressed (persistent) moral disk®ss bloc
reflective self-reflection related to the experience and results guétdepression,
migraine headaches, and gastrointestinal upset. The physiologisabbiéss moral
distress phenomenon may be linked with Lieberman’s (2000) identification of
neurotransmitters in the basal ganglia of the brain as a source of emqioraadal,
evaluation, and decision making regardless of conscious awareness. Additionatig, Ha

(2005) describes the element gblvingmoral distress, which develops over time as a



8
person speaks out with greater force and to larger groups to attempt to rightriige w
they believe exists.
Who Experiences Moral Distress

While most studies on moral distress were conducted in critical carenarsas
working with elderly persons in long-term care have been found to be at risk for moral
distress as well. This occurs due to a shortage of nurse care providers, mandatory
overtime, unmanageable workloads, lack of nurse-physician collaboration, and
institutional constraints. With the increasing aging population, Pijl-Ziebal. (2008)
suggest that nurses and other healthcare professionals working with oldetspathy
need to become increasingly proactive in safeguarding against the developmerdlof
distress.
Justification and Purpose of the Study
The rationale for conducting the study was related to the negative consequences

moral distress can have on nurses, patients, families, and health careanstitttrition
of nurses who are unable to successfully cope with moral distress; negatiue patie
outcomes including morbidity and mortality as a result of avoidance behavior; and high
costs of orientation programs. In 2003, Lee reported the cost of replacing a naidssOwa
percent of their annual wage. For example, the cost of replacing a nurse making $50,000
a year was $75,000. Gardner, Babin, Romero, Trull, and Turpin (2009) report the cost for
recruiting and replacing an RN to be approximately $40,000. Bratt (2009) estiimate
cost of replacing a nurse is equal to their annual salary, which is $62,140 for Wisconsi

nurses. Jones (2004) identifies five consequences of nurse turnover for healthcare
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organizations that nurse executives and administrators must consider, 1) losseof futur
returns that would have accrued from past investments in nurses had they remained in
their positions, 2) short-term productivity losses and workforce instability, 8 obs
temporary staffing, patients deferred to other units, or employed nurses workihmeve
to fill vacancies, 4) investments necessary to orient and train new nurses, dhdutydi
finding nurse replacements resulting in unsafe patient-nurse ratio witlasedrguality
of care and nurses who are overburdened and burned out. Clearly, situations that result in
nurses leaving the workforce significantly challenge financial Igtalmn health care
institutions. Therefore, the purpose of this study was to examine moral disigess a
avoidance in critical care and non-critical care nurses.

Aims and Hypotheses

Aim la.To determine if there is a difference between the intensity and freqagncy
moral distress of nurses in critical care and non-critical caregsetti

Hypothesis 1aThe intensityand frequency of moral distress is greater in critical
care nurses compared to non-critical care nurses.

Aim 1b. To determine if there is a difference in mean Moral Distrese &oal Impact
of Event Scale scores between critical care and non-critical careamar$es
determine if there was a difference after adjusting for age.

Hypothesis 1b. There is no difference between moral distress and avoidance
behaviors of nurses in critical care and non-critical care settings.

Aim 2. To determine if there is a correlation between moral distress and avoidance

behaviors in critical care and non-critical care nurses.



Hypothesis 2There is a positive correlation between moral distress and
avoidance thoughts and behaviors.
Aim 3. To determine if there is a relationship between moral distressraitthace
behaviors in critical care and non-critical care nurses adjusting for age
Hypothesis 3. There is no difference between moral distress and avoidance

behaviors by nurses after adjusting for age.

10



CHAPTER TWO
LITERATURE REVIEW
The purpose of this study was to examine moral distress and avoidance in critical
care and non-critical care nurses. The review of the literature is ordamaend the
concept of moral distress and the factors hypothesized to be associated with moral
distress.
Moral Distress
Moral Distress in Nursing and Nursing Practice
In the past 20 years, moral distress has been recognized as more prevalent in
nurses working in intensive care settings, and there is greater avganéttes influence
of environment on its prevalence. Nurses practicing in intensive care unithaykeat
risk for moral distress due to the nature of patient conditions and related isgues
arising in these settings (e.g., end-of-life decision-making, autonomy,tailocé scarce
resources, quality vs. quantity of life). Thus, the majority of studies on morassistr
have been done with nurses working in intensive care units. Sixteen studies examining
moral distress in the patient care setting were identified. Studiespanead by research
methodology for ease of interpretation.
Corley’s Model of Nurses’ Moral Distress
The conceptual framework for this study is derived from the work of Corley

(2002) author of the Moral Distress Scale (MDS). The MDS was used to operagonal
11
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moral distress in this study. This model was chosen as it draws from the veankierf
moral distress studies and enhances earlier frameworks with the addition of goncept
related to moral distress. For this study, the concept of avoidance is added to the
framework as it is hypothesized from prior studies that avoidance isassowith
moral distress (Hanna, 2005; Rondahl, Innala, & Carlsson, 2003). Avoidance is more
than the absence of physical presence. It is conscious efforts to avoid thinking about an
event or reminders of an event (Hogan & Schmidt, 2002).

Corley (2002) views nursing as a moral endeavor and draws on the work of
Wilkinson (1987/88) and Jameton (1984, 1993) in defining moral distress. Jameton
(1993) focuses on the initial distress that is experienced involving feelingssthtron,
anger, and anxiety people experience when faced with institutional obstaclesHictl c
with others about values. In discussing moral distress in nursing practi&e) i
defines it as the psychological disequilibrium and negative feeling stateesqaet
when a person makes a moral decision but does not follow through by performing the
moral behavior indicated by that decision. Corley’s (2002) theory of moral distress
proposes what happens when a nurse either is unable or feels unable to advocate for a
patient. Moral distress is set in an external and internal context: thheahdentext is the
work environment; the internal context is the nurses’ psychological responses. Mor
concepts relevant to the theory can be seen from the individual's perspective and that of
the organization. The theory acknowledges institutional constraints as acorajonent
and suggests that the context for justifying ethical choices should not excludatie c

within which decisions are made.
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Corley’s theory is based on two premises; 1) nursing is a moral profession, and 2)
nurses are moral agents. When a nurse cannot enact moral agency, she/he becomes
vulnerable to moral distress. Corley proposes there are moral conceptgtctttime
development of moral competency which is necessary for moral action. Defimifions
moral concepts which are related to both nursing as a moral profession and toswrses a
moral agents are shown in TableAlvisual representation of Corley’s theory of moral
distress that incorporates these concepts is shown in Figline toncepts of
commitment, sensitivity, autonomy, sense-making, judgment, conflict, anthteeee
interrelated with moral competency and moral distress. The development bf mora
competency will depend on how the nurse has incorporated the other concepts into her
value system and lead to a decision to act (adherence to moral values) or tdistressd
if the nurse chooses not to act or if she feels she cannot act due to institutional
constraints.

Corley draws from the work of Rest (1986) in defining moral competency as the
ability to make moral sense of situations, use good moral judgment and intention, and
engage in morally appropriate behavior. Moral competency is fostered by mora
commitment, moral sensitivity, and moral imagination. The more morally caethahd
morally competent a nurse is, the greater the moral comfort she will exgesiet¢he
less moral distress. This in turn facilitates her ability to advocate fquatient. Moral
sensitivity fosters commitment to patients and the ability to use straiaghical
decision-making. Nurses who have lost their ability to care may lack sensitivity

and will not experieremoral distress. Those who maintain high levels of sensitivity and
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competency are more likely to demonstrate moral courage and moral haralsare

able to take action resulting in moral comfort rather than moral distressiurbe’s

ability to act with moral courage and comportment are contingent on thectiaera

absence, or presence of the moral concepts within the model (Corley, 2002).

Table 1

Concepts Relevant to Moral Distress

Moral Definition Relationship to Moral Distress
Concept
Commitment | Engagement in moral issue High levels foster:
Loyalty to values Moral competency
Willingness to take risks Moral behavior
(Tourtillott, 1982) |moral distress (Corley, 2002)
Sensitivity Ability to: High levels:
Recognize a moral conflict Reflect commitment to
Understand patient’s patients
vulnerability Foster development of moral
Hold insight of ethical competency
consequences of decision | moral distress.
(Lutzén, Johansson, & (Oddi, Cassidy, & Fisher,
Nordstém,2000) 1995)
Autonomy Freedom and responsibility to chogseigh levelst moral distress in

(Scott, 1998)

absence of moral commitment and
moral competence. (Corley, 2002)

Sense making

Structuring of moral meaning
(Rest, 1986)

High levels of moral commitment an
competence foster sense making of
situations and moral distress.
(Corley, 2002)

Judgment Integration of ethical considerationsNurses with high levels of moral
of a course of action to determine | commitment, competency, and seng
what ought to be done (Corley, 200R)naking more likely to make
appropriate moral judgments and
have| moral distress.
(Corley, 2002)
Conflict Situation involving clash of moral | Nurses with autonomy, limited

values about a morally right action
(Redman & Fry, 2000)

choices, violated values, and
relationships with suffering patients
have more moral conflict.

(Corley, 2002)

e
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Moral Definition Relationship to Moral Distress

Concept

Competency | Ability to: Nurses with moral commitment, but lackin

Make moral sense of in moral competency more likely to
situations experience moral distress. (Corley, 2002)

Use good moral judgment

Engage in moral behavior

(Rest, 1986)

Certainty Absolute moral conviction thatLess moral distress when combined with
leads to risk self to act rightly | moral commitment, competence, and
(Wurzbach, 1996) autonomy. (Corley, 2002)

Imagination | “Aspect of the imagination | Fosters high levels of moral sensitivity and
which potentially becomes moral competence.
active in the moral agent’s | moral distress. (Corley, 2002)
attempt to consider what moral
decisions to make” (Scott,

1998, p. 45)

Integrity Adherence to moral values; | In absence of moral competency may lead
tied to one’s sense of self- moral distress. (Kelly, 1998)
respect. (de Raeve, 1998)

Outrage Feelings of anger and shock|itMore likely to occur in the presence of
response to a morally charged moral sensitivity, moral commitment and
situation (Pike, moral competence; less moral distress.
1991) (Corley, 2002)

Courage Willingness to take a stand | Combined with actiog moral distress.
amidst controversy or (Corley, 2002)
challenge, despite potential
jeopardy to job (Pike, 1991)

Heroism Ability to act as result of moralAbsencetmoral distress (Corley, 2002)
courage. (Corley, 2002)

Comfort Opposite of moral distress Result of morally appropriate action
(Corley, 2002) (Corley, 2002)

Suffering Impact on nurse as result of | Leads to resignation, burn-out, and exiting

moral distress (Corley, 2002)

the profession (Corley, 2002)

Note.From “Nurse Moral Distress: A Proposed Theory and Research Agenda,” by M. C.

Corley, 2002Nursing Ethics, @), 636-650.



Figure 1 Corley’s Model for a Theory of Moral Distress
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Moral distress impacts patients, nurses, and organizations. If the nurse is anable t
advocate for the patient and avoidance behaviors occur, increased patiemgscéfier
result. If moral distress results in high nurse turnover, the organization may have
difficulty recruiting nurses to replace those who have left. If moral dssteasls to
decreased quality of care and low patient satisfaction, the reputation aeditation of
the organization is jeopardized. The suffering that nurses incur from morakdist
great. Rushton posits that moral distress is a particular type of suféedhitat
unrelieved moral distress jeopardizes nurses’ sense of self-worth andribrisesir
integrity (2006).

Corley (2002) recognizes the impact moral distress has on the nurse in terms of
suffering and that it leads to resignation, burn-out, and exodus from the profession. |
the impact of moral distress on the nurse rather than factors contributing to its
development that is the focus of this study. As institutional constraints are thought to
influence the development of moral distress, the organizational perspectivdsoust a
considered. Within the context of health care organizations, it has been proposed that
decreased levels of moral distress are present when nurses are ifiludméia work
settings and are more likely to be involved in active resolution of a dilemma (Feé&tic
Walden, 2000); have high levels of ethics work satisfaction (McDaniel, 1995); have
good relationships with peers, patients, managers, physicians, and adtronigOlson,
1998); and work in institutions that have policies that guide practice (Hutchinson, 1990).
These propositions from the organizational perspective reflect the exdtentext—the

work environment—of Corley’s theoretical model.
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Quantitative Methods

Examining moral distress with a sample of 111 nurse-members of the American
Association of Critical-Care Nurses (AACN), Corley (1995) used the 32M®S to
identify similarities and differences between critical caré aon-critical care nurses.
Three domains of moral distress were identified through factor analyx@sioimains
were aggressive care, honesty, and action response. Nurses working in nsindrdare
settings reported higher levels of moral distress on the aggreasevdamain compared
to nurses in intensive care (F=58;.02). Overall, mean scores reflected lower levels of
moral distress ranging from 2 and 3 on a 7-point scale, but some nurses experidnced hig
levels of moral distress on selected items. Twelve percent of thessss maported having
previously resigned a position due to moral distress.

Corley et al. (2005) studied a convenience sample of 106 registered nurses
working on medical and surgical units in a mid-Atlantic city. The purpose of the
descriptive, correlational study using the 38-item MDS and the Ethicatdamvent
Questionnaire (EEQ) was to examine whether the intensity of moral distassrelated
to frequency of moral distress, and, if the nature of the ethical environmeneaffecse
moral distress intensity and frequency. The EEQ is a 20-item questionnairefsaires
the degree to which a health care setting exhibits an ethical environment.didoess
Intensity was significantly correlated with moral distressgjfrency(=0.42,P=0.01).

Moral distress Intensity was correlated with African American (Kemdall's tau=0.27,
p=0.01) and negatively correlated with age-0.215,P=0.05). Moral distress Frequency

was negatively correlated with the EE@-0.42,P=0.01). The EEQ predicted moral
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distress intensityH=1.65,P=0.038) reflecting the significant impact that environment
had on the experience of moral distress for practicing nurses in these medicabaral s
units. Additionally, more than 25% of the nurses reported having previously left a
position due to moral distress. This resignation rate further supports the need tp identi
strategies/interventions to assist nurses in coping with moral distress.

The relationships among moral distress, ethical climate, physician/nurse
collaboration, and satisfaction with quality of care were the focus of a syudsraric
& Blackhall (2007) exploring the perspectives of 196 nurses’ and 29 physicians’ on
caring for dying patients in critical care units in two different hospital19-item
version of the MDS was used along with McDaniel’s Ethics Environment Questiennai
Olson’s Hospital Ethical Climate Survey, and Hojat’'s Attitude Scale. éfitht site,
investigators found that nurses had lower collaboraper0Q1), higher moral distress
(p<.001), more negative ethical environmems.001), and less satisfaction with quality
of care p<.005), than did physicians. Pressure to continue what they believed was
unwarranted aggressive treatment created the highest moral distlesthfourses and
physicians. Nurses reported more frequent situations involving moral disia@ss t
physicians. At Site 1, 1% of nurses reported leaving a position and 23% had considered
leaving due to discomfort about the way end-of-life care was provided in theutiosti
At the second site, 17% had left and 28% had considered leaving. However, this data
must consider the fact that at Site 1 the question asked specifically aboutldéadark,
while at Site 2 the question was reworded to ask about patient care. Nursegath hi

moral distress scores had lower satisfaction with quality of paréd1), lower
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perception of ethical environmemq<(001), and lower perception of collaboration
(p<.001). The most highly ranked morally distressing situation for nurses at lasth sit
was following the family’s wishes to continue life support even though thewbdlie
was not in the patient’s best interest. Other morally distressingisitsaccurred when
initiating lifesaving actions that prolonged death and continuing to participptdient
care when no one would make the decision to “pull the plug”.

In a 2004 study, Meltzer and Huckabay surveyed 60 critical care nurses (51
females, 9 males) to examine the relationship between the frequency of reesisdi
and emotional exhaustion. Using a modified version of the MDS and Maslach’s Burnout
Inventory, it was found that the frequency of moral distress in instances efdard was
significantly correlated with emotional exhaustion(.317,P=.05). Significance was
also shown in a linear regression analysis with MDS frequency s&8red 10)
associated with MBI emotional exhaustion scores (F=@l#1, 58,P=.01). Nurses with
a bachelor’s degree in nursing or higher had significantly higher scores (FB4.2@9)
on the MDS painful feelings subscale than did nurses with an associate degreenm nursi
Nurses who considered religion to have no importance in their lives had significantly
higher scores (F=3.48~.05) on the MBI emotional exhaustion subscale than did those
who reported that religion was very important in their lives.

Janvier et al. (2007) equated moral distress to ethical confrontation and examined
its occurrence in 115 nurses and 164 residents in a neonatal intensive care unit (NICU)
using anonymous questionnaires. The authors reported that 35% of nurses and 19% of

residents experienced frequent moral distress/ethical confrontation wdsschot
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associated with religion, level of training, years of practice, sex, ageviogtchildren

or not for either of the groups. Nurses work setting was categorized bytoe#tiose

who worked in the outborn NICU, inborn NICU, and delivery room. There was a higher
frequency of ethical confrontation in nurses working in the outborn NICU (56%)
compared to the inborn NICU (22%) and delivery (24P®(Q.05). The investigators
acknowledged the impact of moral distress on the morale of health care providers,
burnout, turnover, staff satisfaction, and the provision of quality care.

The MDS was used to explore the prevalence and contributing factors of moral
distress with 260 medical and surgical nurses. Intensity of moral distregewna to be
high in situations of futile care, deception, euthanasia, and for certain instikftictioas.
Predictors for high intensity of moral distress scores were age > 3lagsaciated with
futile care P=0.04), current employment <3 years associated with futile care and
deception P=0.04), and nursing experience >6 years associated with nursing practice
(P=0.04), futile careF=0.001), and deceptio®£0.03). Predictors for high scores for
frequency were age > 34 years associated with futile Paf®{06), current employment
> 3 years associated with futile caR=(.007) and deceptio®€0.04), and nursing
experience > 6 years associated with nursing pra®re@.Q007), institutional factors
(P=0.004), futile careR=<0.0001), and euthanasig=<0.0001). The highest scores for
Intensity in all categories were of nurses caring for oncology and teamgjatients (Rice

et al., 2008).
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Qualitative Methods

In interviews with 12 critical care nurses, Gutierrez (2005) examined moral
conflicts, moral judgment, and constraints to moral action that lead to moragslistre
Moral conflicts most frequently reported included; overly aggressivecaledeatment
(92%), inappropriate use of health care resources (75%), physician giving
incomplete/inaccurate information to patient and/or family (67%), and lackpdécefor
patient wishes by physicians (67%). Situations of moral judgment includedsiproef
supportive care only (67%), no resuscitation during cardiac/respiratory (&7es},
complete/accurate information given to patient/family by physician }58#6 patient
wishes upheld/respected by physician (50%). The most common constraint teatgute
nurses from acting on their moral judgment or resolving a moral conflict wagtingf
goals between the patient, physician, family, and nurse. Effects of mgirakdion
nurses included; sadness (67%), anger (67%), reluctance to come to work/care for
patients (50%), frustration (42%), emotional/physical withdrawal from oth2eg),
increased desire to advocate for patient (25%), and guilt (17%). Effects aifdistress
on provision of care included; requests to not care for a patient (58%), decreased
interaction with family (33%), decreased frequency of physical care)(&ftd less
personalized care (17%).

In investigating moral distress, advocacy, and burnout in 10 critical care nurses,
Sundin-Huard and Fahy (1999) conducted an interpretive interactionist studyuand f
that unsuccessful attempts at advocacy intensified moral distress tioastrad anger,

and resulted in relocation within the hospital, scapegoating, and burnout. In retgponse
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these situations, nurses 1) anticipated possible negative effects and theeiskutfon

and did nothing, 2) used covert communication strategies to alleviate sufferingentat
and their own moral distress, or 3) advocated directly by confronting the doctor, which i
this study was not successful and resulted in further moral distress, ionstaatd anger.
Nurses in this study indicated their desire to be involved in ethical decisiomgraaid

that this involvement may lessen moral distress and their sense of Esness.

Ferrell (2006) examined 108 nurses’ narrative descriptions of their expesief
moral distress when witnessing medically futile care. Participagts asked how the
experience affected them and the profession of nursing. The most common conflict the
nurses identified as causing moral distress was aggressive carelaggrassdenying
palliative care. Other conflicts included use of ventilator or life support, staties and
resuscitation, nutrition and hydration, and blood transfusions. Examples included patients
being denied pain management, futile use of chemotherapy or dialysis, and usergf surg
or diagnostic procedures when they were deemed to be futile. Geriatritpatexe the
most common group followed by those with cancer. The most common response related
to how the experience of moral distress affected the nurses was that ihexadaecome
strong patient advocates. Other responses included feelings of demoralization,
powerlessness, helplessness, hopelessness, frustration, anger, distresspohguihg
failed the patients. Some nurses reported that the experience caused thergddiaia
practice area to hospice or palliative care.

In a case study using a narrative approach and content analysis, Severinsson

(2003) examined data collected from a 120-minute interview with a single congmunit
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nurse. The nurse described her work as very busy with long hours, difficult situations,
shortcomings, lack of support and difficulties with management. Moral distres
burnout centered around three themes: shortcomings and health problems, being betwee
suffering and desire, and responsibility for oneself. Suffering occurred thbenurse
found herself facing moral dilemmas while having no control over the outcomeingsult
in emotional distress. Witnessing patient suffering and not being able to rakg¢ve t
suffering left the nurse vulnerable to moral distress. She experiencecatbtane for
the suffering, as well as grief, guilt, and fear. A desire for confiomatnd support from
the supervisor and colleagues was expressed. Themes were all cetatedurse’s
identity, personal experiences, reflections on ethical problems and exiss=otes of
suffering, and responsibilities and difficulties nurses face. Moral distvas generally
met with silence and generated feelings of shame.

O’Haire and Blackford (2005) used in-depth and focus group interviews with nine
pediatric nurses, in conducting a study informed by grounded theory to determine
conditions that may lead to moral distress. Nurses’ inability to act a$ agenats when
events occurred that they believed were not in the best interests of the ahittires
moral distress. Disagreement between nurses and parents about the provisiehoof car
their child was a significant source of moral distress. Feelings of angsration, and
powerlessness were identified. Nurses avoided conflicts that wessfgtr@nd hard in
order to deal with the moral distress, and often reacted by providing only the minimum of

care to the patient.
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Mixed Methods

In a descriptive, exploratory study examining moral distress of 28 nurses in a
medical intensive care unit, using the MDS and an open-ended questionnaire, Elpern et
al. (2005) found moderate levels of moral distress Intensity overall (3.66, range 1.76-
5.79, SD 1.73). The situations involving moral distress did not occur very frequently
(1.73, range 0.74-4.42, SD 0.9Bpwever. On a 7-point Likert scale, the highest levels of
moral distress intensity (5.57) and moral distress frequency (4.63) correlgted wi
provision of aggressive care to patients not expected to benefit from that caoslyhe
significant demographic variable, which was positively correlated witlalhaostress
scores 1=.0476,P=0.02), was years of experience in nursing. Moral distress adversely
affected job satisfaction, retention, psychological and physical welizpself-image,
and spirituality. Experience of moral distress influenced attitudes towardaedva
directives and participation in blood and organ donation. In addition, respondents
reported psychological and physical responses such as anxiety, fear, depressieg, a
of powerlessness, hopelessness, lack of support, and insomnia.

In a modified phenomenological study, Hanna (2005) used both quantitative and
gualitative methods to investigate the moral distress of 10 nurses who (sheldassih
elective abortions. The Moral Distress Screening Form was used to gathetatjuanti
data and the Abortion Experience Survey for qualitative data. Copies of both of these
instruments were included in the published work, but little of the quantitative data was
provided. Moral distress intensity was rated none/low by 2 participants, mobigrate

and high by 6. Frequency ranged from never (1/12), 1-10 occasions (8/12), > 50
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occasions (1/12), and >100 occasions (2/12). Nine of the twelve nurses participated
willingly in the abortion procedures. Study participants were initially ske
guestions: “What is the lived experience of moral distress related to npasgsipation
in legal, elective, surgically induced abortions?” and “Can you describe, in &sd®tadl
as possible, your experience when you were assigned to participate in elbotivens”.

Five properties of moral distress were identified in this study: peotegdain,
valuing, altered participation, and perspective, and three types of moral dstieadsed,
muted andsuppressed (persistenfihe most prominent of the properties was perception
in the form of visceral discernment, which the author defined as a precognitive; bodily
experienced and conscious perception, which is cognitively known and recognizes an
objective good (the moral end). Shocked (declared) moral distress is abrupeasdlint
experienced with the initial perception of harm. Muted moral distress is aioiinter
experience, but reflects an exterior silence and includes headache, nauseaywnd fat
Suppressed (persistent) moral distress blocked reflective selfti@ileelated to the
experience and resulted in fatigue, depression, migraine headaches, anatgsistali
upset. An additional element that was identified in the studyewalsingmoral distress,
which developed over time as the person spoke out with greater force and to larger
groups to attempt to right the wrong they believed existed (Hanna, 2005).

In a study by Zuzelo (2007), the MDS and an open-ended questionnaire were used
to gather data on moral distress and morally distressing events from a conwenienc
sample of 100 registered nurses employed as direct care providers drawrnvaoetya

of inpatient units. The largest group of nurses @4) worked in neonatal and adult
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critical care units. Nurses identified moral distress as having a negdéeeatf their
practice as well as on patient outcomes. Using the MDS'’s 7-point scihsiasity
(0O=none,6=great extentand Frequency (Gwever,6=very frequently, unsafe staffing
levels were identified as the most morally stressing event (M=4.14, SD+HLO8d not
occur frequently (M=2.84). Nurses felt moral distress when required to work with
physicians they believed to be incompetent (M=3.95), but this occurred infrequently
(M=2.36, SD=1.75). Working with nurses (M=3.74, SD=1.9), nursing assistants
(M=3.41, SD=2.15), and non-licensed personnel (M=3.26, SD=2.21) that participants
believed were incompetent was also morally distressing. Following ineégin
medication regimens (M=3.7, SD=1.89) and carrying out orders for unnecessagntest
treatments (M=3.65, SD=1.74) also resulted in moral distress.

While most studies on moral distress have been done in acute care settings, some
research has been conducted in long-term care environments. Green an@D€@rs
conducted interviews with six nurses in a long-term care setting to determioeaif
distress was present in nurses working in this environment, describe moratdistres
impact on residents and themselves, and identify what helped them deal with moral
distress. All of the nurses reported experiencing moral distress with tleesstemming
from allocation of resources, quality of life issues, and end-of-life carpoR&ss to
moral distress included feelings of frustration, anger, and depression. Rgsfggir
positions or leaving the nursing profession were identified as possible courst@erof a
Communication via talking to supervisors, other nurses, and interdisciplinary ework

helped alleviate the moral distress. Many of the nurses reported maregsiess a
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personal and professional growth experience. One nurse said, “You figure oat how t
grow from it and use it [to get through] the next situation.” Another said, “Morakdsst
opens your eyes and formulates [moral] thinking . . .[and] where your mind and your
feelings are” (p. 8).

Seventy-one advanced practice nurses were surveyed in a descriptiveystudy b
Laabs (2005) to identify ethical issues encountered, types of moral problerad telat
those issues, and the level of distress experienced. Respondents identifieitbfiesich
lack of power to effect change as morally distressing. The issue with thesgreat
frequency was patient refusal of appropriate treatment (62% occasionally, 10%
commonly). The majority (67%) rarely (28%) or never (39%) experieatigdal issues
listed in the survey. Contributing to moral distress were employer constraicitiding
allotted time spent with patients and performance based on volume of patientdrssen ra
than quality of care. As with nurses in critical care settings, somes# thases left their
positions. Some considered leaving advanced practice altogether.

Interdisciplinary Studies

A few studies have investigated the experience of moral distress in baadt
providers other than nurses. In an ethnographic study, Carpenter (2005) interviewed 10
physical therapists working in rehabilitation and found that moral distress edaunen
the physical therapists were unable to help patients due to decisions made bgrathers
the misuse of rehabilitation resources. Multiple interviews with participaatsted in
data saturation. Inaccessibility of services and lack of trust betweetscind health

care professionals resulted in feelings of frustration, anger, powerlesandsadness. A
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lack of fairness and discrimination against specific groups was distreasing|l as
withholding information from clients. The process of moral reasoning wastesflen
the physical therapists attempts to collaborate with other health careneabers to
circumvent decisions and policies that they perceived as being harmful toites.cl

Norwegian doctors were surveyed in a study bsdg, and Aasland (2008) to
examine tolerance of criticism, moral distress, and values of their work pagani
Participants were presented with nine statements identified by thegavest as dealing
with moral distress and asked to rate to what extent they found the itemssttigtrEs/e
options were provided ranging from ‘not distressing at all’ to ‘very distrg'saith
inclusion of a ‘don’t know’ option. Examples of statements and percentage of
participants that found the item very distressing included ‘Treatment not idkbe
effective, is given’ (14.1%), ‘elderly patients are not prioritized’ (8.1%aredor patients
is limited due to time constraints’ (25.5%), and ‘I| must sometimes act agamnst
conscience’ (26.7%). Time spent on documentation and administrative activities was a
source of distress for over half (55%) of participants. Male doctors wereriessest
than females. A lack of prioritization for elderly patients was distigdsir older
doctors, while younger doctors were more stressed by time constraints.

In a phenomenological study, Austin et al. (2005b) examined the moral distress
of psychologists working in mental health care to identify situations that they found
morally distressing and environmental supports that influence ethicalcpracti
Participants described feeling “angry, frustrated, depressed, ashamigarrassed,

heartsick, grief, miserable, in pain, sad, and ineffective. Their descriptive exxsim
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included “I can’t stand it. | just can’t stand it; It's intolerable. | caol¢rate it; and | still
feel horrible” (p. 200). The worfitustratedwas used frequently in the participant's
descriptions of moral distress. An element of avoidance is reported alon@fergnices
to acting in secret. One participant covertly acted to contact an outsigetgradvocate
for a patient as he felt he could not. Acting in secret helped alleviate hisdistress.

Other themes reported were to speak or stay silent, to stay or to go, and the need
to be able to look in the mirror. Knowing one is making a difference and being supported
by colleagues were helpful in coping with moral distress. As with other igaéstis of
moral distress, Austin et al. reiterate that moral distress has lafftats and that
professionals may eventually feel ‘burnt out’, resign their positions, or lbaire t
profession entirely. The suggestion is made that rather than focus on elimmatadig
distress, that efforts be taken to “create practice environments whatengmal courage
is reserved for the difficult ethical explorations demanded of us, rather thanabei
requirement for the daily struggle of doing our work while despairing ancdeslone”

(p. 211).
Other Models of Moral Distress

In addition to Corley’s model, two other models of moral distress have been
developed and are summarized here.
Wilkinson’s Moral Distress Model

Wilkinson defines moral distress as “the psychological disequilibrium and
negative feeling state experienced when a person makes a moral decision but does not

follow through by performing the moral behavior indicated by that decision” (298{/
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16). The phenomenon involves both experience and effect. The experience component
includes a situation involving a moral issue, a decision about what action the nurse
should take, and contextual constraints to that action leading to psychological
disequilibrium and painful feelings. The degree to which the nurse feels respdasibl
the patient’s well-being will influence the strength of the feelings. 8ffect component
involves coping behaviors whereby the nurse attempts resolution of the painfudeelin
and may include avoidance of the patient. Frequent exposure to morally-charged
situations impairs the nurse’s ability to cope effectively. Unsuccesguhg threatens
the integrity of the nurse who may respond with an inability to provide patient care
leading to attrition and resignation (Wilkinson, 1987/88). The development of this model
came from Wilkinson’s qualitative study with 24 hospital nurses and the dataianalys
conducted after face-to-face interviews with participants. While otheangsers have
referenced Wilkinson’s work, no studies were found in a database search dpecifica
using this model.
Model of Military Nursing Moral Distress

Concerned about the extreme environmental conditions that impact nurses in the
military, Fry, Harvey, Hurley, and Foley (2002) developed a model of moralstistre
military nursing. They acknowledged Wilkinson’s (1987/1988) model, and the stages
(initial and reactive) of moral distress as defined by Jameton (1993), but cassidel
the crisis situations of military deployments. Moral distress in myliarsing is a
process that involves conflicting values and begins with the nurse’s arousaheethe

for a moral judgment and moral action. The process continues with the nurse agpraisin
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the situation, making a judgment, and taking action if there are no barriers tctithat a
If barriers are present, initial moral distress occurs. If barrierstitmnacannot be
resolved, reactive moral distress occurs. While the domains are similareéadénsfied
by Jameton (1993) and Wilkinson, the contextual and predisposing factors for the
development of moral distress are different for nurses in military se/Avidatabase
search revealed no other studies using Fry et al's model. However, Almonte (2009)
suggests that there is a need for predeployment training on moral distress aratlgiis
could be used in future research to inform the nature of moral distress in Na\g/ nurse
Avoidance Thoughts and Behaviors

Avoidance is defined as conscious efforts a person takes to avoid thinking about
an event and to actively avoid reminders of the event (Hogan & Schmidt, 2002). It can be
expressed through physical as well as psychosocial manifestationkelissence of
verbal, physical, and social contact with patients, including lack of eye contaeiasksit
physical proximity, decreased time spent with the patient, and negativé verba
mannerismgSiminoff, Erlen, & Sereika, 1998). Nurses’ avoidance behaviobbas
reported in various studies (Gutierrez, 2005; Healy & McKay, 2000; Kagan, Ovadia, &
Kaneti, 2009; Lambert, Lambert, Petrini, Li, & Zhang, 2007; Mackintosh, 2007;
Rdndahl, Innala, & Carlsson, 2003; Tyson & Pongruengphant, 1996; Wong, Leung, &
S0,2001) and has been associated with repeated exposure to morally distresdiogssit
(Gutierrez, 2005).

In a phenomenological study conducted by Hanna (2005) with 10 nurses who

participated in elective abortions, avoidance behaviors were used as a coping snechani
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in response to moral distress. Nurses avoided patients as well as discussiatisesst

while they were actively experiencing moral distress. Nurses who urghyl|

participated experienced anticipatory dread. When they were unsuccessfaiding

prior participation, they feared future mandated assignments. Nurses wdityiniti
participated willingly but later perceived a sense of harm rejectecefuntuolvement or
worked reluctantly with resignation. One nurse reported using alcohol, drugs, and other
escape behaviors.

Siminoff et al. (1998) observed avoidance behaviors in nurses caring for patients
with acquired immunodeficiency syndrome (AIDS) and general medical conditions.
Ninety-eight triads (nurse, patient with AIDS, patient with medical condition)
participated in the study. The effect size for correlations for this sangdeeported as
0.25 at a significance level of 0.05 with at least 80% power. A ‘checklist’ tool wa
developed from content analysis of the descriptions of nurses’ caregivingiestwid
verbal and nonverbal interactions with patients. Quality of care was measured using
Qualpacs, a 68-item observational tool using a five-point scalepafatgst cargto 5
(best carg. Type-specific avoidance behaviors, including spending less time with
patients and fewer positive verbal mannerisms were associated with ddajaabty of
care. There was a significant difference between level of patient exuaat time spent
with patients (= -2.252,p = 0.027), in that avoidance behaviors were associated with
less patient education. Percentage of positive verbal mannerisms was theiablg var
significantly associated with quality of care; patients with AIDS (0.0p28<0.05),

general medical patients (0.0014), and average of both groups (0.0026). The total
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proportion of variance for the model was smBfl £ 0.0145) with the total model
explaining a small fractiorR¢ = 0.1035) of the variance in quality of care.

Lambert, Lambert, and Ito (2004) reported escape/avoidance coping, likelihood to
leave a current position, and lack of workplace support as the best predictors of poor
mental health in a sample of 310 Japanese hospital nurses. These predictors weye not onl
not helpful in maintaining mental well-being, but were detrimental to nursestain
health. The Ways of Coping Questionnaire (WOCQ) was used to assess eight ways o
coping, including distancing and escape-avoidance. Items are measuredfasing a
point scale with responses ranging frondOgs not apply or not usgtb 3 (Used a great
deal). High scores indicate frequent use of the specific items to cope with @tressf
events. Distancing was significantly positively correlated with ageQ14,p = 0.05),
years worked as a nurge< 0.15,p = 0.05), escape-avoidanae=0.49,p = 0.01),
conflict with physiciansr(= 0.15,p = 0.01), and death and dying< 0.18,p = 0.01).
Escape-avoidance was significantly positively correlated with likelihoodate leurrent
position ¢ = 0.24,p = 0.01), workloadr(= 0.22,p = 0.01), and death and dying~
0.26,p = 0.01).

Healy and McKay (2000) also used the WOCQ to study the relationships between
nurses’ work-related stress and coping strategies with a sample of 128liAnsturses.
Scores from the WOCQ and the Profile of Mood States (POMS) checklist were
examined. The POMS uses 37 adjectives to assess one positive and five negative mood
states with respondents rating their feelings fromad &t all) to 4 extremely. Escape-

avoidance coping was a significant predici®~(0.28,P = 0.05) of POMS scores.
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Avoidance was reported as the least used method of coping, but resulted in higher levels
of mental distress when it was used. Overall, 86 (67%) of nurses in the study reported
thinking about finding a position outside of nursing.

Peter and Liaschenko (2004) debate the perils of nurses’ proximity, or physica
nearness, that is intrinsic in the nurse-patient relationship. The proxinpatients
affects nurses’ moral responsiveness, specifically nurses’ morakdisiitee nurse-
patient relationship requires close proximity between care-giver andergogbicare.
Proximity fosters nurse action, but in some situations (i.e., moral distrag)anse
nurses to ignore and turn away and abandon or avoid patients. This may allow the nurse
to maintain psychosocial integrity, but it deprives the patient of the benefitgeoiuzne
care-giver care-receiver relationship. It is the closeness thidisinsral responsibility.
Those who lack physical proximity to the patient may not perceive moral relsiionsi
or moral agency as inherent in their role. As Peter and Liaschenko suggesindehat
result in the suffering of others are less distressing when they are not obserdagcA
care givers, nurses live the experience of those decisions and are mosbleiboeitzeir
outcomes. The ensuing moral distress ip@yproportionately related to the intensity and
frequency of exposure.

Limitations of Previous Studies

Sample Size

Sample size may have limited the validity of findings reported in thatites
review. In the studies using quantitative methods, sample sizes ranged from 12 to 260,

suggesting some studies may have been underpowered. Other studies of mesal dist
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using mixed methods may also have been underpowered. In a study by Elpern (2005),
with 28 nurses who worked in a medical intensive care unit, the only significant
association was a positive correlation between years of experience imgramdimoral
distress scores € .0476;P = .02). While Hamric and Blackhall (2007) did not report a
power analysis for their study, they concede that lack of statistipafisance of some
correlations may be due to the lack of power that occurs with a small sanepl®isiz
example, there was a negative relationship between satisfaction and nicgatdis

-.36), but this was not statistically significant.

Due to small sample size in Laabs’ (2005) study, the required assumptions
underlying chi-square calculations for nonparametric analysis of asso@atild not be
met. Schwenzer and Wang (2006) report the absence of some of the scalatitems w
exploratory factor analysis which may have been due to small sample sizati® o
sample size to variables in this study was 2:1 with 57 participants, which is below t
suggested minimum sample size. The investigators allow that a largee sane would
have enhanced power, but sample size estimation a priori was not done becasise it wa
pilot study. Power analysis was not reported in the studies of Corley (1995, 2005),
Meltzer and Huckabay (2004), Janvier et al. (2007), or Rice (2008).

Sample size in qualitative studies is based on reaching data saturation. With in-
depth information, even a small sample size may achieve redundancy. Polit aner Hungl
(1999) suggest that 10 cases may be sufficient with a fairly homogeneous.sample
Phenomenological studies such as those conducted by Gutierrez (2005, N = 12) and

Hanna (2005, N = 12), both consisting of homogeneous groups, generally have sample
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sizes of 10 or less. Nieswiadomy (1998) reviewed qualitative studies published in the
literature during 1996 and found sample sizes ranging from 6 to 12 for phenomenological
studies, and varied from 12 to 33 for ethnographic and grounded theory-based studies.

Some inconsistencies exist among experts in determination of sample size. Whil
Polit and Hungler’s (1999) recommendation of 10 or fewer participants is isimila
Nieswiadomy'’s (1998) range of 6 to 12 for phenomenological studies, both recommend a
sample size of 20 to 40 participants for ethnographic or grounded theory investigations.
More recently, Polit and Beck (2006) suggest 20 to 30 patrticipants for grounded theory
and 25 to 50 informants for ethnographic research. Storch, Rodney, Pauly, Brown, and
Starzomski (2002) exceeded all of these numbers with a sample of 87 in a qualitative
study using descriptive inquiry. O’Haire, and Blackford’s (2005) grounded tistwady
enrolled only nine subjects, suggesting data saturation may not have been reached.
Sundin-Huard and Fahy (1999) conducted an interpretive interactionist studyrgngagi
participants. A later study by Sundin and Fahy (2008) delineates interpretive
interactionism as grounded theory and as such a sample of 10 is insufficient. With the
exception of Severinsson’s (2003) case study, qualitative studies reported here had
sample sizes of 9 to 108.

Ferrell’'s (2006) investigation had an unusually large convenience sample for a
gualitative study. One hundred eight nurses attending continuing education courses on
end-of-life care were recruited. These nurses served as key informanisglhe
researcher access to a myriad of narratives that would not have been possible with a

smaller group.
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Lack of Clarity in Directions for Completing Instruments

A number of studies had significant limitations. Some respondents in Zuzelo’s
(2007) study reported that the directions to complete the research instriiDS)t\ere
difficult to comprehend, which may explain why some did not complete both the
occurrence and frequency scales(13) and some (n = 5) left > 33% of items blank.
These responses were excluded.
Single Exemplar

The interpretive interactionism framework used by Sundin-Huard and Fahy
(1999) utilized a single incident exemplar to examine moral distress, advaodcy,
burnout. While facilitating understanding of a very specific incident, the knowledge
gained in this type of approach limits understanding of the concepts in otheiagenar
situations, and environments.
Other Limitations

Objectivity and voluntariness in the Gutierrez (2005) study may have been
threatened due to the researcher having a professional relationship withitegpds.
Inconsistencies in sampling were apparent in the Hamric and Black@@n)(study
where participants at one of the sites were not paid for involvement, and admamstrati
held a lesser degree of interest in the study.

Summary of the Literature

Conceptualization of Moral Distress

Three models of moral distress have been proposed in the literature. The earliest

model was developed as part of a study to generate theory about the moraladispects
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nursing and quality of patient care (Wilkinson, 1987/88). This model acknowledged that

moral distress had two components; the experience, involving a situation of moral
concern, a decision about what action ought to be taken, and contextual constraints to that
action; and the effect, involving coping behaviors the nurse uses to mitigate the painf
feelings that arise from the initial experience. A second model was geddby Fry et
al. (2002) that used Wilkinson’s work, but adapted it to the contextual and predisposing
factors specific to nurses in the military. A third model, Corley’s, has drawmthe
work of Jameton (1993) and Wilkinson and proposes what occurs when a nurse is unable
or perceives she is unable to advocate for a patient. The model is set in the cahtext of
work environment and the nurses’ psychological responses. Moral concepts relevant to
the theory are considered from the individual and organizational perspectives.
Moral competence is of prime importance in the experience of moral distbgs a
development is dependent on the incorporation of the moral concepts into the nurse’s
value system (Corley, 2002). It is this model that will be the conceptuatirark for
the current study.

Concepts that have been studied in relationship to moral distress include ethical
climate, burnout/emotional exhaustion, quality of patient care, and intent to turasver,
well as individual nurse characteristics. The majority of studies used thé Msir@ss
Scale as a measurement tool. Other tools that have been used include the Ethical
Environment Questionnaire (Corley et al., 2005), Olson’s Hospital Ethical @limat
Survey (Hamric & Blackhall, 2007; Pauly, Varcoe, Storch, & Newton, 2009), and

Maslach’s Burnout Inventory (Meltzer & Huckabay, 2004).
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Empirical Evidence of Moral Distress

The majority of studies on moral distress have been done with nurses working in
critical care units where ethical dilemmas often arise due to the natpatierit
conditions in these settings. Situations most often related to moral distressdrsodire
of-life issues including pressure from physicians and/or families toe@n#ggressive
treatment deemed inappropriate, suffering due to inadequate pain medication, working
with other health care providers who were perceived as incompetent, and working with
unsafe staffing levels. Effects of moral distress on nurses included angeatitvaos
sadness, avoidance of patients, emotional/physical withdrawal from others,
powerlessness, attrition, and resignation.

Few studies have been done in long-term care settings, but the nurses in these
environments do report moral distress with responses including feelingstodtfouns
anger, and depression. Allocation of resources and quality of life/end-of-lissisgere
sources of moral distress. Resignation and/or exiting the profession ladtogete
considered as well in these settings. Advanced practice nurses were nioeitenmoral
distress and identified frustration, lack of power to effect change, emgloystraints,
and volume of patients seen valued over quality of care as common sources.

Studies have been done with non-nurse populations but the effects on these health
care providers were similar with reports of feelings of frustration, angareson,
powerlessness, and sadness. Sources ranged from the provision of futile care and unsafe

staffing to participating in deception.
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Avoidance behaviors of nurses have been examined in relationship to various
practice settings and patient care situations. Few studies have been condticted tha
specifically examine these behaviors in relationship to moral distredseHayels
and/or frequent exposure to moral distress may increase avoidance beNgkiems
nurses avoid patients, poor outcomes with increased morbidity and mortality of patients
occurs. Avoidance behavior and moral distress have been associated withtntiose at
and retention. These findings lend support to the aim of determining if there is a
significant relationship between moral distress and avoidance behaviors by/anadsé
this relationship remains after adjusting for age, gender, and raceitgthnic

In conclusion, moral distress of nurses has been shown to occur most often in
critical care settings where ethical dilemmas often arise due t@tine rof patient
conditions. It impacts patients, nurses, and organizations resulting in feelings of
frustration, anger, powerlessness, loss of psychosocial integrity, and paffienhg
with increased morbidity and mortality. The consequences of moral distress hold
significant implications for the future of the nursing workforce as nursesnatge to
cope with repeated and intense exposure to this phenomenon and leave the profession
altogether. To facilitate a more complete understanding of moral distrssspgerative
that the relationships between moral distress and avoidance behavior beategshy
addition, this research examined the moral distress of nurses practicingdntioaih-

care settings which has been less explored in the literature.
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Gaps in Knowledge

Practice Settings

Investigations of moral distress in nursing have primarily been done with
practitioners in intensive/critical care settings. While the natureeoivork in these
environments lends itself to moral/ethical issues (while one may resoéthieal
dilemma and not be able to act in accord with one’s decision, an ethical dilemma may b
but does not have to be the precipitating factor for eventual development of moral
distress) that may precipitate moral distress, nurses in other setagdsenexposed to
similar scenarios, as well as events unique to their practice settindeessare needed
that seek to identify the presence of moral distress in health care providerstertang
care, clinics, hospice, as well as hospital staff nurses outside of intensoa/care
settings. Advanced practice nurses, nurse educators, and school nurses maycheave spe
patient, colleague, and/or situational events that expose them to moral distress. To
identify and quantify the presence of moral distress in these populations, additasal t
need to be developed specifically for the environments in which they practice.
Retention of Professional Nurses

Moral distress has been identified as a factor in nurse retention. In a timewhe
shortage of nurses threatens to leave healthcare institutions less than agetpitdd|
there is a need to more adequately identify precipitating events and st &begssist
those nurses subject to intense and/or frequent episodes of moral distress. In addition t
the psychological impact of moral distress on nurses and their resulting exodulsdrom

workforce, the financial loss to healthcare institutions of thousands of dollarseithwes
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orientation and training costs of nurses who leave due to unresolved and repeated moral
distress is great.
Homogeneity of Sample Populations

Generalizability of previous findings is limited by sampling of homogeneous
populations. Caucasian females have largely been the sample population in past studie
To broaden the scope of knowledge, studies with all males and significant numbers of
nurses from various cultural, racial, and ethnic groups need to be included in future
studies.
Measurement of Moral Distress

Development of new instruments that have demonstrated both validity and
reliability, and revisions of those currently in use, may foster a more compirghens
understanding of the experience of moral distress. Studies focusing on gerndes, cul
race and/or ethnic diversity may reveal limitations in current instrumedttha need for
revisions to incorporate cultural specificity. Hanna (2004) suggests tkahsguy tools
need to be developed to study moral distress in the general population, including,patient
and acknowledges that methods may differ for young children, adolescents, asd adult
Hanna (2005) further posits that “recent attention to the long-term damage that padophili
can have on boys when they are grown men shows that children probably can experience
moral distress” (p. 122).
Avoidance Behaviors

While avoidance behaviors have been examined in populations of nurses in

relationship to stressful in-patient surgical units (Mackintosh, 2007), caringtientsa
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with AIDS (Siminoff, Erlen, & Sereika, 1998), coping with organizational st(@gson,

Pongruengphant, & Aggarwal, 2002), and mental distress (Healy & M&aQ), few
studies have specifically examined avoidance behaviors related to moessdist
Avoidance behavior in nursing is contrary to the comportment of professional nursing
practice. In the&Code of Ethics for Nursethe American Nurses Association (2001)
identifies the nurse’s primary role as that of advocate in promoting thé healt-being,
and safety of the patient. This role entails taking action when the nurse felieve
incompetent or unethical events have occurred. When nurses engage in avoidance
behavior due to moral distress, ensuing events may cause harm to the patient and the
integrity of the nurse’s practice as well as the profession. It isratipe that future

research examine the association of avoidance behavior in nursing and moral distress



CHAPTER THREE
METHODS

This chapter will describe the methodology utilized in the study. A review of the
study purpose and research aims and hypotheses, design, sample, samplesticgacte
and size, sampling methods, definitions of the variables, measurement instrumdents a
psychometrics, data collection and management, data analysis procedures, ahd ethic
considerations will be included.

Review of the Study Purpose

Advances in scientific technology and increasing lifespan have presented nurs
with new challenges in addressing moral dilemmas and ethical decision-makiags Nur
draw from their own moral framework and external standards and guideliriesyas t
attempt to carry out their roles in a manner thabispatible with the mission, policy,
and procedures of the institution as well as with other health care providémssFac
beyond their control may hinder nurses’ perceived ability to effectiwdiyl those roles
and act as moral agents for patients and their families. Facing barridrattthey
believe to be moral practice, nurses experience the negative feelingsaplysiptoms,
and psychological disequilibrium known as moral distress. Moral distrestsbdsean
associated with poor patient outcomes, including increased morbidity and mortality
Nurses unable to cope with frequent and intense episodes of moral distress mtheleave

profession as their coping mechanisms are depleted and their felt ablityvide
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quality patient care is impaired. Failed retention contributes to the nursinggghaeg
well as to significant financial losses to hospitals that have invested largeas money
in clinical orientation programs and internships.
The purpose of this study was to explore the relationships between moral distress

and avoidance behavior between nurses currently practicing in criticarehreon-
critical care settings. This study is innovative in examining the conveegef these two
concepts that has been relatively unexplored thus far in the literature. The oéthis
study provide data on the nature of the relationships of these variables. The émpirica
indicators of the measurement tools increase understanding of the presence, absenc
intensity and frequency of moral distress, and the ways nurses cope vesfusegents
in their practice. This knowledge will lay the foundation for future resea@lséd on
preventing or diminishing the negative consequences of moral distress &tatifari
adaptive coping mechanisms of nurses’ in critical care as well as tical@are
settings.
Aims and Hypotheses
Aim la. To determine if there is a difference between the intensity eaaeincy of

moral distress of nurses in critical care and non-critical cérgset
Hypothesis 1aThe intensity and frequency of moral distress is greater in

critical care nurses compared to non-critical care nurses.

Aim 1b. To determine if there is a difference in mean Moral Distrese &oal Impact

of Event Scale scores between critical care and non-critical careamar$es

determine if there is a difference after adjusting for age.
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Hypothesis 1b: There is no difference between moral distress and avoidance
behaviors of nurses in critical care and non-critical care settings.
Aim 2. To determine if there is a correlation between moral distress ardhagei
behaviors in critical care and non-critical care nurses.
Hypothesis 2There is a positive correlation between moral distress and
avoidance thoughts and behaviors.
Aim 3. To determine if there is a relationship between moral distressraitthace
behaviors in critical care and non-critical care nurses after adjustaget
Hypothesis 3: There is no relationship between moral distress and avoidance
behaviors by nurses after adjusting for age.
Design
This study uses a descriptive cross-sectional design to compare tioasbips
of moral distress and avoidance behavior. Table 2 contains a list of variathles a
measures.

Table 2
Variables and Measures

Variable Measure

Location of Employment-Critical Care vs. non-Critical Care (IV) tiegrant Self-Report

Moral Distress (DV) Moral Distress Scale
Avoidance Behavior (DV) Impact of Event Scale
Possible Covariates Demographic Data Form
Age Demographic Data Form
Gender Demographic Data Form
Race/Ethnicity

Note.lV=independent variable. DV=dependent variable.
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Power Analyses

In order to achieve 80% power to detect a difference in mean scores on the MDS
between critical care and non-critical care nurses (Aim 1); a sashp¥ per group was
needed using a medium effect size according to Cohen’s (1969) classifichti50) at
o = .05. For Aim 2, in order to achieve 80% power to detect a relationship between MDS
and IES scores with a medium effect size of (r=.3@Fa5, a sample of 85 per group
was needed. For Aim 3, in order to achieve 80% power to detect a relationshipnbetwee
moral distress and avoidance behaviors in critical care and non-critiealwses
adjusting for age with a medium effect size, a sample of 63 per group was nezded.
allow for a low response rate, a sample of 682 was invited to participate.
Sample

The sample for this study includéé registered nurses (121 for Aim 1a) who
practice, or have practiced, in critical care and/or non-critical carg iNonh-critical care
units are those without the designation of ‘critical care’ or ‘intensive gatheir
respective institutions and this designation was self-reported by panti€ipn the
demographic form. This population was chosen as moral distress has been explored
mainly with nurses in critical care units where it occurs most often, but thereeisd to
examine the concept as it occurs in nurses working outside of criticalettmgsas
well. Participants were 18 years of age or older and eligible for the stilndby read and

understood English.
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Setting

The settings were a public university web site and nursing classrooms\atta pr

university, both in the Midwest United States.
Measurement Instruments

Moral Distress Scale(MDS)

Corley’s original 32-item Moral Distress Scale was developed from 1994 to 1997
to measure the intensity and frequency of moral distress of hospital nursgsaar
adult populations. Development of the tool drew from the conceptual work of Jameton
(1993) (moral distress in nursing), and the theoretical frameworks of House and Rizz
(1972) (role conflict) and Rokeach and Regan (1980) (values and value systems). House
and Rizzo’s (1972) role conflict theory involves allegiance to two organizational
authorities. In the context of healthcare and nursing practice, nurses jat sulole
conflict when expectations of managers differ from that of physicians.\Gairbd.
(2001) posit that opposing expectations between those who pay their salaries and those
who direct their provision of care are a source of role conflict for nurses. Rokeabhe
theory suggests that values are represented in a person’s cognitiveestindtare
conceptions of what are desirable means and ends of action. They are endufmgfoelie
personally or socially preferable conduct; standards or criteria for aBakeéch &
Regan, 1980). Nurses’ care is based on their value system which motivates their
behavior. Conflict may occur when nurses’ values are inconsistent with expesiaiti

physicians and/or the organization in which they practice.



50

The MDS includes three domains: individual responsibility, not in patient’s best
interests, and deception. Role conflict is reflected in Factor 1 of the MDS—dundlvi
responsibility. Nursing practice entails more responsibilities tiggats; and nurses’
responsibilities may be constrained by the absence of autHarttyer contributing to
the experience of moral distress. Role conflict is reflected in F2etorot in patient’s
best interests—in actions such as life-saving treatments that prolong delasiygery
for terminally ill patients. Role conflict is reflected in Factor 3—ghiom. Deception
entails an intentional action to deceive, or a failure to act, and is seen in instbaces
partial code or administering medications IV when the patient refuses thiyn ora

Nurses’ values are reflected in the three factors of the MDS. Nursesiye
ability to act responsibly is threatened when their behavior does not rbégctadlues in
instances such as ignoring nurse medication errors or patient abuse. When nurses are
involved in deception or performing procedures without patient consent, a value conflict
may occur as the nurse believes that the patient’s best interest isngoddreed.

Deception conflicts with nurses’ professional role as well as the vgdtens of the
profession. Action, or inaction, such as abiding by a physician’s request natussdis
code status with a patient, threatens patient autonomy.

The MDS was first used in an investigation with a sample of 111 hospital nurses;
58 members of the American Association of Critical Care Nurses, 36 workingrivese
hospital, and 22 employed in critical care in a medical center. The scalaodified for
use in a 2005 study by Corley et al. on nurses’ moral distress and ethical work

environments. The sample consisted of 106 registered nurses from medical aradl surgic
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units in two large medical centers. For this study, six items on pain maeagem
managed care and incompetent health care personnel were added, as vesilsamnaof
the scale to include a zero response option. The earlier scale used a 5-resptatse f
ranging from 1l{ttle/almost nevexto 5 @reaf). The revised scale expanded options to 7
with a range of Orfon@ to 6 @reat extentfor the Intensity scale, and Adne to 6 {very
frequently for the Frequency scale. These modifications limit the possibility of
comparing the results of this study to prior studies.

Psychometric properties.Content validity was reported by the authors as 100%
after this revised scale was reviewed by three doctorally preparedsewgérnursing
ethics research experience. Although the experts may have been fadtfiliathics, they
may not have had nursing experience similar to the nurse participants andy¢)enely
not have been the most appropriate evaluators of content validity. Additionally, three
experts is generally not sufficient for a review. As the MDS was orlgidaleloped for
nurses in intensive/critical care settings, the results of this study wdicah and
surgical nurses may not adequately reflect the true nature of moraldistrédsese
participants.

Overview of modifications/revisions.The MDS has been used in studies with
nurses outside of ICU settings, and some studies have used a revised or modified ver
of the original scale. The original 32-item version was found to be valid anbleelia
Corley et al's 2005 study used a revised 38-item version. In discussing insatiament
in their 2005 study using the revised 38-item version of the MDS, Elpern et al.,&laime

that reliability and validity have been established for the MDS. MeltzeHacHlabay
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(2004) used a modified 34-item version and reported that Cronbach’s alphas remained
high on the subscales. Except for Corley et al.’s 2005 study, all of these inv@ssiga
sampled nurses working in ICU settings (see Appendix A). See Table 3 for
psychometrics of the MDS.

Impact of Event Scale (IES)

Avoidance is defined as conscious efforts a person takes to avoid thinking about
an event and to actively avoid reminders of the event (Hogan & Schmidt, 2002) and was
measured by using a subscale of the IES (avoidance). The IES consists wis] gight
for the avoidance subset. Participants respond to the items based on frequency of
occurrence in the past seven days with choices of ‘not at all’, ‘rarely’, tsoes, or
‘often’. Mean scores are computed based on weights assigned for each item.

Psychometric properties.The split half reliability of the total scale was high=(
0.86). Cronbach’s alpha internal consistency was also high (0.82). Reliability chthe s
was supported by test-retest results: r=.87 for the total scale, r=.79 for tliaAc®i
subscale and r=.89 for Intrusion. Although the Intrusion and Avoidsulagcales are
associated, they do not measure identical dimensions as shown by a correlatioh2of r=
(p > 0.0002) between the subscale scores. The subscales had empirical validity, adequate
test-retest results, and sensitivity supported by indications of change (ioiMiner,

& Alvarez, 1979). More recent studies (Davis et al., 2005; Horowitz et al., 2001) show
that the IES ratings over a 20-year period are relatively constantyatrttie earlier
reports of gender differences which had shown higher stress scores in feasabesn

refuted (Sundin & Horowitz, 2003) (see Appendix B).



Table 3

Psychometrics of the Moral Distress Scale

Authors Sample Test Results Psychometric
Size Soundness
Meltzer & 60 Homogeneity Internsi®/95 High
Huckabay, 2004 reliability Frequengy96
Corley et al., 2001, Content validity 100% from 3 doctorally bl&ccepta
2001, 2005 214 prepared experts support
2005, Construct validity OHN did not experience Acceptable
106 - contrasted groups situations listed on support
(critical care and the MDS
occupational health
nurses)
Homogeneity Intensitys: 0.98 High
reliability Frequen2y0
Stability r=0.86 P =<0.01) Acceptable at
reliability r>0.70
(test-retest,
3-week interval)
Hamric & 196 RNs Internal Cronbach'83 High
Blackhall, 29 MDs consistency
2007 reliability
Zuzelo, 2007 100 Internal consistency Cronbathadb High

€9
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Demographic Data Form

Personal characteristics were assessed using the demographicrdatadioding
gender, age, race, education, and employment history (see Appendix C).

Data Collection Procedures

Following Human Subijects review and approval, the online survey was created
using Qualtrics software. AACN provided a random sample of nurse mennigeas a
random subset of 370 nurses were drawn from the membership list. A convenience
sample of members of the Rural Nurse Manager’s Organization and from ehment
list of the BSN-Completion students were invited to participate via emaih éffart to
increase sample size and power, a convenience sample of students in a master’s
nursing program in the Midwest was provided paper and pencil copies of the survey.
These records were entered by the principal investigator (Pl) into asatk
recruitment and tracking purposes. Email communication to potential partgipant
included the topic area of the study and salience of the topic to the participantt Contac
information was provided for the Pl and the respective Chairs of the InstitURemew
Boards at both universities. A link to the survey was provided in the email. Students in
the BSN-Completion and master’s in nursing programs were assured that their
participation, or lack of participation, would not affect their grade in any @ansent
was assumed with submission of the survey. Data cleaning, coding, and entry were

completed by the PI.
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Statistical Analyses

Data Preparation and Screening

After surveys had been submitted, data were entered into thé’ $RS8Son 17
(Chicago, IL)) database and visual error-checking procedures weral cartiéd random
sample of 10% of the records in the database were selected and compared to the source
document for accuracy. When three consecutive randomly selected samples, each
consisting of 10% of the responses, were determined to be without error, the process
concluded.

Data were analyzed with SPSS for Windows (version 17 (Chicago, IL)).
Significance was set at p = 0.05 for all tests. All tests were twedtdilemographic data
were analyzed with descriptive statistics including frequentiests for continuous
data, and chi-square for categorical variables. Inferential testadbraim are listed
below:

Aim 1a:To determine if there was a difference between the intensity and
frequency of moral distress of nurses in critical care and non-critieake#tings. The
test for independent groups was used to compare differences in mean scores on the MDS
between critical care nurses and non-critical care nurses.

Aim 1b:To determine if there was a difference in mean Moral Distress Scale and
Impact of Event Scale scores between critical care and non-critieahgeses and to
determine if there was a difference after adjusting for age. Mu#iteaanalysis of

variance and covariance were used to determine if there was a diffarédb& and
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IES scores between critical care and non-critical care nurses, andrtnideti there
was a difference after adjusting for age.

Aim 2:To determine if there was a correlation between moral distress and
avoidance behaviors in critical care and non-critical care nurses. Pearson proohesit
correlation ) was used to determine if there was a significant relationship between
moral distress and avoidance behaviors.

Aim 3:To determine if there was a relationship between moral distress and
avoidance behaviors in critical care and non-critical care nurses adjwstangef A
multiple linear regression analysis was used to determine if age prediote@nd/or
IES scores.

Human Subjects Protection

The database with participant information was stored on a password protected

computer and accessible only to the PIl. Submitted surveys were kept in a locked file i

the PI's office. After completion of the study, the data were archivedoickad file in
the PI's office and in a password protected database on the PI's PC. The pas&sttal r
participants were minimal and involved psychosocial concerns. A participant nay ha
potentially recalled an event(s) that occurred in their past praktteesulted in moral
distress and felt uneasy when completing the survey. This risk was &aeticipdoe
minimal and transitory, and no greater than that experienced during a recall and
discussion of the event with a colleague. The potential for risk was explained to

participants in the online survey materials. Participants were remindeditopaoviding
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any potential identifying information in the surveys such as name or place of
employment.

As the investigator and participants are nurses, there was the possililibetha
participants would recognize the investigator's name, have had the investgator a
nursing instructor in the past or present, and/or be a colleague of the investigator.
However, surveys were anonymous so the investigator would not know the identities of
the participants.

Potential Benefits of the Proposed Research to the Participants and ifs

There may have been some indirect benefits to the participants/nubsss if t
derived satisfaction from contributing to an important topic to nurses, and fetroai
may have enhanced their ability to cope with moral distress prospeciihelyursing
profession, policy makers, and future patients and their families may denieft hieom
this study as the results add to the body of knowledge related to nurses’ recggevigth
moral distress. The results also begin to fill the gap in knowledge between nuase mor
distress and its association to avoidance behavior.

Inclusion of Women and Minorities

It was anticipated that the gender and racial/ethnic sample of nurses indlgis st
would resemble the population of nurses across the United States. In the US, women are
the dominant group in the RN population. Likewise, there is an underrepresentation of
minority nurses in the U.S. As of March 2004, there were an estimated 2,909,357

registered nurses in the United States, of which 2,421,351 were employed in nursing.
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Male nurses comprised 6.1% (148,642) of the employed population. Racial/ethnic
backgrounds included 81.2% white (non-Hispanic), 4.4% black/African American (non-
Hispanic), 3.1% Asian (non-Hispanic), 0.2% native Hawaiian/Pacific islgnder

Hisp), 0.3% American Indian/Alaska native (non-Hisp), 1.7% Hispanic/Latinoréaey,
1.5% two or more races (non-Hispanic), and 7.5% unknown (U.S. Department of Health

and Human Services, n.d.).



CHAPTER FOUR
RESULTS
Data Analysis

The purpose of this study was to explore the relationship between moral distress
and avoidance behavior between nurses currently practicing in criticarehren-
critical care settings. Specifically, the study sought to deterr)néthere was a
difference between the intensity and frequency of moral distress @fsnuarsritical care
and non-critical care settings; 2) to determine if there was a diéiefarmean Moral
Distress Scale and Impact of Event Scale scores betweenl catiesand non-critical
care nurses, and to determine if there was a difference after adjostagg; 3) to
determine if there was a correlation between moral distress and avoduaséors and;
4) to determine if there was a relationship between moral distress and agoidanc
behaviors in critical care and non-critical care nurses after adjdstiage.

This chapter presents the results of the study including data preparation and
screening; sampling information; demographic data including age, gercermighest
level of education, years worked in critical care, geographic location of current
employment; the intensity and frequency of moral distress; impact oflyndistressing
events; avoidance thoughts and behaviors; reliability and validity of the MDS and the

IES, and answers to the research questions. Statistical analyses includipddes

59
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statistics, t-tests, correlations, multivariate analysis of variandecovariance, and
multiple linear regression. Findings are presented in the order of thecteagas.
Data Preparation

Quantitative data were coded within the Qualtrics software programwagie
collected as a continuous variable on the survey forms and was also organized into five
categories for statistical analysis. States in which nurses g@wetiere organized into
five categories and reported in the narrative. Stressor events specified68 there the
only qualitative data collected and after examining for themes, weaainegl into 12
categories. Data were screened prior to analyses in order to addresag¢h@fsaccuracy
of data entry, missing data, and to determine if the data met the assumptions of
multivariate analyses.

Data entry. Coded data from the Qualtrics software program were imported into
SPSS Version 17 (2008) from the AACN nurses, Rural Nurse Managers, and BSN-
Completion students. Information from the master’s in nursing students’ paper aid penc
surveys was manually entered into the data file by the investigatoen8uyeand
cleaning was then completed. When three consecutive random samples, eachgonsisti
of 10% of the records, were determined to be without error, the process was concluded.
Values were examined to verify that all fell within the set range analfihmean scores
were plausible.

Missing data. Of the 127 surveys completed, 96 participants completed both the
MDS and IES. Data from the 25 participants who completed the MDS, but not the IES,

were included in the analysis for Aim 1 (difference between intensity and fregoé
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moral distress), but not for Aims 2 or 3 which required IES data. One participant
completed the MDS items for Intensity but not Frequency and was excluded from

analysis. One participant did not specify their gender, one did not specifagleeione

did not specify race, two did not identify whether or not they had worked in aloraiea
setting, and one did not identify work status (full time/part time/per diem). One

participant responded to only 3 of the 10 demographic items (gender, age, race). The data
for these participants were retained for analysis since missing datanvemal. Mean
substitution was used for missing items on the MDS and IES which constituted 0.58%

and 0.2% of the total items respectively.

Normality. Normality of the distribution of scores was determined by assessing
histograms, Q-Q plots, and using the Explore option in the SPSS DescriptivecStatisti
menu. The Kolmogorov-Smirnov statistic assesses the normality of the distribtit
scores, with a non-significant result indicating normality (Pallant, 2007). Boége
indicated that the scores for both the MDS and IES were normally distributed with
significant values above 0.05 (range = 0.195 to 0.200). Normal probability (Q-Q) plots
chart the expected value from a normal distribution against the observed valaehfor e
score. A fairly straight line suggests a normal distribution. The observed andeexpec
values on the Q-Q plots for this analysis showed a reasonably straight line for legh sca
A slightly negative skew was noted for the IES intrusion subscale indjdati scores
were higher on this measure.

Linearity. The linear relationship of variables was assessed by examining

bivariate scatterplots. The relationship of moral distress and impact ofckgterdt meet
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the assumption of linearity. There was a slightly moderate positiveoredhtp between
moral distress Intensity and moral distress Frequency, and a weak p@saianship
between Avoidance and Intrusion on impact of event.

Homoscedasticity. Homoscedasticity was measured by Box’s M test of the
equality of covariance matrices. Box’s M statistic tests the null hgsat that the
observed covariance matrices of the dependent variables are equal anrpsskpr the
dependent variables of total moral distress and total impact of event, Box’s 81564s
(F =1.152,p=.327) indicating that the assumption of homoscedasticity was not
violated. The results of these tests suggest that the data are normally desaiizliteeet
the assumptions for multivariate analyses.

Sample Characteristics and Demographic Data

Sampling Information

Data collection began November 13, 2009 and ended February 27, 2010. Data
were collected using either paper and pencil or online surveys. Two fairitpers
from the school of nursing from the private university distributed paper and penci
surveys to a convenience sample of students in the master’s in nursing prograeys Sur
were precoded and distributed during class time. The faculty membehglefioim and
student volunteers collected all of the anonymous surveys in an envelope. The envelope
was returned to the faculty members who mailed the surveys to the resedrahentsS
were also given the option to participate in the study via the online survey. Tindsats

did not receive a paper survey. Four students contacted the researcher due tiy difficul
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with accessing the online survey and were provided with a link to connect direttéy to t
survey.

A random subset of 370 members was drawn from a random sample of 3,500
nurse members of AACN and was mailed invitations to participate in the stuidy.oA
members was provided to the researcher by AACN. A convenience sample of 87
members of the Rural Nurse Managers Organization and 185 BSN-completion students
were contacted via email and invited to participate in the study resultangpial of 642
email solicitations. One hundred twenty-seven online surveys were returneithgasu
response rate of 20%. Thirty-five of 40 paper and pencil surveys were returiaed for
response rate of 88%. A total of 682 surveys were distributed, with 162 returned for a
combined response rate for online and paper and pencil surveys of 24%. Data from the
paper and pencil surveys were manually added to the SPSS data set containingethe onl
surveys. Only 96 of the 162 surveys contained complete data (59.25%). All data were
analyzed with SPSS statistical software, version 17 (Chicago, IL).

Demographic Data

Demographic data were analyzed using descriptive statisgosales comprised
92% of the participants. Ninety-one percehparticipantsvere Caucasian, 4% were
Asian, 2% were Hispanic/Latino, and 2% were Black. Ages ranged from 24 t@a&4 ye
with a mean of 41 years. The majority of participants 62) held a baccalaureate
degree in nursing, followed by associate degneeZ1), master'sn= 12), diplomaif =
5), degree in field other than nursimg=4) and doctoraten(= 1). Years that participants

worked as an RN ranged from 125 10) years to more than 30 years=(13). Nurses
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with current or past critical care nursing experience comprised 768%¢8) of the

sample with 30%r(= 28) reporting never having worked in critical care. Forty-five
percent reported currently working in critical care. It was antiegbehat gender and
racial/ethnic characteristics of nurses in the study would resemble thiaompof
nurses across the United States. Differences between the samplpg#diand the
population of registered nurses in the U.S. are shown in Table 4.

Table 4

Comparison of Gender and Racial/Ethnic Characteristics of Sample Participants to US
Population of Nurses

Demographic % Study Participants % US Population of
n=96 Nurses
Gender
Females 92 939
Males 8 6.1
Race/Ethnicity
White 91 832
Black 2 5.4
Asian 4
5.8
Hawaiian/Pacific islander 0
Americanindian/Alaskanative 0 0.3
Hispanic/Latino (any race) 2 86
Multiracial .01 1.7

Note.Statistics for US population of Asian and Hawaiian/Pacifia\chbs nurses were combined
in the 2008 survey.

4U.S. Department of Health and Human Services (n.d.).

U.S. Department of Health and Human Services (2010).
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Nurses stated that they had worked in their current position from <1 (n=8) to 30
years (n=1). The highest proportion worked for 1-2 yaar26) in their position.
Seventy-eight percent reported working full time (36+ hours/week), 18% workihg pa
time and 4% per diem/casual. A majority of nurses 66) reported working in two
Midwestern states. The remainder worked in 16 other state26), 1 in Europe, and 13
not reporting. No significant differences were found in demographic variabléske
participants who completed and those who did not complete both the MDS and the IES

(see Table 5).

Table 5
Demographic Characteristics for Participants Completing the MDS Only
Variable n Test Statistic p-value

Gender 120 X?=0.00 1.0
Race/ethnicity 120 X?=1.89 0.756
Highest level of education 120 X?=6.31 0.28
Years worked as an RN 120 X?=6.98 0.43
Years worked in critical 119 X?=12.23 0.2
care
Current work in critical 120 X?=0.06 0.81
care

Years worked in current 120 X?=3.9 0.79
position
Full time/part time/per 119 X*%=3.13 0.21
diem

Age 119 t=3.18 .002
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Critical care nurses and non-critical care nurses did not vary on demagraphi

characteristics with the exception of age 8.18, p = .002) (see Table 6). The mean age

for critical care nurses and non-critical care nurses waS[3 (11.2) and 358D =

11.74) respectively. This finding was unexpected as the literature reports tlest nurs

desire a less intense work environment as they age (Tourangeau, Cummings, Cranley

Ferron, & Harvey, 2010) and experience more physical and mental strain in their

workplace (Buerhaus, 2009; Moseley, Jeffers, & Paterson, 2008). Of note, for icalegor

variables, some cells had less than 5 values which may have impacted the¢oability

identify significant differences between groups.

Table 6

Demographic Data for Critical Care and non-Critical Care Nurses

Variable n  Test Statistic  p-value
Gender 95 X°=0.48 0.49
Race/ethnicity 95  X?=9.02 0.06
Highest level of education 95 X?=6.59 0.25
Years worked as an RN 95 X°®=21.4 0.003
Years worked in critical care 94  X?=94. <0.001
Current work in critical care 95  X*=30.29 <0.001
Years worked in current position 95 X* =12.04 0.1
Full time/part time/per diem 94 X?=1.32 0.52
Age 95 t=3.12 0.002
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Seventy-seven percent of participants completed the online survey and 23% the

paper method. All those in the paper survey group were educated at the Bad&edbr’
and worked in lllinois. The majority of online participants were in the 40-4@nyx22)
and 50-59 yrsn(= 22) categories. The majority of participants taking the paper survey
were in the 20-29 years age range=(14).

Significant differences were noted between survey method and¥agk 16 =
95) = 11.37p = .02), with 80.2% of the online group being Caucasian while 19.8% of the
paper method group being Caucasian. Significant differences were noteghsuvvey
method and highest level of educatidfi (5,n = 95) = 23.68p = .001) with all of the
paper survey group being educated at the bachelor’s level. Significantrdiiereere
also noted between survey method and years worked as axf RN = 95) = 17.6p =
.01), having ever worked in a critical care settiXg((L, n = 96) = 7.37p = .007) and age
(t=(93) =5.36p =.001). A plurality of online participants was concentrated in two age
groups: 5-10 years1E 13) and more than 30 years<13). In the pencil survey group
the majority were in the 1-2 years£ 6) and 5-10 years1E6) age ranges. No
significant differences were found for years worked as an RN in ¢tGace, current
work in critical care, years worked in current position, or full time/part status. Of
note, for categorical variables, some cells had less than 5 values which may have

impacted the ability to identify significant differences between groups.
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Reliability and Validity of the MDS

The MDS was developed to measure the Intensity and Frequency of moral
distress of hospital nurses caring for adult populations. Results of the rgliabdi
validity of the MDS subscales are presented.
Reliability of the MDS

Internal consistency reliability was computed for the MDS subscalesefsity
and Frequency using SPSS version 17 software (Chicago, IL). For group-level
comparisons, Polit (2010) suggests that coefficients of 0.70 to 0.75 are adequate, but
coefficients of 0.80 or greater are desirable. Reliability coeffisiéor this study are
reported in Table 7. Analyzing item-total correlations revealed thatpha atould not
have improved had any items from the instrument been removed.

Table 7
Reliability Coefficients for the MDS and IES in this Study

Scale Cronbach’s Coefficient Alpha
Moral Distress
Intensity subscale 0.97
Frequency subscale 0.89
Impact of Event
Avoidance subscale (Items 2, 3, 7, 8, 9, 12, 13, 15) 0.84
Intrusion subscale (ltems 1, 4, 5, 6, 10, 11, 14) 0.88

Total Instrument 0.89
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Validity of the MDS

As discussed in Chapter Three, content validity of the MDS was supported by a
review of the literature and by three doctorally prepared experts witingethics
research experience (Corley et al., 2005). Validity of the MDS was nosadsaghis
study.

Reliability and Validity of the IES

The IES was originally developed for use in the population of bereaved
individuals, but has been most widely used as a measure of stress reactions afte
traumatic events, particularly for those experiencing post-traunteggssisorder. A
review of the psychometric properties of the scale, reported in studies oreethan 20
years, has supported the reliability and validity of the instrument. Itsfaator structure
(avoidance and intrusion) has been shown to be stable for a variety of stressful events
(Sunden & Horowitz, 2002). Results of the reliability and validity of the IEShier t
study are presented here.
Reliability of the IES

Internal consistency reliability was computed for the IES total scade
subscales of Avoidance and Intrusion. Reliability coefficients for thtystre reported
in Table 7. Analyzing item-total correlations revealed that the alpha woulthuet
improved had any items from the instrument been removed.
Validity of the IES

As discussed in Chapter Three, the IES has been shown to be valid and have

adequate test-retest results. Validity of the IES was not assessedstudlyis
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Alpha Level, Power, and Effect Size

An alpha level of 0.05 was selected as the significance level for attisttiests.
Effect sizes were computed by calculating the difference in mean scadeddy the
pooled standard deviation. For Aim 1, a sample of 64 in each group was needed to
achieve 80% power to detect a difference in mean scores on the MDS tit stattls a
medium effect size using Cohen’s (1969) classification (d = .50). For Aim 2, a sample of
85 in each group was needed in order to achieve 80% power to detect correlations
between MDS scores and IES scores (r statistic) with a mediunt @feof (r = .30).
For Aim 3, a sample of 63 per group was needed (n = 126) in order to achieve 80%
power to detect differences in mean scores on the MDS and IES afteimgdjoisage
with a medium effect size{£ .50 ).

Moral Distress and Avoidance Behavior in Nurses Working
in Critical Care and non-Critical Care Settings

The following are presentations of findings related to the three primsegneh
aims.
Aim la

To determine if there was a difference between the intensity and frequfency
moral distress of nurses in critical care and non-critical care setlihg independent
variable was critical care status (critical care/non-critteaé) and the dependent
variables were MDS scores. The MDS contains two subscales: moral disteesgty
and moral distress Frequency. Both subscales are measured on an ordinal le@¢bfrom

6. Zero indicates that the participant did not have experience with the situatiabetkescr
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in the particular item. For the Intensity subscale, 6 represents to aégteat.” For the
Frequency subscale, 6 represents “very frequently.” Total moral distoees sange
from 0-456 (0-228 each for Intensity and Frequency). Scores for this sameel faom
1 to 307.

Differences in moral distress scores across groupsn independent-samples t-
test was conducted to compare the total moral distress scores fol caitecand non-
critical care nurses. Mean moral distress score for the criticahosses i = 229.71,
SD= 71.26) was higher than the score for non-critical care nuvkes209.07SD =
68.25), however the difference was not statistically signifida(®4() = 1.31p = 0.25).
Effect size (d = 0.296) was small and may be partially explained by smallesaize.
A priori power analysis for Aim 1 indicated that 64 participants per group werkeddo
have 80% power to detect a difference in mean MDS scores. Only 96 complete data sets
were available to evaluate this aim.

An independent-samples t-test was conducted to compare moral distressylntensit
scores for critical care and non-critical care nurses. Total sfmrestical care nurses
(M = 143.99SD = 57.45) were higher than for non-critical care nurbés (129.21,SD
= 54.48), however, the difference was not statistically significg®¥) = 1.16p = 0.25).
Effect size (d =0.264) was small.
An independent-samples t-test was conducted to compare moral distress

Frequency scores for critical care and non- critical care nurséisalCcare nurses

reported a higher Frequency of moral distréss=(85.71,SD = 23.42) compared to non-
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critical care nursesM = 79.86,SD = 20.37), but the difference was not statistically
significant € (94) = 1.16p = 0.25). Effect size (d =0.266) was small.

The item with the lowest total score for MD Frequency was item 29, “Respond to
a patient’s request for assistance with suicide when patient has a poor pro(vasis”
1.09,SD= 0.28). There was a very small difference in the mean scores for Frequency
between critical care nursed € 1.10,SD = 0.35) and non- critical care nursés £
1.11,SD= 0.57) for this item, but the difference was not statistically signifigg@d) =
-.04,p = 0.97). Effect size (d = 0.036) was very small.

The item with the highest total score for MD Frequency was item threey“Carr
out a physician’s order for unnecessary tests and treatmént’4(13,SD= 2.11).
Critical care nurses had a lower score for Frequekcy 8.72,SD= 1.71) than non-
critical care nursedM = 4.0,SD = 1.41) for this item, but the difference was not
significant € (94) = -.77,p = 0.45). Effect size (d = 0.213) was small.

The item with the lowest total score for MD Intensity was item 11, “Assist
physicians who are practicing procedures on a patient after CPR has beeessfalic
(M =2.04,SD = 2.03). Critical care nurses had a higher sddre .63,SD= 2.33) than
non-critical care nurse$A(= 2.0,SD= 1.92) for this item, but the difference was not
significant € (94) = 1.37p = 0.18). Effect size (d = 0.295) was small. The item with the
highest total score for MD Intensity was number five, “Initiate extenga«saving
actions when | think it only prolongs deativl € 5.0,SD =1.81). Critical care nurses

had a higher scoréA= 4.80,SD= 1.97) than non- critical care nursés £ 3.86,SD=
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2.15). At-test showed a significant difference in scores for these two groups onrthis ite
(t(94) = 2.073p = .04). A medium effect size was detected (d = 0.456).

An independent-samples t-test was conducted to compare the total moral distress
scores for the online participants and those who completed the paper survey. Mean moral
distress score for online participant$ € 225.08,SD= 73.81) was higher than the score
for paper and pencil participantd € 219.02,SD= 60.27), however the difference was
not statistically significantt(94) = .351p = 0.73). Effect size (d = 0.09) was small.

Aim 1b

To determine if there was a difference in mean Moral Distress Scalengadtl
of Event Scale scores between critical care and non-critical care @meo determine
if there was a difference after adjusting for age. The independentleanas critical
care work status, the dependent variables were MDS and IES scores, and Hge wa
covariate.

Difference in moral distress and avoidance scores across grougsone-way
between groups multivariate analysis of variance was performed to iratestig
differences in mean Moral Distress Scale and Impact of Event Scads aiween
critical care and non-critical care nurses. Box’s M test showed that the@ssn of
homogeneity of variance-covariance matrices was not violated, M = .321. The
significance value for Levene’s test was p=0.375 for moral distress arfe@=f0r
impact of event showing no violation of the assumption of equality of variance for both
variables. There was no significant difference between critical caresnainsl non-

critical care nurses on Moral Distress Scale and Impact of EventssSoads; F(2, 93) =
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2.19, p = .12. While there was no significant difference in scores, critical caes nurs
reported higher levels of moral distress (M = 229.72, SD = 71.27) than non-critical care
nurses (M = 209.07, SD = 68.26). Non-critical care nurses reported higher levels of
avoidance behavior (M = 54.05, SD = 14.84) than critical care nurses (M = 49.64, SD
=12.8).

A one-way between groups multivariate analysis of variance was pedoome
investigate differences in mean Moral Distress Scale and Impact of &valetscores
between online and paper survey participants. There was a significardrdiffdretween
online and paper and pencil participants on Moral Distress Scale and Impgaeinof
Scale scores; F(2, 94) = 3.35, p = .04.

Difference in moral distress and avoidance scores across groups after
adjusting for age.A one-way between groups analysis of covariance was conducted to
compare the differences in mean Moral Distress Scale and Impact of Eaéns&ores
between critical care and non-critical care nurses after adjustiage. Box’'s M test
showed that the assumption of homogeneity of variance-covariance matrices was not
violated, M = 0.327. The significance value for Levene’s test was p=0.436 for moral
distress and p=0.215 for impact of event showing no violation of the assumption of
equality of covariance for both variables. After adjusting for age, theraavagnificant
difference between critical care nurses and non-critical caresnoingigloral Distress
Scale F (1, 92) = .892p = .347) and Impact of Events Scale scoF€4,(92) = 3.801p

= .054).
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Aim 2

To determine if there was a correlation between moral distress and avoidance
behaviors in critical care and non-critical care nurses:

Correlation between moral distress and avoidance thoughts and behaviors.
It was hypothesized, based on the literature that repeated exposures to nsiralgidg
situations would be associated with avoidance thoughts and behaviors. Avoidance was
measured using the IES. The IES is a 15-item instrument that containshisoales;
Avoidance (8 items) and Intrusion (7 items). Participants are asked to idestigssor
event in their life and how long ago the event occurred. The scales are meatuiged wi
Likert type scale ranging from 0 to 5. Zero indicates that the item did not, dscur
rarely, 3=sometimes, and 5=often. Numbers 2 and 4 are not labeled. An analysis using
Pearson product-moment correlation coefficient showed a small positive ¢orrelat
between moral distress and avoidance that was not statistically sighific 0.107,n =
96,p =.298).

Identification of a stressor eventThe IES begins with an open-ended question
asking participants to write in “the stressor event in your life that thenolgpitems will
refer to”. Participants are then prompted to indicate in days, weeks, months sangwar
long ago the event occurred. Constant comparison of the data generated from this
guestion was conducted during the data collection period and analysis. Data reduction
occurred as new data were collected and common themes thought to best represent the
participant’s thoughts and feelings about their stressor events wereiédkiNigw

categories and labels were added as analyses progressed (ee®).TEhbe since an
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event occurred ranged from 1-6 dags=(18), 1.5-3 weeka(= 6), 1-11 monthsn(= 26),

and 1-30 yearsn(= 41). One participant reported the event occurred ‘constaBthht

participants did not identify an event, but did respond to each of the 15 items on the scale.

Table 8
Stressor Life Events and Times Identified on IES
Category # of Occurrences
Work-related
Miscellaneous 18
End-of-life 10
Questioning competence of colleagues 5
Uncontrolled/unrelieved patient pain/suffering 3
Surgery on patient without informed consent 1
Death in family 10
Financial 10
Relationships/divorce/abuse 9
Health issues in family 9
Murder/suicide/crime 7
Death of pet 2
Other “going back to school for my master’'s”; “moving”; 3
“school”

Differences in IES scores across groupAn independent-samples t-test was

conducted to compare the total IES scores for critical care and nonlcadtieaurses.
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Mean scores for the critical care nurdgls{ 37.33,SD = 13.53) were less than the scores
for non-critical care nursed/i(= 41.98,SD= 15.97), however the difference was not
statistically significantt((94) = -1.45p = 0.15). Effect size for the difference between
groups (d = 0.314) was small. Likewise, mean scores on the IES Avoidance stdyscale
critical care nursedM = 16.12,SD= 7.54) were less than for non-critical care nuriés (
=19.56,SD= 10.49) and showed no significant differenc@4) = 1.57p = 0.12).

Effect size for differences between groups on the avoidance subscale (d = @877) w
moderately small. Mean scores on the IES Intrusion subscale for a#@reahursed\ =
21.20,SD= 8.11) were slightly less than for non-critical care nurkes ¢2.42,SD=

8.29) and showed no significant different€d) = -.67,p = 0.51). Effect size (d =

0.149) was small.

The item with the highest score for the total IES was number 1, “I thought about it
when | didn’t mean to”N = 3.91,SD= 1.19). There was a very small difference in the
mean scores between critical care nurbés 3.91,SD = 1.25) and non-critical care
nurses i = 3.92,SD = 1.05) for this itemt((94) = -.039p = 0.969). As expected, the
effect size was negligible (d=0.009).The lowest scoring item for thelEfalvas
number 8, “I felt as if it hadn’t happened or wasn't rebd’< 1.58,SD= 1.68). There
was a difference in the mean scores between critical care nMrse$.29,SD= 1.54)
and non-critical care nursed & 2.29,SD = 1.82) for this itemt((94) = -2.72p = 0.008.

A medium effect size of 0.593 was detected.
An independent-samples t-test was conducted to compare the total IES scores for

online and paper survey participants. Mean scores for the online particidants2(82,
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SD= 12.93) were greater than the scores for paper participdnts14.54,SD=13.71).

The difference was statistically significan(94) = 2.6 p = 0.01). Effect size for the
difference between groups (d = 0.621) was moderate.
Aim 3

To determine if there was a relationship between moral distress and avoidance
behaviors in critical care and non-critical care nurses after adjusti age:

Difference between MD and IES after adjusting for ageA multivariate
analysis of covariance was conducted to determine if there was a diffeetnezn
moral distress and avoidance thoughts and behaviors by nurses after adjustygy for
With Levene’s test significance values of p=0.436 and p=0.215 for total morakdist
and total impact of event respectively, the assumption of equality of variaase®ot
violated. With unequal sample sizes, Polit (2010) suggests using thd Bxst to assess
homogeneity. The results for this analysis were Bdks 3.561,F = 1.15, ang = .327.
After adjusting for age, there was no statistically significant iffee between the two
groups on moral distresB(L, 92) = .89p = .35) or impact of evenf((1, 92) = 3.80p =
.05) scores.

Summary of Findings

Results of the data analyses are reported in this chapter. Data prepachiidedin
assessing accuracy of data entry, assessment of missing dataeamihdéon of
normality, linearity, and homoscedasticity. Sample characteristics anutdmphic data
were reported. The sample was homogeneous with the majority being {8@faleand

white (91%). There was a significant difference between critax@ and non- critical
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care nurses in age, but there were no differences for other demographic vantdyiesl.
consistency reliability of the MDS and IES instruments were evalaagdound to be
strong with Cronbach’s alphas ranging from 0.84 to 0.97.

Although critical care nurses had higher total mean MDS scores than noakcritic
care nurses, the difference was not statistically significant. Scordsefeubscales of
Intensity and Frequency also showed no statistically significant diffesescross
groups. Analysis of the relationship between moral distress and avoidance showed a ve
small positive correlation, but was not statistically significant. Twdlfferent
categories of stressor life events were reported by participants wipbetedithe IES.
Scores for the total IES, as well as the Avoidance and Intrusion subscaies|w
somewhat lower for critical care nurses compared to non- critical cesesnout these
results were not statistically significant. After adjusting fae,dgere was no statistically

significant difference between the groups on MDS or IES scores.



CHAPTER FIVE
DISCUSSION
The interpretation of findings is discussed in this chapter. Discussion includes
relationships between moral distress and avoidance behaviors, as well eatiomdifor
nursing, strengths and limitations of the study, and recommendations for égeasah.
Aims of the Study
Moral distress continues to be reported by nurses practicing in both aéreal
and non-critical care settings. While it was anticipated that nursesngarkcritical care
settings would experience more moral distress than those in non-criticaktargs, the
results of this study showed that total mean scores on the MDS were not sigjgifica
different for the two groups; nor were scores on the subscales of IntaniEyequency.
Bivariate analysis of age, gender, and race showed that only age wasastjgific
different between critical care nurses and non-critical care nurseipeants, therefore,
gender and race were not considered for further analyses. Aftelragljastage, there
was no statistically significant difference between moral distredsi@oidance behaviors
for the two groups.
Aim 1a: Differences in MDS Scores
While mean MD scores did not vary between groups, there was a significant
difference in scores between critical care nurses and non-ccéicahurses in instances

of initiating life-saving measures which may prolong death. This maydogiaied for

80
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due to the life-threatening illnesses of patients cared for in criticalsedtings. Nurses in
non-critical care settings may not have the responsibility of initigxbensive life-

saving measures due to the lower acuity level of patients in their care. Whedsode a
limitation of the MDS instrument for use in non-critical care settings. Wignkiith

nurses who were not as competent as the participants believed they should be was a high
scoring event. A possible explanation for this result was not found in the literature but
holds implications for all stakeholders involved. The safety and well-beingiehfsais
threatened if nurse competencies are inadequate. There are negaicegionglfor
colleagues as well who may feel an additional burden for patients or majeexpe
anxiety, moral distress, or physical symptoms associated with working tineder
conditions.

Carrying out orders for unnecessary tests and treatments, and followihgfam
wishes to continue life support that was not believed to be in the best interests of the
patient were the most frequently occurring events. Similar resulesfaiend by Fogel
(2007), with “continuing life support when not in the best interests of the patient” being
the highest scoring item in that study. This item had the highest Frequeneyrsthe
current study and showed a significant difference in the mean scores betweaincarie
and non-critical care nurses. It is likely that nurses in non-criticalsegttings do not care
for patients on life support, reflecting the lower mean scores for this iteimaogroup.

Aim 1b: Differences in IES Scores

It was anticipated that nurses would identify a stressor event from themgursi

practice when completing the IES. However, of 87 identified events, 50 (5&6é)nwt

work-related. Responses to items on this scale may have been rated Hiffexeénbey
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been specified as work-related events. In turn, this may have influenceduhe oé
scores on the IES and the relationship between moral distress and avoidandagn nurs
practice settings. Both groups of nurses reported high scores for “thinking about a
stressor event when they did not mean to”. This reflects the intrusive nature and
unintentional remembering of stressful events. There was a significaméddée
between critical care and non-critical care nurses for “feebnfjan event had not
happened or was not real”, even though this was the lowest scoring item on the
instrument. It may be that critical care nurses’ frequent exposure sefatrevents
increases their awareness of the realities that are an infrequent ncedaenon-critical
care nurses.
Aim 2: Correlation Between Moral Distress and Avoidance Thoughts an@8ehaviors
Avoidance thoughts and behaviors were reported by participants, but were not
significantly correlated with moral distress. This may be partiaipfaened by the fact
that most participants did not identify a stressor event that was related tedhe
setting, or it may have been an event that was stressful, but not morally uigtrEes
instance, two participants with high scores on the Avoidance subscale identified the
stressor events as ‘being accused of sexual assault by a confusett] patiebeing
accused of something that was not true’. These types of events may not have been
morally distressing to the participant, but were given the highest possiibig on item
number 13 on the IES, ‘I tried not to think about it’. While nurses may experience moral
distress, they may not identify it as such. As well, it may be that the IESas not
effective measure of the avoidance nurses engage in as part of the masd dist

experience.
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Aim 3: Relationship Between Moral Distress and Avoidance Thoughts and
Behaviors After Adjusting for Age

While there was no significant difference between moral distress and me®ida
behaviors in critical care and non-critical care nurses after adjdstiage, critical care
nurses were significantly older than non-critical care nurses. The dispropttiona
number of critical care nurses may have impacted the ability to detdfdramte
between the two groups. Gender and race were not considered to be possible confounders
as the bivariate testing showed no significant difference between thedwmsgf nurses
for those variables.

Lack of Power

Polit (2010) suggests that the risk of a Type Il error (concluding that a
relationship does not exist when in fact it does) can be decreased by an adeqpiate sa
size and assuring adequate power. All aims for this study sought to achieve 866 pow
but sample size was not sufficient to achieve this end. Aim 1 required 64 partiaipants i
each group, Aim 2 required 85 patrticipants per group, and Aim 3 required 63 participants
per group. The first recruitment letters were sent via email betweeenhber 13 and
15" to the BSN-Completion students and the rural nurse managers. Due to University
directive, follow-up contact with the BSN-Completion students in the form of reminder
emails or postcards was prohibited. The member list from AACN was received on
December 3, 2009 after which time 210 recruitment letters were sent via @Srpait
As few surveys had been received by the end of December, an additional masling wa
sent out to the AACN group on Decembel"28009. To further increase the response

rate, a third mailing to this group was sent on Janu%,r?@)lo. In addition, a final
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attempt to increase the sample size and response rate was undertakeiiting solic
participation from campus nursing students in a face-to-face setting. Theapdgancil
surveys were returned on February 11, 2010. A total of 682 invitations to participate
were sent via email, US postal service, and via face-to-face sabigitatthe classroom
setting. Despite efforts to recruit a large enough sample size te as®quate power,
there was an unexpectedly low return rate of 127 online (20% response rate) and 35 paper
and pencil (88% response rate) surveys for a combined overall response rate of 24%.
Sixty-six surveys were excluded from analyses due to failure to contipéelES;
resulting in 96 complete data sets.
Disproportionate Number of Critical Care Nurses

Lack of statistically significant results may be partially expldibg a
disproportionate number of nurses in the critical care group (critical uesesn = 68,
non- critical care nurses= 28). A more equal distribution of critical care and non-
critical care nurses through purposive sampling was anticipated. AACN nmemdeid
comprise the group of critical care nurses while BSN completion and nsasttestents,
and members of the Rural Nurse Manager’s Organization were expected tesedimgr
group of non-critical care nurses. To assure an adequate proportion of crigcalcse
participants, members of AACN were purposively sampled. While the sampi&azai cr
care nurses was sufficient for Aims 1 and 3, it fell short by 17 participants tieQeae
for Aim 2. The non-critical care nurses made up only 29% of the sample and their
numbers were not sufficient to meet any of the 3 aims.

It is not known how many non-critical care nurses comprised the non-AACN

member groups. There may have been a larger number of critical care mosgstlae



85

rural nurse managers and the nursing students than anticipated, resultingen a low
proportion of non-critical care nurses available for the study. Thesedanay all have
contributed to insufficient power for this study. Determining the proportiontafadr
care nurses in the general population and drawing proportionately from amedic
surgical nursing group may have resulted in more equitable groups and enhaneed pow
Small Effect Sizes

Effect size is a measure of the strength of a relationship betweablearand
adds to the researcher’s knowledge beyond knowing thatitherelationship (Polit,
2010). Effect sizes in this study ranged from negligible to moderate but ressmall.
We hypothesized that scores on the MDS and IES would vary significantly between
critical care and non-critical care nurses. However, the magnitude of firenldes in
scores was small. This is most likely a result of a small, homogeneous sautfpdek of
power to detect significant differences. There may be other variablels @tptain moral
distress and avoidance behaviors that were not measured in this study. For instance,
although not examined in this study, Corley’s theory acknowledges institutional
constraints as a component of moral distress. Olson (1998) proposed nurses experience
decreased levels of moral distress when they have good relationships witleraanag
physicians, and administration. Work environment and relationships were not examined
in this study. While demographics were similar between nurses in this studyoaedrt
the US population, this convenience sample may not represent the population of critical
care and non-critical care nurses in the US. Additionally, this study had & large

percentage (91%) of Caucasian nurses compared to the US national percentage (83.2%)
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Blacks comprised only 2% of study participants. Corley et al. (2005) found thedi\f

American race was correlated with moral distress intensity. ytbadhat a larger
proportion of African Americans in this study may have resulted in significatings
for some tests. The low response rate of the study resulted in a small saenakeveell
as a disproportionate number of critical care nurses versus non-critical cae. nur
Reliability and Validity of the MDS and IES
Reliability and validity of the MDS (Corley et al., 2001, 2005; Elpern et al., 2005;
Meltzer & Huckabay, 2004) and IES (Davis et al., 2005; Horowitz, Wilner, & Alvarez,
1979; Horowitz et al., 2001; Sundin & Horowitz, 2002) has been well-established in prior
studies. Reliability analyses for this study showed the MDS and IES t@atagaate
internal consistency with Cronbach’s alphas ranging from .84 to .97. This stulilyneaf
the reliability of the MDS, however, validity was not measured in this study. Qcarid
construct validity may not be supported in this sample of critical care nursss, nur
managers, and baccalaureate and graduate nursing students practacnagiety of
settings. Clinical practice and health systems have changed considareblthe MDS
and the IES were designed and first tested. It is possible that they are nmovkitge
measures in the ZTentury.
Implications for Nursing
While the results of this study did not show a significant difference between
moral distress and avoidance behavior in critical care and non-criticalwaes, scores
on both instruments reflected that moral distress and avoidance do occur in nursing

practice and that nurses are able to identify the intensity and frequenoyafym
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distressing events. Events that were identified in Corley (1995) and F{R{#)8)

studies as occurring most frequently, such as “following family wishes to cotifemue
support that is not in the best interest of the patient”, and “carrying out pimsiciders
for unnecessary tests and treatments”, were also the most frequentlyngceuents in
this study. Initiating life-saving actions that prolong the dying processheamost
frequently occurring event in Corley’s study, and the event identified as haeng t
highest intensity in the current study. Over the course of 15 years sineg’€etudy,
the same events are being identified by nurses as being the most frequerdresad int
This finding suggests that some items on the tool remain valid, at least in the populati
of critical care and non-critical care nurses tested by Corley.

Even though some participants did not identify a specific stressor event on the
IES form, frequency of individual events was reported by respondents. More thari 53% o
items on the IES had mean scores falling above the mid-point of the scal#. Not a
stressful events had a high level of frequency, but the lasting effects of eeents ar
reflected in the time since occurrence identified by participants. Manei2fs of
participants who identified a stressor event, indicated the event had occurretianaze
year ago and as long as 30 years ago. The mean length of time was 5.8 yearse Tiis t
lasting moral distress can lead to what Hardingham (2004) and Webster arsd Bayli
(2000) describe as moral residue. This moral residue stems from instanceslof mora
distress that were associated with compromising one’s self or allowiagsdb be

compromised.
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Nurses need to be able to express their experiences of moral distress and be
supported in their efforts to alleviate its lasting effects. More researenoral distress in
nursing is needed to identify (a) environmental and causative factorstefivemtions
that may mediate its impact on nurses, and (c) other populations of nurses that may
experience this phenomenon, such as those in long-term care settings, emergency
departments, and clinics. In addition, research is needed on how relationships with othe
health care providers may intensify or inhibit the negative effects of mste¢gs on
nurses and patients. It is imperative that moral distress be recognizezhbprablem
for individual nurses and the profession. Researchers and administrators needit® ex
its impact on the psyche of nurses and on retention of nurses if we are to sustain and
support the profession.

Strengths of the Study

While avoidance behavior has been reported in nurses working in critical care
(Gutierrez, 2005), in clinics assisting with elective abortions (Hanna, 20Glivery
rooms, gynecology units, emergency departments, surgery, operating rooms, and
pediatrics (Kagan, Ovadia, & Kanetai, 2009) and multi-service clinical unédi¢al,
surgical, intensive care, oncology, mental health) (Lambert et al., 2007), thisstsid
specifically focused on avoidance thoughts and behaviors and moral distressah critic
care and non-critical care nurses. This area has not been well-studied and thendat
this study contributes to what is known about the concept of avoidance as it relates to

moral distress in these populations of nurses. The study was innovative in using a
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predominantly online format for data collection to assess moral distresstutlyedrew
from the population of nurses across the United States.
Limitations of the Study

The greatest limitation was lack of power to detect between group diffeiences
MD and avoidance thoughts and behaviors. Six hundred-eighty-two nurses were invited
to participate in the study. Only 162 surveys were returned for a 24% respensanigt
96 of the 162 surveys contained complete data (59.25%). Responders who completed the
MDS, but not the IES, were eliminated from the analysis, resulting in only 96 cemplet
surveys for analyses. Some patrticipants did not specify the nature of teerstremt
that the items on the IES tool related to. In this case, conducting the surversoim que
providing more comprehensive directions may have reduced the number of non-
responders to the IES.

Sampling bias may be a limitation in this study. Participants who weretadlici
online via email may have been more inclined to report sensitive information, such as
moral distress and stressor events, in the anonymity of a secure Internébd\wigeer,
the response rate was higher from those nurses who completed the paper and pencil
survey in a classroom setting. Perhaps the presence of other nurses in the room or how
the request to participate was presented to the students by nursingifdtudtyced the
participants’ willingness to complete the survey.

In an effort to closely approximate characteristics of the population afatrtiare
nurses, members of AACN were solicited to participate. It was artedphat the

remainder of the sample would provide a sufficient number of non-critical caesror
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comprise an approximately equal number of participants in each group. Subsedouently
large number of nurses solicited from AACN resulted in a disproportionate number of
critical care nurses and may have contributed to the lack of statisticglifycsaint
differences in MD and avoidance thoughts and behaviors between groups.

Some participants had difficulty with the link to the online survey and emailed the
investigator. A response email was sent to these nurses with a link the\eitbat click
on to activate or copy and paste into a browser. Some potential participants may have
chosen to opt out of completing the survey if they encountered a problem with the link
and were unable to connect to the survey on the first attempt. AACN members had to
manually insert the website address into a browser to connect to the online setvey sit
This may have resulted in incorrectly entered characters and failurertectonhese
nurses may have chosen not to participate.

Finally, the sample was homogeneous; 92% female and 91% Caucasian. It would
have been desirable to have a more heterogeneous sample; however the participants i
this study resembled the population of nurses across the United States which is 93.9%
female and 83.2% Caucasian.

Recommendations for Future Research

Replication of this study with a larger, more heterogeneous sample and equal
numbers of critical care and non-critical care nurses would be desirable. Othe
populations of nurses, such as those practicing in long-term care, dialysis, and hospice
settings could be investigated for their experiences with moral distress addreeoi

behaviors. It would be of interest to examine nurse managers’ experienceabf m
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distress and their participation in supporting nurses exposed to moral distress amea rout
basis in their practice settings. The effects of nurses’ moral distréss/aidance

thoughts and behaviors on patients and the provision of their care need to be studied.
Additionally, moral distress in patients and family members could be examined.

Other factors that may contribute to the experience of moral distress and
avoidance behaviors could be explored, such as level of nursing education, previous
ethics education, membership on an ethics committee, spirituality, perceived support
received from peers and nurse managers, or employment in faith-based antgaltilic
care institutions. Qualitative inquiry, or a mixed-methods approach combiningatjuali
interviews and quantitative instruments, may provide rich data that might notaeeabt
with a self-administered instrument alone.

Summary of the Discussion

In summary, the purpose of this study was to explore the relationships between
moral distress and avoidance thoughts and behaviors between nurses curreitiggpra
in critical care and non-critical care settings and to determine lid@oreship remained
after adjusting for age. Significant findings included: 1) moral distres@@oidance
behaviors are present in nurses practicing in critical care and nontcatieasettings; 2)
mean total moral distress scores, as well as Intensity and Frequencyabllistoess
were higher for critical care nurses, but lack of power may have precludéetistshg
statistical significance; 3) avoidance thoughts and behaviors were noicsiigihyf
correlated to moral distress; 4) there was no significant relationship Imetmgral

distress and avoidance after adjusting for age; 5) the most frequent event cawaing m
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distress for critical care nurses was following a family’s wssioe continued life support

when it was perceived by the nurse not to be in the best interests of the patient; the most
frequent event for non-critical care nurses was carrying out a physiciad€r for tests

and treatments that were felt to be unnecessary; 6) the item with the nnglagsscore

for intensity of moral distress for critical care nurses was workitiyg nurses who are
perceived to not be as competent as the patient’s care requires; for ivah-eare

nurses working with levels of nurse staffing that was considered unsafe haghibst hi

mean moral distress intensity score.
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Moral Distress is defined as a painful feeling and/or psychological disequilibrium
caused by a situation where:

1) you believe you know the ethically appropriate action to take, and

2) you believe you cannot carry out that action because of institutionalizediefstac
such as lack of time, supervisory disinterest, medical power, institution poliegair |
limits.

This scale measures your perceptions on two dimensions: 1) level of morakdeastices
2) frequency of this situation.

The following situations occur in clinical practice. These situations mayag not cause
moral problems for you.

For your current position, please indicate for each of the following situati@extent
to which you experienclORAL DISTRESS and itsFREQUENCY. If you do not
have experience with the situation, please indicate O in both col@hease answer by

checking the appropriate column for each dimension. (Scale slightly revised.)
Moral Distress
Intensity Frequency
None Great exter] Never Very frequently,

0(1|2] 3| 4 5 6 QqQ 1 2 83 4 b 6

01| 1. Follow the family’s wishes for the patient’s
care when | do not agree with them but do so
because hospital administration fears a
lawsuit.

02 | 2. Follow the family’s wishes to continue lifg
support even though it is not in the best
interest of the patient.

03| 3. Carry out a physician’s order for
unnecessary tests and treatment.

04 | 4. Assist a physician who performs a test ar
treatment without informed consent.

05 | 5. Initiate extensive life-saving actions whe
| think it only prolongs death.

06 | 6. Ignore situations of suspected patient ahuse
by caregivers.
07 | 7. Ignore situations in which patients have hot
been given adequate information to insure
informed consent.

08 | 8. Carry out a work assignment in which | do
not feel professionally competent.

09| 9. Avoid taking action when | learn that a
nurse colleague has made a medication error
and does not report it.

10 | 10. Let medical students perform painful
procedures on patients solely to increase their
skill.

11| 11. Assist physicians who are practicing
procedures on a patient after CPR has been
unsuccessful.

=]
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Moral Distress

Intensity Frequency
None Great exter] Never Very frequently
01|23/ 4 5 6 Q0 1 2 3 4 b 6

12

12. Carry out the physician’s orders for
unnecessary tests and treatments for
terminally ill patients.

13

—

13. Work with levels of nurse staffing tha
| consider “unsafe”.

14

14. Carry out orders or institutional
policies to discontinue treatment becaus
the patient can no longer pay.

1%

15

15. Continue to participate in care for a
hopelessly injured person who is being

sustained on a ventilator, when no one wi
make a decision to “pull the plug”.

16

16. Observe without taking action when
health care personnel do not respect the
patient’s privacy.

17

1%

17. Follow the physician’s order not to te
the patient the truth when he/she asks fo
it.

=

18

18. Assist a physician who in your opinipn
is providing incompetent care.

19

(=)

19. Prepare an elderly man for surgery t
have a gastrostomy tube put in, who is
severely demented and a “No Code”.

20

20. Discharge a patient when he has
reached the maximum length of stay based
on Diagnostic Related Grouping (DRG)
although he has many teaching needs.

21

21. Provide better care for those who can
afford to pay than those who cannot.

22

22. Follow the family’s request not to
discuss death with a dying patient who
asks about dying.

23

23. Providing care that does not relieve the
patient’s suffering because physician fears
increasing dose of pain medication will
cause death.

24

24. Give medication intravenously during a
Code with no compressions or intubation.

25

25. Follow the physician’s request not to
discuss Code status with patient.

26

26. Follow the physician’s request not to
discuss Code status with the family whe
the patient becomes incompetent.

27

27. Not being able to offer treatment
because the costs will not be covered by
the insurance company.

Moral Distress
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Intensity Frequency
None Great exter] Never Very frequently,
0(1(2] 3/ 4 5 6 Q1 2 3 4 b

28| 28. Increase the dose of intravenous
morphine for an unconscious patient that
you believe will hasten the patient’s death|
29| 29. Respond to a patient’s request for
assistance with suicide when patient has a
poor prognaosis.

30| 30. Follow the physician’s request not to
discuss death with a dying patient who asks
about dying.
31| 31. Follow orders for pain medication even
when the medications prescribed do not
control the pain.

32| 32. Work with nurses who are not as
competent as the patient care requires.
33| 33. Work with nursing assistants who are
not as competent as patient care requires
34 | 34. Work with non-licensed personnel whp
are not as competent as the patient care
requires.

35| 35. Work with physicians who are not as
competent as the patient care requires.
36 | 36. Work with support personnel who are
not as competent as the patient care
requires.

37| 37. Ask the patient’s family about donating
organs when the patient’s death is
inevitable.

38| 38. Be required to care for the patients | gm
not competent to care for.

(Taken from “Moral Distress in Critical Care Nurses,” by M. C. Corley, 188%erican
Journal of Critical Care, 4280-285.)
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Scale ID:
Directions Below is a list of comments made by people about stressful life evmshthie context
surrounding them. Read each item and decide how frequently each item was toue for y

regarding

(Insert stressor event here.)
Please indicate how long ago the event occurred:
Days: # Weeks # Months # Years #

If the item did not occur, choose the NOT AT ALL option. Using the followingesof0 to 5,
circle the number of the response which best describes that item. lagsete each item.

NoRarely Sometimes _Often
1. Ithought about it when | didn’t mean to. B OaII 1 2 3 4 5
2. lavoided letting myself get upset when | 0 1 2 3 4 5
thought about it or was reminded of it.
| tried to remove it from memory. 0 1 2 3 4 5
| had trouble falling asleep or staying asleep, 0 1 2 3 4 5
because of pictures or thoughts that came into
my mind.
5. | had waves of strong feelings about it. 0 1 2 3 4 5
6. |had dreams about it. 0 1 2 3 4 5
7. | stayed away from reminders of it. 0 1 2 3 4 5
8. | felt as if it hadn’t happened or wasn't real. 0 1 2 3 4 5
9. Itried not to talk about it. 0 1 2 3 4 5
10. Pictures about it popped into my mind. 0 1 2 3 4 5
11. Others things kept making me think about it. 0 1 2 3 4 5
12. I was aware that | still had a lot of feelings 0 1 2 3 4 5
about it, but | didn’t deal with them.
13. I tried not to think about it. 0 1 2 3 4 5
14. Any reminder brought back feelings about it. 0 1 2 3 4 5
15. My feelings about it were kind of numb. 0 1 2 3 4 5

(Note that the Avoidance subscale is the average of items 2, 3, 7, 8, 9, 12, 13, ritsysian|
subscale is calculated from the remaining items.)
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Please provide the following information. As with your answers to other portions of thi
survey, your responses will be kept confidential.

1. Gender: Male Female

2. Age:

3. Race/Ethnicity:
Black Hispanic/Latino
Asian Caucasian

Pacific Islander
Other (please specify)

4. Highest level of education:

Associate degree in nursing MSN
Diploma degree in nursing Doctorate
Bachelor's/BSN

Degree in field other than nursing. Indicate field

5. How many years have you worked as an RN?

Less than 1 year 16-20 years
1-2 years 21-25 years
3-4 years 26-30 years
5-10 years More than 30 years
11-15 years
6. How many years have you worked as an RN in a critical care setting; if a
Less than 1 year 16-20 years
1-2 years 21-25 years
3-4 years 26-30 years
5-10 years More than 30 years
11-15 years Have not worked in a critical care setting

7. Do you currently work in an intensive care/critical care setting?

Yes
No
8. How many years have you worked in your current position?
Less than 1 year 11-15 years
1-2 years 16-20 years
3-4 years 21-25 years
5-10 years 26-30 years

More than 30 years
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9. Is your current position:
Full time (36+ hours/week)
Part time
Per Diem/Casual

10. What state do you work in?
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Permission to Use the Moral Distress Scale

Mary C Corley/FS/VCU [mccorley@vcu.edu]

Sent: Saturday, June 13, 2009 9:17 AM
. M

To: DeVillers, Mary Jo

Cc: M

mccorley@vcu.edu

Attachments: #]voral Distress

To Mary Jo DeVillers:

You have my permission to use either version ofMliogeal Distress Scale for yol
dissertation research. Please share your findirigsnae

Thank you,

Mary C. Corley, PhD, R

Associate Professor, Emeri
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