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Abstract

Background: Critical care nurses face several moral challenges due to
frequent involvement in palliative and end-of-life care, heavy workloads,
close patient contact, uncertainty in clinical decision-making, and
conflicts with other healthcare professionals. Unresolved ethical disputes
may result in moral distress. Moral distress is a bad feeling and a
psychological unease which can produce harmful effects on patients,

nurses, and organizations.

Objectives: To determine the level of moral distress among nurses in

critical care units.

Methodology: Quantitative descriptive study - cross-sectional design is
selected to carry out this study to determine the level of moral distress
among critical care units’ nurses at AL-Hillah Teaching Hospitals. From
the period between 9" of November-2022 to 1% June-2023. A non-
probability- purposive sample were selected to carry out the study, which
consist of (250) nurses who work in the critical care units. In order to
collect data, the specific tool prepared, which divided into three parts; the
first part consists of demographical characteristics, the second part
includes employment characteristics, and the third part is the moral
distress scale that consists of three domains. The validity is obtained by
(12) experts, while the reliability calculated as (0.80), which is
statistically acceptable.

Results: The result this study indicated that the majority of the study
sample, 129 (51.6%), was male, 225(90%) were between the ages of (20-
30) age group, and most of the study sample, 126 (50.4%) was bachelor

degree, 131(52%) was married. The finding recorded moderate moral



distress level among critical care unit nurses. No significant relationship

was found between the nurse's moral distress and working place.

Conclusions: Nurses working in critical care units have a moderate level

of moral distress.

Recommendations: The study recommended planning and
implementing educational programs such as offering ethical workshops
and courses about ethics for critical care nurses to explain the concept
and to identify the coping strategies which can be used to decrease moral

distress.
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Chapter One

1.1. Introduction:

Critical care units (CCUs) are dedicated to saving the lives of patients
who are critically ill or in need of life-sustaining assistance. They provide
continuous intensive monitoring by the most technological advanced support
that health care team can offer, dealing directly one-on-one contact with
patients, becoming the main source of information for family members and
struggle with decisions about the appropriateness of aggressive care, all these
factors create stressful work environment which may effect quality of care
(Hassan et al.,2013).

Nurses are more likely than other healthcare workers to encounter
ethical dilemmas because of their continual activity, heavy workloads, and
difficulty providing patient care. This is so because nurses must decide what is
moral in various situations. Organizational barriers, including a lack of support
from the authorities, a shortage of time, administrative laws and practices, and
medical authority, have been laid in place because it is impossible to do the right

thing, which would create moral distress among nurses (Nassehi et al., 2019).

Moral distress (MD) is a major, highly prevalent problem in the
nursing profession. In fact, moral distress is defined as a painful feeling and a
psychological disequilibrium felt by the nurses when they are not able to do
what they believe to be right. In other words, someone with moral distress
knows what is morally correct but cannot put that knowledge into practice due

to organizational constraints (Gallagher, 2010).

It’s a distressing condition that can significantly impact nurses

psychologically and physically. Some of the psychological symptoms that
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nurses could experience include decreased self-esteem, loss of integrity and
feelings of anger, anxiety, fear, sadness, numbness, frustration, depression,
misery and guilt. while, physical symptoms include loss of appetite, nausea,
diarrhea, forgetfulness, fatigue, exhaustion, stomachaches, muscle tension,
migraines and heart palpitations (Deschenes & Kunyk 2020). These
occurrences can result in nurses' disappointment with other people,
dissatisfaction with work, decreased moral sensitivity, and ultimately low-
quality nursing care delivery, which can eventually cause nurses to leave their
job. This can also negatively impact nursing practice, patient treatment success,
and nurses' performance and well-being, affecting the quality and quantity of

nursing care (Ebrahimi et al., 2015).

In the course of their everyday work, nurses experience ethical
challenges, such as making decisions about patient care that go against the
patient's expressed desires, aggressive or ineffective treatment of terminal
patients, problems with informed consent, working with inefficient physicians
and nurses, adhering to institutional policies, performing unnecessary testing on
critically ill patients, and lying to patients. These decisions limit ethical
decision-making and may interfere with the patient's needs, leading to moral
distress (Hassan et al.,2013).

Almost all nurses go through moral distress at some point in their
careers. Still, because of the difficulties they face at work, nurses who work in
intensive care units appear to be more susceptible to experiencing MD. Critical
care nurses face several moral challenges due to frequent involvement in
palliative and end-of-life care, heavy workloads, close patient contact,
uncertainty in clinical decision-making, and conflicts with other healthcare

professionals. Unresolved ethical conflicts not only create job dissatisfaction,
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but may also trigger burnout syndrome in nurses (Emami et al., 2022 and Park
et al., 2015).

Healthcare professionals rarely consider what MD may mean for
patients and their families, nor do they fully understand how they view moral
issues that directly and indirectly concern them. Hospital environment is
stressful, and feelings of vulnerability and loss of control are often unbearable
for some patients and their families as they make difficult treatment decisions
for themselves or their loved ones, particularly at end-of-life or with other

emotionally charged issues (Ulrich, 2020).

Critical care nurses must understand MD and its negative effects on
giving patients the best care possible and take a leadership role in their units to
address this issue with their employing institution and develop strategies to
lessen the impact of moral distress. These strategies should be based on the best
available evidence, various interventions have been proposed, such as education
and training, clinical ethics consultations, and supportive interventions like

debriefing and based stress reduction (Huffman & Rittenmeyer, 2012).

There are three levels of intervention needed in cases of moral
distress: a patient-level intervention to bring team members together for frank
discussion; a unit-level intervention to identify changes needed to prevent or
minimize such situations in the future; and an organization-level interference to
examine practices that threaten the ethical integrity associated with healthcare
personnel. To create an environment where professional nurses can carry out
their responsibilities without compromising their integrity, organizational
structures must be addressed, specifically regarding interprofessional
collaboration (Ay et al.,2019 and Epstein & Hamric, 2009).
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1.2. Importance of the Study

Moral distress has been fairly well documented in critical care
populations, medical-surgical nurses, and nurses in various general practice
settings in the United States and Canada. Additionally, psychiatric nurses in
Ireland and Japan have been confirmed to have it. A lot of the time, aggressive
or useless end-of-life care, unsafe or lack of staffing, and incompetent staff or
providers are linked to moderate to high or extreme degrees of moral anguish
(O'Connell, 2015). As a result, these major adverse consequences have an
impact on the nurse's capacity to cope, which eventually results in reduced self-
worth and the inability to provide effective patient care. Accordingly, research
revealed that 35% of individuals had moral distress a minimum of once per
month and that 27% had left a previous position due to moral distress (Davis,
2012).

According to American studies, between 25% and 50% of nurses
likely to leave their positions because of their incapacity to deal with MD. As a
result, nurses cannot cope with MD and require more efficient interventions
(Ghazanfari, et al., 2021). Furthermore, highest levels of moral distress were
related to the skill of health care providers and following family requests to
continue life support, also known as futile care. So, the nurses were considering
leaving their existing jobs because they were suffering from high levels moral

distress (Fernandez-Parsons et al., 2013).

This problem has been acknowledged as a critical concern within the
nursing profession in New Zealand due to the rising pressure on nurses to adapt
to changing working conditions and medical practices. It is thought to occur

when nurses are aware of ethical principles but are hindered from acting morally
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due to internal or external obstacles. Typically, these restrictions contain

institutional and personal aspects (Woods, 2015).

In Ethiopia, nurses who experienced higher levels of MD. They had
poor communication among teams, insufficient staffing, a sense of being

powerless over decisions, and incorrect care delivery (Berhie et al., 2020).

Nurses in Iran face various difficulties, such as a lack of staff,
decreased job satisfaction, poor social standing, and variations in theory and
practice. This can lead to poor decisions as a result of job stress. Intensive care
unit (ICU) nurses have to make and perform many moral decisions on a daily
basis. Still, individuals are not always able to behave by their own beliefs,

leading to moral distress (Borhani et al., 2015).

The negative effects of moral distress on patients' lives included pain,
a prolonged death, an undignified death, quantity rather than quality of life,
incorrect care, a long hospital stay, disrespect, being unable to spend time with
loved ones, and false hope. Critical care nurses consequently felt negative
emotions such as frustration, rage, grief, psychological exhaustion,
helplessness, pain, anxiety, disappointment, depression and physical
exhaustion. If they do not cope with their moral distress appropriately, they may
leave their jobs Because nurses frequently acknowledge that they have little to
no authority in their organizations and believe that they cannot manage the

moral distress situation (Choe et al., 2015).

Nurses in Turkey ICU may feel unappreciated, lacking in autonomy
and motivation, or not see themselves as part of the team due to factors such as
working in shifts with few other nurses in unsuitable physical environments,

having insufficient opportunities for promotion, receiving inadequate pay,
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experiencing inequality, having an unclear job description, and being subjected

to unsuitable institutional and health policies (Karagozoglu et al., 2015).

1.3. Problem of Statement

The statement of the study: is to determination the Level of Moral

Distress Among Critical Care Units Nurses’.

Institutional and clinical moral problems exist in the practice of
critical care. It was found that nurses' lack of decision-making autonomy caused
them to act immorally in situations involving cardiopulmonary resuscitation,
futility of end-of- life treatments, preventable deaths, and decisions regarding
sharing information with the patient or family. The behavior of the nursing

personnel was improper and at odds with their values (Aram et al., 2018).

Ethics are essential to this profession since nurses frequently
encounter huge numbers of sick people and their mortality, which puts them at
a high risk of emotional conflict. Ethical practice is an essential part of nursing
care, and nursing's present and future depend on the evolution of moral
competence. Going against one's moral principles may cause moral distress
(Salari et al., 2022).

Nurses more attuned to the ethical dimensions of care may be more
at risk for moral distress since these nurses see the moral dimensions of nursing

being neither respected, discussed, nor managed (Hamric et al., 2006).

Individuals deliberate and make moral judgements about what they
consider to be the most acceptable action or behavior in a given set of
circumstances. If they are frustrated in their desire to act in accordance with
moral choice, due to perceived personal and organizational constraints, they
may experience moral distress (St Ledger et al., 2013).
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During their daily activities, nurses are constantly faced with
situations requiring knowledge and skills in the field of professional ethics and
moral decision-making. Moral distress in nursing profession is one of the most
prevalent phenomena (about 50%) that may cause psychosocial problems in
nurses (Abbasi et al., 2019).

Nurses in the ICU experienced moderate moral distress. It is still a
very real worry for nurses who work in intensive care settings. To ensure patient
safety and efficient care delivery, nurses must develop and practice their clinical
decision-making skills (Al-Turfi, & Al-Jubouri, 2022).

In this study, the moral distress level was compared to critical units,
and we believe that the highest moral distress rate can be found in the intensive
care unit because the high mortality rates in the ICU department compared to
other departments, the ICU team faces the most significant risk factor that drives
moral distress, which is the end of- life decision. This may be due to shortage
of therapeutic facilities, prevention of prolonging the patient’s suffering, or the
choice to save patients who have a higher probability of survival compared to
other patients with low survival probability due to bed occupancy shortage
(AlQahtani et al., 2021). Wherefore, moral distress is one of the major issues in
intensive care units (ICUs) that requires immediate and extensive attention
(Abumayyaleh et al., 2016). Various studies have shown that nurses’ moral
distress in the ICU can lead to negative outcomes in patients such as pain, death,
prolonged hospitalization, and disrespect. It can also result in a sense of
disability in ICU nurses, which affects their quality of life and occupation (Choe
et al., 2015).

Multiple and complex responsibilities ICU nurses for critically ill

patients will increase the severity of moral distress because in ICUs, despite
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physical pressure, nurses face intense psychological stress. They often
encounter critical situations when they are supposed to make ethical decisions
in caring for and treatment of patients, so that their confrontation with these
critical moments may increase their moral distress (Shafipour et al., 2015). The
aim of this study is to explore the moral distress issue as a multi-dimensional
phenomenon which may affected nurses in critical care unit. Gap of study
focused in an attempt to identify the level of moral distress among nurses
working in critical care units and provide knowledge about the moral distress
concept because the nurses have little or no knowledge related to moral distress.
So, they need to be cognizant of the concept of moral distress and recognize
those symptoms that may result from prolonged work-related stressors,
especially those that evolve from moral and ethical situations. It is vitally
important for nursing management to recognize the stressors that the staff may
be under and to investigate provisions that may be needed to deal with these
issues. Focus on negative effects of moral distress are multidimensional that
may affect nurses and cause physical and psychological problems as well as

affecting job retention, job satisfaction, and quality of care.

1.3.1. Research Question:

1- Is working with complicated cases increases moral distress level?

2- Is there correlation between selected demographics (age, gender, education,
years of experience, and years of experience in the critical care unit) and the

level of moral distress?

3- Is the organization policy act as a factor to increase moral distress level

among critical care nurses?
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1.3.2. Objectives of the Study:
The objectives of the present study include the followings:
1- To determine the level of moral distress among nurses in critical care units

by using Corley moral distress scale.

2- To identify the demographical and employment characteristics of the study

sample.

3- To compare the level of moral distress among nurses related to their working

area.

4- To find out the relationship between moral distress level and some variables
related to demographical and employment characteristics (age, gender, years of

experience, education qualification).

1.4. Definition of the Terms

1.4.1. Determination:
Theoretical definition:
It is a quality that makes people continue trying to find the magnitude
value or quantity of something by calculation (Sudhakar, 2018).
Operational definition:
The process of fixing or computing moral distress levels among

nurses at critical care unit.

1.4.2. Level:
Theoretical definition:
An instrument for establishing a horizontal line or scale measures

amount, quantity and quality (Zghair et al., 2018).
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Operational definition:
It is a horizontal line measurement used to assess moral distress

among nurses at critical care units.

1.4.3. Moral Distress:

Theoretical definition:

It is a serious problem in nursing, which contributes to feelings of loss
of integrity and dissatisfaction in the work environment. It occurs when an
ethical action should be taken but fell to act upon it (Urden et al., 2013).
Operational definition:

It is a painful experience for critical care units when they know the
correct ethical action, which should be taken but not allowed due to

administration obstacles or institutional policy.

1.4.4. Nurse:
Theoretical definition:

A professional person who maintain, promote, restore health and
well-being, and work to prevent illness according to his/her scientific
background (Romano & Pangaro, 2014).

Operational definition:

A professional person who responsible to cover critical patients’

needs and maintain proper healthy environment during his/her admission in the

intensive care unit.
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Chapter Two

Review of Literature

The purpose of this chapter is to provide an overview of the relevant
literature pertinent to this study. A computer-aided literature search was
performed to find research studies and article about moral distress concept. This
review will discuss the theoretical framework which obtain the scientific

background of the interested phenomena.

Reviewing Related Literature of Moral Distress Concept

2.1. Historical Review:

In the late 1970s, when healthcare ethics theory and practice started
to take develop, with an increasing consensus about how ethical principles
should govern healthcare delivery. Andrew Jameton, the first to evaluate nurses'
experiences with moral dilemmas, observed that ethical problems in hospitals
might be divided into three categories: moral uncertainty, moral dilemmas, and
moral distress. When Jameton first described moral distress, he said that it when
one knows the right thing to do, but institutional constraints make it nearly

impossible to pursue the right course of action (Ulrich & Grady 2018).

Jameton asserted that moral distress was distinct from moral conflict
since, at the very least, there was always the appearance of a choice in a moral
conflict, meaning that there may be more than one ‘correct' course of action. In
the 1990s, Liaschenko added to the discussion by resurrecting a number of the
contextual or external arguments, claiming that nurses experience moral distress
or outrage and loss of integrity when attempting to act morally in oppressive
circumstances (Woods et al., 2015).
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The terms "moral” and "distress" are common words in ordinary
English, but the expression moral distress is an artistic term. The phrase was
initially used in 1984 to describe an issue that was noticed in nursing practice,
and it has since existed virtually entirely in the context of medical and bioethical
literature (Campbell et al., 2016).

Practicing nurses often make ethical judgements, while carrying out
their tasks, even though they may not be aware of it. They must choose their
own moral conduct in a number of situations involving suffering is a decision
that nurses must make. Owing to their peculiar position in the healthcare power
structure, and because of their employing institutions, physicians, other nurses,
patients, and patients’ families -nurses are especially prone to suffer moral
distress (Wilkinson, 1987).

Wilkinson (1989) affirms that nurses' likelihood of successfully
handling moral distress decreases as the amount of moral anguish they face at
work increases. If they continuously fail in trying to handle the pressure, their
personality suffers, their professional connections at work deteriorate, and they
lose self-confidence. The nurse feels as though no one values their opinion, that
they have been humiliated and defeated. If they keep failing, they will just
perform what is necessary, leading to worse patient care and thinking about

leaving their jobs and profession altogether (Mares, 2016).

The Gallup organization has been conducting polls to evaluate how
ethical and trustworthy various professions are for the past 25 years. in 2015,
For the fifteenth consecutive year, nurses were recognized as having the greatest
levels of integrity and morality among the mentioned professions (Gallup,
2015). Since the Gallup survey first appeared in it in 1999, nurses have topped

it every year with the exception of 2001, after firemen were added as a result to
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their service during and following the eleventh September attacks (Jones, 2010),
while a dynamic process in nursing is currently in motion, which has the
potential to both jeopardize the nurse's personal and professional safety and
lower the public's perception of nurses as moral actors. Moral distress, which
often leads to compassion fatigue, can have a detrimental effect on one's mental
and physical well-being, retention, job satisfaction, and the ability to deliver

competent, high-quality patient care (Johnson, 2016).

According to Corley's (2002) theory, that moral distress among
nurses occurs when the nurse knows what is best for the patient but that course
of action conflicts with what is best for the organization, other providers, other
patients, the family, or society as a whole. Thus, moral distress occurs when the
internal environment of nurses their values and perceived obligations are
incompatible with the needs and prevailing views of the external work
environment. To resolve conflicts between the internal and external settings, it
is important to clarify values and have effective communication skills. Moral
discomfort can be disastrous and cause nurses to consider quitting their jobs,
but it can also have a positive effect by raising nurses' knowledge of ethical
issues (Epstein & Delgado, 2010).

Pendry (2007) provided a more contemporary definition of moral
distress as the physical or emotional suffering that is experienced when
restrictions (internal or external) prevent one from following the course of
action that one believes is right. Olson (1998) asserts that moral anguish is
organizationally created and linked to how people perceive the ethical climate
at work (Allari & Abu-Moghli, 2013).

The American Association of Critical-Care Nurses (AACN)

identified MD as a significant issue in nursing and created its own definition
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and stance on the subject. Moral distress, when a nurse is aware of the morally
right course of action but is unable to do so, leading to an incompatible behavior
with their personal and professional ideals. The AACN policy position states
that moral anguish is a significant but usually disregarded issue in healthcare
workplaces (AACN, 2004).

McCarthy, Deady, and Repenshek analyzed existing accounts of
moral anguish critically, tracing the idea back to Aristotle and Williams.
Repenshek disagrees with Jameton's description of MD, arguing that it is crucial
to make the distinction between moral discomfort and moral distress, in which
nurses might feel pressured to take actions that compromise their professional
integrity, but their subjective beliefs about what ought to happen don't
materialize (McCarthy, 2013).

2.2. Theoretical Framework:

The Mary Corley (2002) moral distress theory was chosen as a
theoretical framework for this investigation. It aims to explain what transpires
when a nurse encounters moral distress because they are either unable to act or
feel incapable to act as a moral agent for the patient. The context of the theory
speaks to the internal and external perceptions of the nurse. The external
perceptions concern the work environment, situations that create the ethical
conflict and perceived constraints. According to the moral distress theory,
institutional constraints are a primary factor contributing to moral distress. The
nurses' psychological reactions, such as feelings of perceived helplessness or
self-doubt, are related to their internal perceptions. The theory uses moral
principles to help people deal with ethical dilemmas they may face in the
healthcare setting. The patient, nurse, and organization are all impacted by

moral distress. (figure 2.1) shows Model of Corley’s Theory of Moral Distress
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(Corley, 2002 and Wilson, 2017). The moral thoughts and perspectives for a

theory can be pointed as the following:

2.2.1. Individual Perspective:

The moral distress theory assumes that nurses are moral people who
do a moral profession. It identifies eight interconnected, non-linear moral
notions, including commitment, sensitivity, autonomy, sense-making,
judgment, conflict, competency, and certainty. Within the theory, propositions
illustrate how the concepts and their relationships have an impact on behavior
and results. Following is a thorough explanation of each of the theory's ethical

concepts (Showalter, 2020).

2.2.1.1. Moral Sensitivity:

A capacity to understand ethical conflict, exhibit an intuitive and
contextual comprehension of the patient's precarious position, and the
awareness of the moral consequences of decision taken on the person's behalf
are all examples of moral sensitivity. A key point regarding moral sensitivity is
that nurses who have a high level of moral sensitivity “experience less moral
distress. Nurses with moral sensitivity who lack moral competency are more

likely to experience moral distress (Gonzalez, 2016).

2.2.1.2. Moral Commitment:

Moral commitment is defined as the nurse's loyalty to patient care and
the guiding values. Moral commitment also implies a nurse's readiness to
defend the patient or take risks for the patient. High levels of moral commitment
are associated with both an increase in moral competence and a decrease in

moral suffering (Showalter, 2020).
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2.2.1.3. Moral Autonomy:

Moral autonomy is the capacity and liberty to make decisions on
behalf of the patient. The feeling of moral autonomy may cause the nurse to feel
a sense of responsibility to take the morally correct action on behalf of the
patient (Corley, 2002).

2.2.1.4. Moral Sense-Making:

The ability of the nurse to organize a meaning or make sense of a
moral situation or encounter is referred to as make sense of a moral situation,
which is similar to the concept of sensitivity. High moral commitment,
competence, and sense-making nurses are more likely to have less moral
distress (Corley, 2002 and Showalter, 2020).

2.2.1.5. Moral Judgment:

Moral judgment is the capacity of nurses to analyze all relevant
factors in an immoral event and select the most effective course of action. The
nurse might consider a range of ethical concerns when making moral
judgements. Nurses who exhibit high levels of moral decision-making,
competence, and commitment are more inclined to act morally with integrity

and experience fewer moral distress (Wilson, 2017).

2.2.1.6. Moral Conflict:

Moral conflict is an issue where competing moral principles conflict
over what is the ethically appropriate course of conduct. Its six distinguishing
characteristics are autonomy, suffering and discomfort, freedom of choice,
advocacy, principles, and connection. The nurses are susceptible to encounter
ethical challenges when they believe they are representing the interests of their

patients, have the freedom to make decisions, have few options, feel their
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morals are being compromised, or they have a professional interaction with

patients who are in pain and suffering (Corley, 2002).

2.2.1.7. Moral Competency:

It is the capacity to make morally sound judgments, morally
acceptable decisions, and morally acceptable actions. High morally competent
nurses are sure that the moral choices they make are the right ones (Corley, 2002
and Showalter, 2020).

2.2.1.8. Moral Certainty:

It is a strong feeling of ethical contentment that prompts nurses to put
themselves in harm's way, both personally and professionally, in order to act on
the 'rightness' of that conviction. Nurses are more likely to sense moral certainty
and suffering less moral distress if they have a high level of moral commitment,

moral competence, and moral autonomy (Corley, 2002).

2.2.2. Organizational Perspective:

The concepts in the previous section only touch on one aspect of
moral distress from the perspective of the individual. It has been held that
institutional constraints result in moral distress, hence suggestions from an

organization standpoint are provided in this portion (Corley, 2002).

1- Nurses who feel their workplace is more productive and who have an
elevated level of satisfaction with their job in terms of ethics would have
lower MD.

2- Nurses will have less MD if they have positive connections with their
coworkers, patients, managers, the health care institution, and doctors.

3- Nurses may experience low MD if they have more control over their
working environment and are hence more inclined to act to remedy ethical

difficulties.
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Figure (2.1): Model of Theory of Moral Distress Adapted from Nurse Moral Distress:
A Proposed Theory and Research Agenda (Corley, 2002).

2.3. Definitions Moral Distress:

Distress is defined as suffering that affects one's mind and body, as
well as sadness or discomfort. The negative aspects of distress imply a need to
assist or save the individual. The need for help is now much more urgent. The
definition of the word "moral™ is relating to the principles of right or wrong in
behavior sanctioned by or operative on one's conscience or ethical judgment,

which establishes the background for the concept (Johnson,2016).

The phenomena of MD have been well documented in the nursing
field. It can be characterized as a type of distress that develops if an individual
is cognizant of the morally correct thing to do however is unable to fulfil that

commitment. The organization, nurses, and patients are all impacted by moral
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distress. Patient suffering will increase when the nurse is unwilling to speak out
for the patient and evasion behavior takes place. Unrelieved moral distress

compromises a nurse's integrity and self-confidence (Ragavadu, 2016).

Moral distress is distinct from other forms of stress as well as similar
conditions like burnout, exhaustion brought on by compassion, and
psychological suffering. MD is special due to the fact it entails the transgression
of an individual's fundamental ethical principles, has the potential to damage
one's sense of personal integrity, and may threaten one's moral identity
(Weinzimmer, 2014).

Moral distress, in at its heart, is a form of pain that results from
"challenges to, threats against, or violations of professional and individual
integrity” (Thomas & McCullough, 2015).

2.4. Factors Affecting Moral Distress:

The elements that contribute to MD in nurses can be broken down
into three categories: internal (personal), clinical (about patients), and external
(system policies and interactions with colleagues). Each of these elements is

crucial in encouraging the growth of MD in nurses.

2.4.1. Clinical Situations:

Moral distress is a common issue for nurses in clinical situations,
when they recognize the morally appropriate action to take but feel constrained
from doing so due to various factors including giving unwarranted or ineffective
treatment; not getting adequate informed consent; working with caregivers who
are not as competent as care requires; lack of consensus on a potential treatment
plan; lacking continuity of healthcare; having incompatible responsibilities;
having an excessive workload; and using resources inappropriately (Hamric et
al., 2012).
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Clinical basic reasons of MD often involve end-of-life situations,
such as maintaining life support when it is not in the patient's best interest,
starting lifesaving measures that would only prolong death, continuing
aggressive care, providing insufficient pain relief, accelerating the death
process, providing false hope to a patient or their family, lack of truth-telling,

and disregard for patient wishes (Rawas,2019 and Mealer & Moss, 2016).

2.4.2. Internal Factors:

Internal attributes are one's moral judgment-related values, beliefs,
and personality traits. Since they are particular to each person, when nurses
encounter comparable moral conflict circumstances, they may all experience
different levels of distress, if any. Thwarted moral activities, such as feelings of
helplessness that may arise in reaction to external events, are other significant

internal precursors of moral distress (Deschenes et al., 2020).

Internal constraints arise from the inability to maintain a healthy
mental and emotional perspective when encountering difficult patient care
experiences. These include individual character traits such as nurse's
conscience, ethical competence, perceived powerlessness, lack of
understanding, self-doubt, excessive fear, Lack of awareness about other
treatment options, high moral sensitivity, a deficit of assertiveness, social
conditioning to follow others and conflicts with religious or spiritual beliefs
(Karakachian & Colbert, 2017 and Booth, 2020).

2.4.3. External Factors:

The external limitations that restrict a nurse's ability to behave in a
certain situation include inadequate staffing and rising turnover, policies and
priorities that conflict with patient care needs, insufficient medical supplies and

equipment, nurses who are not involved in decision-making, following family
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wishes of patient care for fear of litigation , compromised patient care due to
insurance pressure or legal threats, inadequate end-of-life communication,
inappropriate use of resources, excessive administrative work, the perception of
a lack of support from administrators, and rigid policies (Ledoux, 2015 and
Ghazanfari et al., 2022).

Another external attribute of moral distress working with coworkers
who are not as competent as the patient care requires, Poor teamwork and
communication, inefficient healthcare professionals, noticing mistakes in
practice, and working in a hierarchical environment that is restrictive. These
external attributes of moral distress can be very upsetting for nurses, because
they frequently get angry when forced to follow directions from a superior.
Healthcare providers' inability to communicate effectively can lead to
misunderstandings and conflicting care objectives (Prompahakul & Epstein
2020).

2.5. Effect of Moral Distress on the Nurses:

These effects can be explained as the following:

2.5.1. Personal or Intrinsic Manifestations:
Moral distress affects a nurse's personality, capacity for work and
ability to remain on the same unit. The repercussions of moral distress on nurses'

physical and psychological health could be significant.

2.5.1.1. Psychological Effect of MD:

Nurses who encounter MD may experience a variety of adverse
emotions, including feelings of helplessness or being overpowered, advocacy
that is unsuccessful, anger, guilt, sadness, frustration, depression, misery,
dismay, sorrow, grief, embarrassment, helplessness, and hopelessness, as well

as fear, disgust, discouragement, anxiety, bitterness, cynicism, resentment, or
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sarcasm, shock, confusion, emotional exhaustion, or withdrawal (Ay et al.,
2019).

It can have a significant impact on a nurse's behavior, causing
problems with thinking (such as forgetfulness), nightmares, lash outs at others,
addictive behaviors (alcohol, drugs, gambling), controlling behaviors,
avoidance, agitation, aggression, victim behaviors, excessive crying, feelings of
shame and isolation, inability to fall asleep soundly, reluctance to discuss the
subject in public or poor social communication , disengagement or

depersonalization, and horizontal or vertical violence (Rushton et al., 2016).

Nurses may feel less spiritually well due to moral discomfort. In
addition to causing spiritual distress, which can lead to a crisis of faith,
diminished moral sensitivity, loss of meaning, deterioration of moral integrity,
loss of confidence, self-blame, self-doubt, self-disappointment, and a loss of
self-worth, as well as a disconnect from their jobs or communities and a decline
in self-esteem (Rushton et al., 2016).

2.5.1.2. Physical Effect of MD:

1. Neurological System Effect:
This issue in nursing can have neurological effects, including
migraines headaches, hyperactivity, difficulty falling asleep, forgetfulness,

numbness, shivering (Dalmolin et al., 2012).

2. Gastrointestinal System Effect:

Effects of moral distress on the gastrointestinal system can vary from
person to person and may depend on the severity and duration of the moral
distress. The MD can cause stomach troubles, nausea, vomiting, diarrhea or

constipation, throat pain, fatigue, exhaustion. The nurse also may suffer from
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loss of appetite, unplanned weight gain or loss. Change may occur in foot habits
(Deschenes & Kunyk, 2020).

3. Musculoskeletal System Effect:

The MD may have a significant impact on a nurse's musculoskeletal
system. Nursing workers experience a high prevalence of musculoskeletal pain
due to the pace of work, time pressure, and understaffing, particularly in the low

back and neck-shoulder regions (Ramos et al., 2016).

2.5.2. Professional or Extrinsic Manifestation:
The nursing profession is severely harmed by MD. The ability of the

nurse to cope and deliver excellent patient care may be impacted by moral
anguish. Moral distress has also been linked to lower job satisfaction and higher
turnover, burnout, which can affect the working environment, employee morale
and morale. Coworkers' signs of burnout include unwillingness to return to
work and patient care, emotional and physical detachment from others, and
leaving the job. This contributes to the already acute nurse shortage (Davis et
al., 2012).

Nursing staff members are reluctant to go to work or work fewer
hours after experiencing moral distress to escape the circumstance. Some nurses
have experienced moral distress, which has made it difficult for them to
continue working on the same unit, in the same hospital, or even in the nursing
profession (Wiegand & Funk 2012). In addition, there is assumed that nurses
responded to moral distress in one of three ways: by avoiding morally difficult
situations, by voicing their worries about such situations, or by altering the
workplace environment. Breaking the cycle of moral suffering might not be
possible by leaving one's job and career behind. This could exacerbate the

effects of moral distress, as leaving a job can result in financial issues. Leaders
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in the healthcare industry as well as the workplace itself are also affected
(Rautanen et al., 2018).

This issue negatively affects the relationships with coworkers and
patients, which lowers job satisfaction. Additionally, absenteeism and low
workplace morals have been connected to moral distress, which affects patient
care (Russell, 2012).

Nursing staff constitutes the single largest group of healthcare
workers, and their absence has a detrimental impact on both the quantity and
quality of patient care. A failure to properly handle MD can lead to burnout,
disinterest, and avoiding patients and situations that cause moral suffering. As
a result, there might be an increase in patient morbidity and, in some situations,
mortality (De Villers & DeVon, 2013).

2.5.3. Effect of Moral Distress on the Patient and Family:

Effect of moral distress on nursing practice and situations causing
nurses to experience moral distress have detrimental effects not only on nurses
but also on patients and families. Negative patient outcomes include suffering,
increased pain, longer hospital stays, disrespect, inability to spend time with
family, decreased quality of care, unsuitable care, delayed therapy and
prolonged hospitalization. The majority of the effects on the family were
similarly detrimental, including pain, being unprepared, feeling overburdened,
sadness, guilt, financial load, exhaustion, worry, rage, and being unable to spend
time by the patient's bedside (Silva, 2015 and Wiegand & Funk 2012).

2.5.4. Effect of Moral Distress on the Organization:

The has a deleterious effect on organizations. Moral distress and the

feelings that go along with it can result in high nurse turnover, poor patient
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satisfaction, nurses leaving the field, and a shortage of nurses. These effects can
make it difficult to hire new employees and have an impact on the organization's

reputation or accreditation (Reeder, 2020).
2.6. Types of Moral Distress:

2.6.1. Initial Moral Distress:
The feelings of Anxiety, anger, and frustration that people feel in
response to institutional barriers, interpersonal conflicts, and disagreements

with others about values (Jones, 2020).

2.6.2. Reactive Moral Distress:

The distress that persists after the event has passed and involves
lingering feelings about one’s failure to act on the initial distress (d &
Hutchinson, 2015). In addition, this reactive distress, also called as moral
residue, has been linked to reactions including crying, depression, nightmares,
heart palpitations, diarrhea, and migraines. It has also been linked to a loss of
one's own moral identity as well as long-term negative effects (Nassehi et al.,
2019).

2.7. Moral Distress Crescendo and Moral Residue:

Moral distress is a complex concept that presents as a situation
develops but can also persist long after it is resolved. It is known as moral
residue, and many nurses can recall the situation in great detail. There is a
concern that moral residue builds with each exposure to morally distressing
situations, known as the crescendo effect, as shown in (figure 2.2). There is
evidence to suggest that higher levels of moral distress, and presumably moral
residue, can result in burnout or intentions to quit a job or even a ractice
(Trautmann, 2015).
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The invisible residue of morality left behind from earlier experiences
Is built upon with each occurrence of moral distress. Moral residue eventually
builds up and has an effect on both one's personal and professional life in an
uneven pattern of development. Anxiety, sadness, patient avoidance, and
burnout follow as a result of each distinct episode of moral discomfort that adds

to the moral residue (Reuvers, 2017).

The crescendo effect is a theoretical model describing the interaction
between moral distress and moral residue over time. It is caused by repeated
incidents of moral distress, which creates a new baseline level for an individual's
moral distress and increases the intensity of subsequent incidents. Root causes
persist, moral residue grows, and it finally reaches a crescendo because the
person has accumulated so much distress and unresolved moral difficulties that

reconciliation is impossible. (Burston & Tuckett 2013).

distress

Moral residue

Figure (2.2): Shows the cumulative harmful impacts of moral suffering on an
individual. There are always more residues after a moral distress, which is negative for
a nurse's psychological well-being. Solid lines indicate moral distress, dotted lines

indicate moral residue adopter from (Mares, 2016).
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2.8. Moral Distress Intervention:

The American Association of Critical Care Nurses developed standard
framework known as (4A's) represent a processing tool designed to promote
positive alteration in difficult situation, the change process occurs in stages, as
shown in (figure 2.3) (Molazem et al.,2013):

First stage (ask): The nurse asks him/herself whether the stress he/she feels is
a sign of moral distress or just a feeling of suffering. This stage's goal is to

determine whether the nurse is going through moral distress.

Second stage (affirm): The nurse makes sure that moral distress is there by

participation his or her feelings to others and promising to decrease them.

Third stage (assess): The nurse determines the source of moral distress, which
may be environmental or personal, measures the severity of stress, and gets

ready for the act stage.

Last stage (act): The nurse makes efforts on a personal and professional level
and uses multiple strategies to lessen moral distress, even though it is typical
for nurses to regress to earlier stages, it is important that they act and make an

effort to uphold their personal integrity as they go into the act stage.

The American Nursing Association (ANA) Code of Ethics (2015), Provision
five provides distinct points about moral distress and affirmation. suggested by

(Gonzalez, 2016) as the followings:

1- Moral regard is consistent with one's moral value and respect, reaching to
oneself and encompassing safety and health promotion.

2- Just as they do for their patients, nurses must support foster and preserve
their own well- being and health, and leaders in nursing should encourage this

in their organizations.
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3- Nurses should promote moral conversation and communicate one's moral
point of view as a duty to oneself as moral actors.

4- Nursing staff must be treated with respect and must never put up with abuse;
maintaining integrity is a self-regarding duty.

5- Nurses must continuously assess their own performance in order to preserve

competence and pursue excellence in practice.

Framework to Address Moral Distress

Addressing moral distress requires making changes. The change process occurs in
stages and is cyclic in nature, meaning that the stages in the cycle may need to be
repeated before there is success. The diagram illustrates the process.

ASK

You may be unaware of the exact nature of
the problem but are feeling distress:

Ask: “Am I feeling distressed or showing
signs of suffering? Is the source of my

distress work related? Am | ob. ving
symptoms of distress within my team?”
Goal: You become aware that moral dis-

tress is present.

ACT
Prepare to Act

Prepare personally and profes-
sionally to take action.

AFFIRM
Affirm your distress and
your commitment to take
care of yourself.

Creation
of a healthy
environment
where critical care
nurses make their

Validate feelings and percep-

Take Action =
tions with others.

Implement strategies to initiate
the changes you desire.

Affirm professional obliga-

optimal tion to act.
Maintain Desired Change contributions
Anticipate and manage set- to patients Goal: You make a commit-
backs. Continue to implement and ment to address moral dis-
the 4 A's to resolve moral distress. families

tress.

Goal: You preserve your
integrity and authenticity.

ASSESS
Identify sources of your distress.
= Personal
= Environment
Determine the severity of your distress.

Contemplate your readiness to act.
= You recognize there is an issue but may be
ambivalent about taking action to change it.
= You analyze risks and benefits.
Goal: You are ready to make an action plan.

Figure (2.3): American Association of Critical Care Nurses (AACN) 4 A’s to rise

above moral distress adopted from Semler, 2022.

2.9. Strategies to Alleviate Moral Distress amongst Critical Care

Nurses:
Nurses must maintain and enhance working conditions to reduce

morale difficulties and make the workplace more comfortable for nurses. Moral
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distress can have a significant impact on patients, families, and care
management plans, so providers must go beyond recognizing it and develop
effective ways to address it. This will ensure that nurses are able to provide

appropriate treatment (Mills & Cortezzo, 2020).

2.9.1. Role of Nurses to Alleviate Moral Distress:

Nurses must use coping mechanisms to stop and minimize the signs
of moral anguish. Individual moral distress can be reduced by taking care of
oneself. Self-care could involve taking extra breaks and setting aside time for
oneself. Exercise, rest, spiritual work, meditation, watching films, socializing
with family and friends, getting adequate nutrition, getting enough sleep, talking
about their feelings with peers, and forming a moral support group are some
strategies that may help nurses cope with moral distress or at least lessen its

negative effects (Ghazanfari et al., 2022).

Nursing staff workers may benefit from having the chance to address
their problems with other nurses. Managers should offer chances that
encourage nurses to speak with colleagues and to communicate their
perspectives on the situation in order to recognize the moral components and
lessen the stress associated with it. Getting nurses to express their ethical
worries can help them become more capable of handling challenging

circumstances and feelings (De Veer et al., 2013).

2.9.2. Role of Organization in Moral Distress Alleviation:
Strategies that have been identified in reducing or preventing moral

distress suggested by Ragavadu, (2016) as the followings:

2.9.2.1. Continual education to raise healthcare workers' understanding of

moral distress.
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2.9.2. 2. Creating an environment that supports nurses in raising ethical

questions to empower them to address concerns.

2.9.2.3. Bringing specialists from many fields together, such as during clinical

rounds to talk about patients' objectives.

2.9.2.4. Having unit-based ethical mentors to help deal with problems sooner
rather than later and offering the experience of ethics specialists to discreetly

aid in assessing a situation from multiple viewpoints.

2.9.2.5. Holding family meetings to make sure they are informed about the
patient's condition and any potential changes to the treatment plan, such

hospice care.

2.9.2.6. Provide staff counselling services to help with dealing with upsetting

circumstances that might cause moral distress.

Health care system can lessen moral distress in staff by providing
policies based on best practices, improving communication systems, creating a
supportive and empowering environment, creating methods and policies to
guide morally challenging care, and providing means for treating morally
difficult situations (Pijl-Ziebe et al., 2008).

Organizations should prioritize providing adequate infrastructures
and equipment, ongoing education initiatives, and educational interventions
addressing moral distress. These initiatives include offering ethical workshops,
facilitating discussion opportunities, helping patients cope with ethical
conflicts, hiring more nurses to lessen the workload, and providing enough time
for rest. Nursing staff members need to respect each other in order to reduce
moral distress (Ay et al., 2019).
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2.10. Previous Studies

2.10.1. First Study:

This study published by (Ale et.al., 2022), under the title "Moral
Distress among Nurses Working in a Teaching Hospital"

Moral distress referred to the cognitive-emotional dissonance that
arises when one feels compelled to act against one’s moral requirements. Moral
distress has a deleterious effect on patients, nurses, and organizations which
results in decreased job satisfaction, increased turnover, and withdrawal from a
job, and developing physical and psychological symptoms. The aim of this
study is to assess the moral distress among the nurses in Chitwan Medical
College Teaching Hospital. A descriptive, cross-sectional research design was
conducted among 114 nurses of Chitwan Medical College Teaching Hospital
by use probability, stratified random sampling technique.

The results of this study showed that majority of nurses (82.5%)
experienced mild moral discomfort, while 17.5% experienced severe moral
distress. Moral anguish was substantially correlated with the father's job
(p=0.035). Interestingly, a statically significant connection between responders
using government health insurance services and moral anguish was found
(p=0.013). The researcher concluded a serious moral distress affects less than
one in five nurses, but it can have serious consequences. Because of this, a
particular program must be set up by hospital admission for nurses to reduce the

moral distress.

2.10.2. Second Study:
The study carried out by (Giannetta et.al., 2022), under the title
"Moral Distress Scores of Nurses Working in Intensive Care Units for Adults

Using Corley’s Scale: A Systematic Review"
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This research aims to describe the severity and frequency of moral
anguish as measured by Corley's moral distress instruments experienced by
nurses in ICUs. The results revealed moderate level of moral distress among
nurses working in ICUs. The findings of this systematic review confirm that
there are a lot of triggers of moral distress related to patient-level factors,
unit/team-level factors, or system-level causes. Beyond the triggers of moral
distress, this systematic review showed some correlates of moral distress: those
nurses working in ICUs with less work experience and those who are younger,
female, and intend to leave their jobs have higher levels of moral distress. This
systematic review’s findings show a positive correlation between professional
autonomy, empowerment, and moral distress scores. Additionally, nurses who
feel supported by head nurses report lower moral distress scores. This review
could help better identify which professionals are at a higher risk of
experiencing moral distress, allowing the early detection of those at risk of
moral distress, and giving the organization some tools to implement preventive

strategies.

2.10.3. Third Study:

The study carried out by (Zabetian et.al., 2019) under the statement,
"Investigation of Moral Distress in Nurses of Jahrom Hospitals in 2018".
Stressors in the nursing profession that have an adverse effect on nursing
employees. One of these tensions is the moral distress associated with various
aspects of ethical issues. The purpose of this study was to Investigation of Moral
Distress in Nurses of Jahrom Hospitals in 2018. A descriptive cross-sectional
study was conducted on 145 nurses from educational and therapeutic hospitals
in Jahrom in 2018. The instrument of the study included a demographic
questionnaire and Corley's Moral Distress Scale (MDS). The results of this

study showed that mean score of moral distress of nurses was 2.77 + 0.68.
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Accordingly, the moral distress of 8.3% of nurses present in the research was
very low, the moral distress of 31% of them was low, the moral distress of
44.8% of them was moderate, the moral distress of 13.1% was high and the
moral distress of 2.8% was very high. There was a significant relationship
between gender, work experience and moral distress of nurses (p<0.05). The
study concluded that the mean of moral distress of nurses was reported at a
relatively desirable level. Therefore, more accurate planning and training

workshops can Increase the moral distress of nurses.

2.10.4. Fourth Study

This study conducted by (Hiler et al., 2018) under the title "Predictors
of Moral Distress in a US Sample of Critical Care Nurses". The research aimed
to investigate the associations between the level of moral distress, job
environment, and the security of patients in a national sample of critical care
nurses. A descriptive correlational design was used. The study cohort comprised
a sample of critical care nurses in the United States who had at least 1 year of
work experience in an adult intensive care unit. There were 328 nurses
providing critical care, and 56% of them had fewer than 20 years of experience
as registered nurses. An adverse perception of the working environment and
patient safety were merely correlated with moral distress. In this sample, there
were statistically significant associations between participant age, practice
setting, and work satisfaction and moral distress. The research revealed that
critical care nurses' moral distress may be decreased through changes to
organizational elements, such as the creation of positive work environments that

foster collegial connections.

2.10.5. Fifth Study:
This study conducted by (Lusignani et. al., 2017) under the statement

" Moral distress among nurses in medical, surgical and intensive-care units".
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Moral distress among nurses compromises their ability to provide
optimal patient care and may cause them to leave their job. A cross- sectional
questionnaire survey of 283 registered nurses was conducted to evaluate the
frequency, intensity and levels of moral distress. A revised version of the Moral
Distress Scale (MDS-R) was used. The objective of the study to assess the
frequency, intensity and level of moral distress perceived by nurses working in
medical, surgical and intensive care units. The study findings showed the
highest level of moral distress was associated with the provision of treatments
and aggressive care that were not expected to benefit the patients and the
competency of the health-care providers. Multivariate regression showed that
nurses working in medical settings, nurses with lower levels of experience
working in medical, surgical or intensive care settings, and nurses who intend
to leave their job experienced the highest levels of moral distress. The present
study indicates that nurses experience an overall moderate level of moral

distress.

2.10.6. Sixth Study:

This study conducted by (vaziri et al., 2015) under the title " Moral
Distress among Iranian Nurses". The research aimed to describe the moral
distress among Iranian registered nurses. In this study, no relationship between
the degree of moral distress and any of the demographic information was
discovered in this investigation. The range of the mean moral distress score,
from 3.56 to 5.83, indicates mild to severe moral suffering. Working with
unsafe levels of nurse staffing was the item with the highest mean score. The
item giving medication intravenously to a patient who has refused to take it had
the lowest mean score. The most morally distressed nurses were those who
worked in EMS and NICU units. The researchers concluded a higher degree of

moral distress is observed among nurses who work in health care systems.
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Summary

The phenomena of MD have been well documented in the nursing
field. It can be characterized as a type of distress that develops if an individual
Is cognizant of the morally correct thing to do however is unable to fulfil that
commitment. The organization, nurses, and patients are all impacted by moral
distress (Ragavadu, 2016). MD is special due to the fact it entails the
transgression of an individual's fundamental ethical principles, has the potential
to damage one's sense of personal integrity, and may threaten one's moral
identity (Weinzimmer, 2014).

Moral distress can result from clinical situations, internal constraints,
and external factors. Clinical situations, such as unnecessary treatment,
inadequate pain relief, false hope, and incompetent caregivers, can trigger moral
distress (Mealer & Moss, 2016). Internal constraints, such as lack of understand,
self-doubt, excessive fear, lack of awareness about other treatment, social
conditioning to follow others and conflicts with religious or spiritual beliefs
(Karakachian & Colbert, 2017). External constraints, such as inadequate end-
of-life communication, inappropriate use of resources, excessive administrative
work, the perception of a lack of support from administrators, and rigid policies
(Ghazanfari et al., 2022).

The effects of moral distress include loss of self-worth, interference
with personal relationships, psychological and behavioral symptoms, and
feelings of powerlessness, hopelessness, and lack of support. Sustained moral
distress can have long-term residual effects, causing individuals to compromise

themselves and betray their beliefs and values (Rushton et al., 2016).
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Moral distress has also been linked to lower job satisfaction and
higher turnover, burnout, which can affect the working environment, employee

morale and morale (Davis et al., 2012).

Nurses can reduce moral distress by practicing self-care strategies
like exercise, rest, and socializing. The healthcare system can reduce moral
distress by implementing best practices, improving communication, creating a
supportive environment, and providing methods for handling morally
challenging care (Ghazanfari et al., 2022 and De Veer et al., 2013).
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Chapter Three
Methodology

The following pages offer the systematic steps of the study including
study design, administrative arrangement, study setting, study sampling, criteria
of the study, questionnaire of study, rating and scoring, validity, pilot study, the
reliability of the research questionnaire, ethical consideration, collection of data

and method of data collection.

3.1. Study Design:
Quantitative descriptive study - cross sectional design is selected to
carried out this study to determination the level of moral distress among nurses

in critical care units’ at AL-Hillah Teaching Hospitals. From the period between
9" November — 2022 to 1% June — 2023.

3.2. Administrative Agreements:

Administrative arrangements were made to make it easier for the
study to determine the level of moral distress among nurses working in critical
care units. The project was first presented as a seminar by the researcher on
November 9, 2022, in order to get the formal approval of the postgraduate
program College of Nursing/ University of Babylon. As a second phase, a
process of obtaining ethical permission from a research ethical committee-
college of nursing was completed (Appendix: A), and the Ministry of Health
provided a formal agreement for the collection of the study's data. For the
purpose of facilitating data collection, the Babylon Health Department's training
and development center which referred to the critical care units at Marjan
Teaching Hospital, Imam Al-Sadiq Teaching Hospital, and Al-Hillah Teaching
Hospital (Appendix: C1-C2-C3-C4).
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3.3. Study Setting:

This study was conducted in the critical care units at Al- Hillah

Teaching Hospitals, which includes the following:

1- Marjan Teaching Hospital which established to receive Babylonian since
(1957), the total capacity of the hospital is (316) bed. The study was conducted
in the following workplaces: coronary care unit consists of (16) beds and

emergency unit consists of (34) beds.

2- Imam AlSadig Teaching Hospital, this hospital established to receive Al-
Hillah city citizen from (2015), the total capacity of the hospital is (492) bed.
The study was conducted in the following workplaces: "intensive care unit
consists of (20) beds, coronary care unit consists of (15) beds and emergency

unit consists of (38) beds".

3- Al — Hillah Surgical Teaching Hospital, established to provide the health
services from (1972), the total capacity of the hospital is (447) bed. The study
was conducted in the following workplaces: intensive care unit consists of (17)

beds and emergency unit consists of (27) beds.

3.4. Study Sample:

Non-probability- purposive sample, the study target population was
(588) nurses who work in the critical care units in Al — Hillah teaching hospitals.
The sample size has been determined using Richard Geiger's equation

(Abdelhady,2019), bringing the total number of nurses (250) into the sample.

The equation Richard Geiger.
“d=0.05, z=1.96, N = population, n = sample size”
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Table (3.1) Distribution of the study sample according to selected setting

No | Hospital Name frequency %
: . : 43.20%
1. | Imam Al Sadiq Teaching Hospital 108
_ ) _ ) 47.20%
2. | Al-Hillah Surgical Teaching Hospital 118
. . . 9.60%
3. | Marjan Teaching Hospital 24
Total 250 100%

3.4.1. Inclusion Criteria:

1. Nurses working at critical care units in Al-Hillah Teaching Hospitals.
2. Nurses agreed to take part in this study.

3. Nurses having at least one year of critical care unit experience.

3.5. Questionnaire of Study:
To achieve the study's objective, a specific questionnaire was created after
an extensive evaluation of related literature in the topic of interest phenomena.

The questionnaire was divided into three parts (Appendix: F).

Part I: Demographic Characteristics:
The demographic data part consists of (5) items, which include the

following: age, sex, educational qualification, marital status, residency.
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Part I1: Employment Characteristics:
This part that include (4) items: "years of employment in the field,

working place, years of experience in a specific work place, working shift".

Part I11: Moral Distress Scale:

This part includes the moral distress scale. This scale was originally
developed by Mary Corley in 2001 to measure the moral distress (Corley et al.,
2001). The permission was obtained to use the scale from the author (Corley)
by Email and then translated into Arabic (Appendix: D). It contains 30 items
that divided into (3) domain: health care team conflict (12) items, caring conflict

(6) items, organizational conflict (12) items.

3.6. Rating and Scoring:

The items were appraised and scored using the following patterns:
five points Likert scales were utilized to rate and measure moral distress domain
components that scored as (Never=1), (Rarely=2), (Sometimes=3), (Often=4),
(Always=5). So that the cutoff point was according to the following: Low = (1-
2.60); Moderate = (2.61-3.40); High = (3.41-5). Cut off points for nurses’ scores
for moral distress level: Low = (30-70), Moderate = (71-110), High = (111-
150).

3.7. Validity:

Content validity of the instrument is obtained by panel of (12) experts
from multidisciplinary field, who have not less than 10 years of experience in
their specialty. Changes and modification performed according to the advises
and opinion of the expert in order to reach the proper degree of understanding,
clearness and relevance questionnaire to facility data collection to carry out the
study objectives. The experts distributed related to their working place as: two
experts from College of Nursing in Baghdad University / Ministry of Higher
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Education and Scientific Research, three experts from College of Nursing in
Karbala University / Ministry of Higher Education and Scientific Research,
seven experts from College of Nursing in Babylon university / Ministry of

Higher Education and Scientific Research (Appendix: G).

3. 8. Pilot Study:

The pilot study is conducted up on 25 nurses in the (coronary care
unit and emergency unit) selected from Marjan Teaching Hospital carried out
between 20 to 21 February 2023, nurses who participated in the pilot study were
excluded from the study sample, a pilot study was conducted to accomplish the

following purposes:

3.8.1. To ensure that the questionnaire for the study was intelligible and clear,

the questionnaire items were all clear and easy to understand.
3.8.2. To determine the questionnaire's reliability.

3.8.3. To determine how much time each participant will need to finish the
questionnaire items, the average time taken to complete the questionnaire was

between (10-12) minutes.

3.8.4. To identify the nature of any challenges that the researcher may have

encountered.

3.9. The Reliability of the Research Instrument:
Determining the study questionnaire, the alpha correlation coefficient
(r) was used to determine the internal consistency of the research instrument

using the “statistical package for social science software (IBM SPSS) version

26”.
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The reliability results for the questionnaire were computed for the

scale it was 0.80, which was statistically acceptable.

Table (3.2): Reliability statistic

Cronbach’s Alpha N %
0.803 Cases Valid 25 100.0
N of items Excluded? 0 0
30 Total 25 100.0
a. Listwise deletion based on all variables in the procedure

3.10. Ethical Consideration:

In order to retain the ethical consideration to complete the study, the
researcher make sure to introduced himself to the respondents. The participants'
verbal consent was obtained by the researcher after she made it clear that their
participation was voluntary and assured them that all information would be kept

private.

3.11. Data Collection:

Using a questionnaire (Arabic version) and self-report procedures
with nurses, data was gathered after the cooperation and approval of hospitals
administration. The researcher visited the nurses in different shifts (morning
and evening). The researcher introduced herself and clarify the purpose of the
study to the participants in order to get their verbal agreement and distributed
the questionnaire to them. The participants fill out the form and offer an answer
(nurses). The participants' answers a questionnaire, independently. Each self-
report takes nearly (10 to 15) minutes. Data gathering took place throughout the
span of time about (21) days, it started from 23 February to 15 March 2023.
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3.12. Statistical Analysis:

In order to determine the study's results, data are examined for this
study using statistical methods and the “statistical package for the social

science” (SPSS) program version 26.
3.12.1. Descriptive Statistical:

The following parameters were calculated using descriptive
statistics to explain demographical and item responses:

3.12. 1.A. Frequencies and Percentage

It is used to calculate the description of demographic characteristics

and employment characteristics in the tables (4.1), (4.2).
Percent (%) = %

Where:

% = percent.

F = frequency

3.12.1.B. Mean

It is used to estimate the value of the data in the tables (4.3), (4.4),
X Xi

(4.5), (4.6), 4.7). {Mean (X) === }
3.12.1.C. Standard Deviation

The standard deviation (SD) is calculated according to the following

formula

_\/'=—'_
SD= Yni=1(xi—p)2

n

Where n = Number of replicates

xi = Replicate i
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x = Mean of replicates

3.12.2. Inferential Statistic:
3.12.2.A. Correlation Coefficient

It was used to determine the association between moral distress of the
nurses and demographic characteristics and employment characteristics in the
tables (4.9), (4.10). The correlation coefficient was computed according to the

following formula:

— nxxy)-Ex)Xy)

JnEZx2—Ex)2nTy2-(Ty)2}

3.12.2.B. One Way ANOVA

Analysis of variance (ANOVA) for equality of Means (testing for
coincidence when the mean's parameter is different). It was used to determine
the differences between nurses’ moral distress level and their work place in the
table (4.8).

Source of | Degree of | Sum of | Mean of Square|F
Variance Freedom Square (S.S) | (M.S))

(d.f.)
Between Group | k-1 SSR MSR=SSR/(k-1) @

MSE

Within  Group | k(n-1) SSE MSE=SSE/(k(n-1))
(Error)
Total nk-1

df: degree of freedom k: number of groups n: number of samples
SSR: Sum of squares residual SSE: Sum of squares errors

MSR: Mean of squares residual MSE: Mean of squares errors
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Chapter Four

Results

This chapter presents the collected data after statistical management
as structured tablets, to make it further scientific and logical interpretation in
order to meet the study objectives.

Table (4.1): Descriptive statistic of nurses related to their demographical
data.

Variables Categories Frequency Percent
Female 121 48.4
Sex Male 129 51.6
Total 250 100.0
20-30 years 225 90.0
31-40 years 16 6.4
Age 41-50 years 9 3.6
Total 250 100.0
secondary school
nursing ’ 28 112
Education Diploma 95 38.0
Qualification Bachelor 126 50.4
Post graduate 1 4
Total 250 100.0
Married 131 52.4
Single 116 46.4
Marital status Divorced 2 8
Separated 1 4
Total 250 100.0
Urban area 173 69.2
Residency Rural area 77 30.8
Total 250 100.0

Table (4.1) revealed that most of nurses 225(90%) were between (20-
30) years of age group, 129 (51.6%) were male, while most of the participant



Chapter Four: Results

126 (50.4%) were bachelor holder. Related to marital status, 131 (52.4%) of the

participants were married and 173 (69.2%) were urban residency.

Table (4.2): Descriptive statistic of nurses related to their employment

characteristics.

Variables Frequency Percent
1-10 years 232 92.8
11-20 years 13 5.2

Years of employment in the field 21-30 years 5 20
Total 250 100.0
Emergency unit 129 51.6

_ Intensive care unit 88 35.2

Working place Coronary care unit 33 13.2
Total 250 100.0
1-5 years 231 92.4
6-10years 11 4.4

Years of experience in a specific work

olace 11-15 years 4 1.6
16-20 years 4 1.6
Total 250 100.0
Morning 72 28.8

Working shift Evening 178 71.2
Total 250 100.0

Table (4.2) shows that the most of the participate in the study 232
(92.8%) were between (1 to 10) years of employment in the field, the higher
percentage of the study sample 129 (51.6%) were working at emergency unit
,231(92.4%) were (5 years or less than 5 years) of experience in the intensive

care units, related to working shift the result recorded 178(71.2%) were

evening.
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Table (4.3): Moral distress level of the critical care nurses related to

health care team conflict domain

Items Frequency | Percent | Mean [Score| Level
Assist the physician, if you [Never 117 46.8
SRS
P P y: sometimes 73 29.2 195 | 58 Low
often 13 5.2 '
Always 2 .8
Total 250 100.0
Dealing with var_ious levels |Never 140 56.0
of nurses thatk' f'_ft‘ﬁ o Rarely 62 24.8
unsafe= work wi em sometimes 41 16.4
often 4 1.6 1.67 | 50 | Low
Always 3 1.2
Total 250 100.0
If the dyi_ng patient asks Never 61 24.4
about dying, heed the Rarely 52 20.8
family's request that they ometimes 56 224
not talk about death with :
bl often 36 144 | 281 | 86 [Moderate
Always 45 18.0
Total 250 100.0
Follow the (_Jli_rections gi_ven Never 74 29.6
by the physician to avoid Rarely 46 18.4
talking up death when a ometimes 40 16.0
dying patient asks about it. :
ying p often 30 120 2.82 | 85 |Moderate
Always 60 24.0
Total 250 100.0
When a patient asks you for Never 38 15.2
thhe truth, 'follow th[e . Rarely 42 16.8
Soﬁ'féﬁnhsirfques >an sometimes 69 27.6
often 49 196 | 314 | 94 |Moderate
Always 52 20.8
Total
250 100.0
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Continue table (4.3)

follow the doctor's Never 42 16.8
instructions to avoid Rarely 34 13.6
o o anyonce omelines | 58| a1 | 320, 9 | odera
they become incompetent. [0ften 52 20.8
Always 68 27.2
Total 250 100.0
witness without taking Never 189 75.6
action when health care Rarely 25 10.0
providers disrespects the " o5 100
patient's dignity. SOMENMES ' 144 | 43 Low
often 8 3.2 '
Always 3 1.2
Total 250 100.0
When no one will decide  |Never 39 15.6
not to invest, continue to Rarely 21 8.4
invest in patients with " 30 120
permanent injuries who are Poletes : 378 | 113 | High
kept on ventilators. often 26 10.4 '
Always 134 53.6
Total 250 100.0
follow with family desires |Never 37 14.8
to maintain life, even if it is Rarely 29 8.8
inr?tte:gsttze TS g sometimes 36 14.4 .
’ often 36 14.4 371 | 111 High
Always 119 47.6
Total 250 100.0
Carry out a job task for Never 193 77.2
which | lack the necessary Rarely 32 12.8
AR el sometimes 19 7.6
often 5 2.0 136 | 41 Low
Always 1 4
Total 250 100.0
Perform the procedure when|Never 30 12.0
the patient is not fully Rarely 44 17.6
informed about the " 9 36.8
procedures they are about to SOMELMeEs ' 3.02 | 90 |Moderate
undergo. often 60 24.0
Always 24 9.6
Total 250 100.0




Chapter Four: Results

Continue table (4.3)

follow the family’s wishes |[Never 74 206
even if | disagree with them. Rarely 56 22 4
sometimes 62 24.8
often 26 10.4 254 | 76 Low
Always 32 12.8
Total 250 100.0
General mean and sum score 2.626 | 78 |Moderate

Score: low level =30-70 ,. moderate level =71-110, high level =111-150

Table (4.3) indicated that moral distress level of the study sample
related to health care team conflict domain recorded low score in the following
items (1,2,7,10 and 12), while item (3,4,5,6 and 11) recorded moderate level,
the others remain items (8 and 9) recorded high level. The overall level of moral
distress was recorded moderate score (78).

Table (4.4): Moral distress level of critical care nurses in relation to

caring conflict

Items Frequency | Percent | Mean [Score| Level
Follow the physician's Never 37 14.8
request regarding unneeded |Rarely 52 20.8
exams and therapies for sometimes 84 33.6
terminally ill patients. often 45 18.0 2.93 | 88 Moderate
Always 32 12.8
Total 250 100.0
Start intensive life-saving  |Never 8 3.2
measur_es_whenlbelieve Rarely 8 3.2
they will just hasten death. cometimes 7 10.8 .
often 42 168 439 | 131 High
Always 165 66.0
Total 250 100.0
Follow the physician'sNever 28 11.2
instructions regardianarew 35 14.0
;Jrggfri%i?s. tests anusometimes 67 26.8 3.38 | 101 Moderate
often 53 21.2
Always 67 26.8
Total 250 100.0




Chapter Four: Results

Continue table (4.4)

Prepare an old patient with aNever 21 8.4
el e 2 b
remove a lump, if needed. Z?trzre]tlmes ig igg 384 | 115 | High
Always 114 45.6
Total 250 100.0
Prepare an old man who Never 37 14.8
suffers from sev"ere _ Rarely 31 12.4
](;jementla antd aI No Code cometimes 59 236
gastrostomy tube if needed, Dften 58 | 235 | 335|100 Moderai
Always 65 26.0
Total 250 100.0
Provide the medication Never 39 15.6
ihr;tsrzi\é_enously i; the plaltient Rarely 23 9.2
Ject totake orally. o metimes 60 240 | 335 | 100 |Moderate
often 68 27.2
Always 60 24.0
Total 250 100.0
General mean and sum 3.536 | 106 High

Score: low level =30-70 , moderate level =71-110 , high level =111-150

Table (4.4) indicated that moral distress level of the study sample
related to caring domain recorded moderate mean score in the following items

(1,3,5 and 6). while item (2 and 4) recorded high

moral distress were recorded high (3.536+1.266).

Table (4.5): Moral distress level of critical care nurses related to

level. The overall level of

organizational conflict domain
Items Frequency | Percent |Mean [Score| Level
Work in a setting where ~ [Never 75 30.0
the staffing levels areso  [Rarely 50 20.0
low that the care is sometimes 64 25.6
insufficient. often 37 148 2.54 | 76 |Moderate
Always 24 9.6
Total 250 100.0
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Continue table (4.5)

To improve their skills, Never 112 44.8

allow medical students Rarely 47 18.8

conduct harsh procedures ;

on patients, sometimes 49 19.6 218 65 Low
often 18 7.2 '
Always 24 9.6
Total 250 100.0

Assist medical Never 19 7.6

professionals who are Rarely 20 80

procedures on a patient cometimes 16 184

when CPR has failed. : -
often 56 204 | 386 | 196 | High
Always 109 43.6
Total 250 100.0

Provide better care for Never 131 52.4

:Eoset;]/vho car? afford to PaY Rarely 18 79

an those Who canho sometimes 45 18.0 67 L

often 26 104 | 222 ow
Always 30 12.0
Total 250 100.0

Ignore circumstances when |Never 84 33.6

patiegt abuse by caregivers Rarely 42 16.8

May be occurring. sometimes 69 27.6 75 | Moderat
often 26 10.4 2:50 oderate
Always 29 11.6
Total 250 100.0

Ignore conditions where I [Never 72 28.8

believe patients have not o4 46 18.4

received enough ty a7 3 4' 3 2.48 | 74 | Moderate

information to ensure SIS :

informed consent. often 29 11.6
Always 16 6.4
Total 250 100.0

Although a patient has a lot [Never 120 48.0

of learning needs, discharge Rarely 61 24.4

him once his stay has t 49 196

reached its maximum SUallies ' 191 | 57 Low

duration according to the  [often 11 4.4

"diagnostic related Always 9 3.6

grouping (DRG)". Total 250 100.0




Chapter Four: Results

Continue table (4.5)

Obey orders or institutional rules to |Never 76 30.4
stop the patients treatment if they Rarely a4 17.6
are no longer able to pay. cometimes 58 3.9 262 | 79 IModerate
often 43 17.2
Always 29 11.6
Total 250 100.0
when | notice that nurse colleague |Never 102 40.8
makes' an error in medication.and Rarely 46 18.4
doesn't report it, | take no action. ometimes 48 102
often 25 100 [233 | 70| Low
Always 29 11.6
etz 250 | 100.0
Never 58 23.2
Help the physician Who_ administers Rarely 50 20.0
a exams or treatment without -
obtaining the patient's informed 2N, 17 30.8 2.74 | 82 |Moderate
consent. often 30 12.0
Always 35 14.0
Total 250 100.0
Give just intravenous Never 126 50.4
hen_10dynamic st_abilizing medicgtion Rarely 51 204
during a code without compression :
or intubation procedure. SGMEUIMES 47 18.8 1.96 | 58 | Low
often 10 4.0
Always 16 6.4
Total 250 100.0
Obey the instructions given by the |Never 64 25.6
physician not to discgss the status of Rarely 38 15.2
pBEE AT IS sometimes 61 24.4 |2.88 | 86 |Moderate
often 37 14.8
Always 50 20.0
Total 250 100.0
General mean and sum 2.518 | 75 |Moderate

Score: low level =30-70, moderate level =71-110, high level =111-150

Table (4.5) shows that most of the items of moral distress level related

to organizational conflict domain recorded low level (2,4,7,9 and 11), and while

items (1, 5, 6, 8,10 and 12) recorded moderate level, while remain item(3)
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recorded high level and the overall mean score of this domain were moderate

(2.518+1.313).

16.60%

H Low level
B Moderate level

High level

Figure (4.1): The distribution of moral distress level of the nurses in the

critical care units.

This figure shows the distribution of the study sample (critical care

unit nurses) related to their moral distress level.

Table (4.6): Critical care unit nurses level related to moral distress

domain

Levels Mean Level
Moral distress level related
to health care team conflict 2.626 moderate
Moral distress level related
to caring conflict 3.536 High
Moral distress level related
to organizational conflict 2.518 low
general mean 2.893 Moderate

Low level =1-2.60 , moderate level =2.61-3.40 , high level =3.41-5
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Table (4.6) shows that critical care nurses who participantd in the
study recorded moral distress due to conflict which presented with health care

team and patients caring domain.

Table (4.7): Nurses moral distress level with regards to their working place

(n=250)

Work place n Mean Std. Deviation Level

Emergency unit 129 2.73 463 Moderate
Intensive care unit 88 281 415 Moderate
Coronary care unit 33 2.79 350 Moderate
Total 250 2.77 433 Moderate

Low level =1-2.60 , moderate level =2.61-3.40 , high level =3.41-5

Table (4.7): This table present that the critical care unit who work in

different critical units recorded moderate moral distress level.

Table (4.8): Analysis of variance for the difference’s between nurses’

moral distress level and their work place.

Working Source of Sum of Mean
. df Statistics Sig.
place variance Squares Square
Between
595 1 595
Groups
Moral distress
Within 1.156 284
level 98.279 191
Group 515
Total 98.478 192

Findings demonstrated that there were no significant differences in
Nurses moral distress with regards working place.
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Table (4.9): Correlation between overall moral distress of the nurses and

their demographical characteristics.

Parameter r P .value
Sex 253
073 NS
Age 116 .056

S

Educational qualification _ 077 226
NS
Marital status 121
.098 NS
Residency .818
015 NS

r: person correlation, P: probability

NS: Non-significantly at probability- value > 0.05, S: Significantly at probability- value < 0.05

This table (4.9) shows that there is no significant between the moral

distress level and their demographical characteristics related to (Sex,

educational qualification, marital status, residency) in P < 0.05, while

significant founded between moral distress level and their age.

Table (4.10): Relationship between overall moral distress of the nurses

and their employment characteristics

Parameter r P .value
Years of employment in the field 072 258

' NS
Working place .268

.070 NS
Years of experience in a specific 117 .056
work place ' S
Working shift i .653

.029 NS

r: person correlation, P: probability

NS: Non-significantly at probability- value > 0.05, S: Significantly at probability- value < 0.05
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This table (4.10) shows that there is no significant between the moral
distress level and their employment characteristics related to (years of
employment in the field, working place, working shift) in P < 0.05, while
significant founded between the moral distress level and the years of experience

in a specific work place.
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Chapter Five

Discussion

This chapter offers an analysis and logically discussion of the
findings with the assistance of the pertinent literatures and a focus on the
researcher's perspective. The interpretation of the results in this chapter will be

provided methodically in accordance with the objectives of the study.

Part I: Demographical Features of Study Population:
During the data analysis path, the results in (Tab.4.1.) point out, that
(51.6%) were male, this finding in the same line with a study carried out, in Iran
related to relationship between autonomy and moral distress in emergency
nurses their finding recorded that most of the sample (52.6%) were male
(Abdolmaleki et al., 2018).

The majority of the participants are in the age group (20-30) years old
within (90%). These findings are supported by study conducted by (Molazem,
2022), who found in his study that the most of nurses employed in the critical
care units (48.9%) were in the age group (20-30) years old. Also, this finding
agreed with the result of (Sirilla, 2014), who stated that the age of the study
sample is within the age group of (20-29) years.

Regarding the educational qualification most of the sample (50.4%)
were bachelor degree. This result is similar with the findings of (Wilson et al.,
2013) who found that (82.9%) of nurses employed in the critical care units were

bachelor holder.

Critical care unit receive complicated conditions, the internal
environment of such units commonly stressful related to fast turnover of patient,

critical intervention, immediate decisions which effected by changing patients’
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condition, for this reason they should have many competences such as assess,
treat and monitor any changes which providing their basic care. Male nurses
can tolerate the overload and working under pressure which sometimes need
physical strength. The results show that most of the sample (52.4%) were
married, this finding of the current study is agreed with (Asgari et al., 2019)
who found that (85.2%) of nurses were married.

According to the residency most of the sample (69.2%) were from urban area.

Part I1: Employment Characteristics of the Sample:

Table (4.2) Regarding to the years of employment in the field the
majority of the sample have (1-10) years of employment in nursing. This finding
agree with a study accomplished by (Villaroman et al., 2021), who find the
majority of ICU nurses (79%) of were with experience between (1-5) years
respectively. The results show that the most of nurses who participant in the
study have (<5) years of experience in critical care units. This finding agreed to
a study established by Gonzalez,2016, who stated that (70%) of nurses had less
than 5 years of experiences in critical care units, according to Benner the (2-5)
years working give the person the ability to solve problems, judgment and
decision making which make him / her to extended to provide comprehensive

care to complex cases.

The result shows that the higher percentage of the study sample
(51.6%) were working at emergency unit, this result disagree with study by
Soleimani et al., 2019 who found that most of the sample (30.1%) were working
in intensive care unit, difference in the results may be related to the hospital
policy, as the number of nurses in the emergency unit was more than in other
departments. The capacity and turn off in the emergency department are major
factors which determine the number of the personnel’s (team member) who

receive patient and provide care. The capacity of the emergency department
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which used a setting to collect the data were AL- Hilla Teaching Hospital (27)
beds, Imam Al Sadig Teaching Hospital (38) beds, and Marjan Teaching
Hospital (34) beds while, for this reason the nurses who work in this area are

more in number than the other departments

Regarding working shift of nurses, the results shows the highest
percentage (71.2%) were working evening shift, because nurses who had
experience for one year or more were majority in the evening shift. Locally
policy which followed at hospitals in Al- Hilla City were planned to divide the
day work (24hrs) to two shift (morning 6hrs and evening-night shift 18hrs) for
this reason the number of nurses on duty in the evening shift were more than

the morning one.

Part 111: Moral Distress Level of the Study Sample:

Moral distress grading which presented in table (4.3), recorded
moderate level related to team conflict, this result agreed with the results of
study which carried out by (Ramathuba & Ndou, 2020), who found that ethical
disputes frequently arise in healthcare settings, particularly in intensive care
units. Health workers must deal with these challenges such a lack of resources,
poor staff-to-family communication, and poor decision-making in low resource
environments that cause moral distress and depersonalization, from point of
nurses during daily duty caring many responsibilities related to patient care,
comfortability, and doing their best to cover his/her needs, dealing which
different cases with different age group and educational level needs time, effort
and many competences. Moreover dealing with family members who join the
patient in his/her admission to the hospital especially critical care units, they
need special communicates skills to make them aware to the health status and

several times need to take decision to direct treatment or determine the
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management. All these situations produce stressful environment for health team

members and the nurses specially.

Table (4.4) This table shows that the most items related to caring
conflict were represented high level regarding moral distress, this result are
similar to study carried out by (Hassan et. al., 2013) who found the high level
of moral distress among critical care units nurses, this may be explained by the
fact that these nurses have ethical conflicts when giving patients with unusually
aggressive patient care, when patients are treated like objects to fulfil
institutional requirements, or when patients or their families receive incorrect
or inadequate information about the course of treatment, outcomes and

prognosis.

The researcher believes that nurses who are required to deliver futile
care faced with dilemma, they are aware that the care is ineffective but they are

forced to do so by agency policies.

Table (4.5), this table shows that the nurses recorded moderate level
related to organization conflict, this result agree with the findings of the research
applied by (Epstein et al., 2019) who shows that the moral distress results from
challenges within organizations (such as poor teamwork, inadequately guiding

policies or procedures, and unaddressed staff members shortages).

Table (4.6) this table shows that the critical care unit nurses who
participant in the study recorded moral distress due to caring conflict which
presented with health care team and patients caring domain. Moral distress
perceived by these nurses are related to complex cases or issues relating to
terminal illness, patient communication, patient pain, and the appropriateness
of the medical care (Georges & Grypdonck, 2002), this feeling of
powerlessness, due to negative outcomes of life prolonging treatment. Lack of
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autonomy and authority, influencing their moral experience, feeling of

insecurity, and helplessness has a significant impact on nurses' perceptions and
attitudes when faced with moral distress, which effect their physical and
psychological status and effecting working outcome. Furthermore, nurses who
work in intensive care units may experience higher levels of moral distress due
to situations such as those related to extending life, incompetent or inadequate
treatment by a physician, working with coworkers and other healthcare
professionals who lack the necessary skills, inadequate staffing and resources,
exposure to the dying and death of the critically ill, lack of competency of
nursing, lack of information regarding treatment alternatives and quality of life
(McAndrew et al., 2018).

Table (4.7), this table reveals that the critical care units nurses who
work in different critical units recorded moderate distress level, these finding
disagree with the study carried out in Iran by (Vaziri et.al.,2015) who finds that
the nurses employed in the intensive care unit (ICU), neonatal intensive care
unit (NICU), and emergency unit (EMS) had the highest degrees of moral
distress, because the patients in these units had the most sever medical
conditions, the necessary diagnostic and therapeutic treatments needed to be
done quickly, and the high workload of tasks, In these units, nurses are more

likely to experience moral distress

Table (4.8) shows no significant relationship presented between
nurses’ moral distress and working place (emergency unit, coronary care unit
and intensive care unit) at p- value (0.284). This finding was agreed with study
carried out by (Borhani, et al.,2015) who finds that the nurses in critical care
units experience the most distress, clearly due to the extremely intense
situations in these treatment environments that are linked to more difficult

ethical challenges.
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Table (4.9) demonstrates that there is no significant relationship
between the moral distress level and their demographical characteristics related
to (Sex, educational qualification, marital status, residency) in P < 0.05, while
significant relationship founded between moral distress level and the
participants age. These results go long with study carried by (Borhani et al.,
2014) whose find statistically significant relationship between moral distress
and age, this finding indicate decreasing moral distress with increasing age,
nurses gain more experience, thus they are more able to defend themselves

against moral pressures and challenges when they arise.

Table (4.10) demonstrates that there is no significant correlation
found between the moral distress level and the study sample employment
characteristics related to (working place, years of employment in the field,
working shift) in P < 0.05, while significant statistical relationship founded
between the moral distress level and the years of experience in the specific
place. These findings are supported by study applied by (Emmamally &
Chiyangwa, 2020) shows that the significant associations between moral

distress level and years of experience in CCU (p=0.022).

The researcher believes older nurses with more experience in nursing
gain a wealth of information and expertise in treatment and care, and they
develop their own opinions about how to treat the disease, which could have a
direct impact on how they feel about the therapeutic plan and nursing
interventions. They were distressed and would have more intense moral

dilemma when faced with unjust or inadequate treatment and care plans.

As the finding which presented in tables and analyzed in chapter four
and five which clearly answer the research questions about the level of moral

distress and its relation with the nurses demographical and employment data.
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which shows that the critical care nurses suffer from moral distress when you

work with complicated cases because Critical care nurses work closely with
patients spending an extensive amount of time at the bedside of the patient
which allows them to observe patients and symptoms such as pain and suffering
of patients who are on life-sustaining treatment for long periods. In addition,
critical care nurses (CCNs) are faced with ethical challenges in their delivery of
nursing care. where they feel compelled to make ethical decisions that are
encountered to their professional and personal values in relation to various
situations that arise in the clinical setting. Furthermore, there is no significant
relationship between moral distress level and the demographical characteristics
of the participants (Sex , educational qualification, marital status, residency).
Whereas significant relationship founded between moral distress level and their
age, this mean that critical care nurses more experienced and knowledgeable in
solving problems and challenges they face in complex work environment, so
they can face less moral distress than other. Moral distress level of critical care
nurses related to organization conflict were moderate, this means that the lack
staff, resources and the constricts imposed by the institution on nurses may be

a reason for increasing the level of moral distress.
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Chapter Six

Conclusions and Recommendations
6.1. Conclusions
It can be concluded that:
The majority of the study sample was male, their age between (20-

30) age group, bachelor degree holder, married and with urban residency.

Most of the study sample have experience (1-10) years of
employment in nursing field, while most of them have <5 of experience in the

critical care and emergency unit.

The majority of the study sample in the critical care units suffered

from moderate moral distress level related to health care team conflict.

Regarding the moral distress in critical care nurses show high level
related to caring conflict, while moral distress level related to organization

conflict the statistical results recorded moderate level.

Overall of the critical care nurses were suffered from moderate moral

distress level.

Regarding nurses’ moral level in the working place the statistical
result recorded moderate level of moral distress in "intensive care unit,

coronary care unit, emergency unit".

There is no significant relationships found between the nurses’” moral
distress and working place.

There is no significant correlation found between the moral anguish
level and their demographical characteristics related to (Sex, educational

qualification, residency and marital status) except their age.
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Significant statistical found between the moral distress level and the
years of experience in the specific work place, while no relationship found
between (their years of employment in the field, working place, working shift)
and moral distress level.

6.2. Recommendations:
Depending on the results of the study it is beneficial to suggest the

following recommendation:

1- Reducing moral distress between health team members by using many
strategies such as: encourage collaboration and promote culture of open
communication about moral distress and provide opportunities for debriefing
and reflection after difficult cases, support for each other in coping with
complex moral problems to shared decision making amongst members,
provide family members with adequate information about patient condition.

2- Nurses should be given a clear role during the decision-making about life-
extension therapy. It is possible to both enhance the decision's quality and
less moral distress by systematically involving nurses, preferably before the
treatment decision is made.

3- Planning and implementing educational programs such as offering ethical
workshops and courses about ethics for critical care nurses to explain the
concept and to identify the coping strategies which can be used to decrease

moral distress.
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Appendix D: Permission to Use the Moral Distress Scale

- st st NMoral distress scale
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Dear Dr. Corley, lam masters candidate at the
university Babylon. lam writing to ask your
permission to use moral distress scale as part of
my thesis research.

lam also ask you to send me the original moral
distress scale that you made in 1995in your
research ( moral distress of critical care nurses

Thank you.

Regards.
- . v-yy/-zvyv Mary Corley
- ~ meg4du AL A |
mccorley@vcu.edu - Mary Corley o
nona74732@gmail.com - s—ea A= 553 !

megdu®@virginia.edu

& YVVY Y-¥Y oSt YV S Ll

(Gaal &)1 ds5.b) col=ll s.am)l =
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I am pleased to learn of your interest in the Moral
Distress Scale. Since | am no longer doing
research, Dr. Beth Epstein at the University of
Virginia has taken over the research. The Scale has
been revised. | have included her on this email so
please contact her with your questions and your
request.

Her email is: megdu@virginia.edu.
I wish you well with your research.

Mary Corley, PhD
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From: . g e 3o <snonaz74a4732a@gmail.com=
Sent: Friday, October 28, 2022 1: 19 PM

To: Epstein, Beth (megdu) =smegdaud@avirginia. edu=
Subject: Re: Moral distress scale

Sea (e 383 (= YYI-V Y-YY s35uST YA (Hsma= S
=nona74773I2@gmail.com>=> . =s:

Dear Dr.- Beth Epstein

lam masters candidate at university
Babylon. | am writing to ask your
Permission to use the moral distress
scale as part if ny thesis research.

lam also ask you to send me the original
moral distress scale.

|l sent a message to Dr- Merry asking him
for the scale, and his response was (lam
pleased to learm of your interest in the
moral distress scale. Since lam no long
doing research, Dr- Beth Esptein at the
university of Virginia over the reserach.

Thank you.

Regards.
- =o=st vAa Epstein, Beth (meg4dau)
- ~ Lt )
= B
megdu@virginia.edu - Epstein, Beth (meg4u) o
nona74732@gmail.com - sxg (A= 59553 !
& AIYTU YAYY S5=2ST YA S 5Ll
(Bl ya:) as5.1) gol=dl 5 az )l =
Sl L Ble-=y V.. olas 2> s
U
Thank you. I'm sorry for the delay as I'm

avway at a conference.

We have recently revised and updated the
moral distress survey. I'm attaching the
pPpaper describing the revision and the
instrument itself for you to use.

Please let me know if you have questions.

Beth
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Beth Epstein
Professor

Associate Dean for Academic Programs

Professor, UVA Center for Health Humanities
and Ethics

E meg4u@virginia.edu
P 434.924.0106
M 434.242.5927

University of Virginia
School of Nursing

CMNEB 3107

225 Jeanette Lancaster Way
Charlottesville, VA 22903

= U IVERSITY
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Dear Dr. Corley

I got the moral distress scale that you made in
20017. I just want your permission to use it in my
research.

Thank you.

Regards.
: ¢ 51 Mary Corsley e
-~ ul JI
mccorley@vcu.edu - Mary Corley oo
nona74732@gmail.com = g Jde 355 |
‘z/\:~i Y-YY"_HI_)_é_é b Y § éb_g_)l_:z_”
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I believe that | responded to your request by
advising you to contact Dr. Epstein at the University
of Virginia to obtain permission to use the Moral
Distress Scale that has been updated. The one in
the 20217 publication has been revised and you
should use the one that is now considered valid. Dr.
Epstein's email is; megdu@virginia.edu.

I wish you well.

Mary Corley
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| apologize to you, Dr. Corley.

Yes, you responded to my request in the past, and
sent a letter to Dr. Epstein, after which he sent me
the revised scale, but after | read the two scales, |
saw that the scale that you used in your research(
developmental and evaluation of a moral distress
scale) that you did in 2001 is the best for my study,
so | asked your permission to use it.

Thank you.

s>l Mary Corley
=3 ~ Gl I e

mccorley@vcu.edu - Mary Corley o
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I understand your decision and wish you well.

Mary Corley
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Appendix E: Informed Consent Form
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1. To determine the level of moral distress among nurses
in critical care units by using Corley moral distress scale.

2. To identify the demographical and employment
characteristics of study sample.

3. To compare the level of moral distress among intensive
care unit nurses related to their working area.

4. To find out relationship between moral distress level
and some variables related to demographical and
employment characteristics (age, gender, years of
experience, education qualification).
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Appendix F: The Questionnaire of the Study

Participant No ( )

Hospital Name:
Part One:

Demographical Data:

1- Sex: Male

2- Age:

3- Education Qualification:

Secondary school nursing
Post graduate

4- Marital status:

Married
Separated
5- Residency:
Rural area
Part Two:

Employment characteristics:

Female
years old
Diploma Bachelor
Single Divorced
Widow
Urban area

1-Years of employment in the field: >1

year




2- Working place:

Emergency unit

Coronary care unit

Intensive care unit

Appendices

3- Years of experience in the specific work place:

Emergency unit
Coronary care unit

Intensive care unit

4- Working shift:

Morning

Part three:

years

years

years

Evening

Moral distress scale

First domain: Health care team conflict

Items

Never | Rarely Sometimes

Often

Always

1 2 3

4

1 | Assist the physician who in
your opinion is providing

incompetent care.

2 | Work with “unsafe' levels of

nurse staffing.
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3 | Follow the family's request not
to discuss death with a dying
patient who asks about dying

4 | Follow the physician's request
not to discuss death with a
dying patient who asks about
dying.

5 | Follow the physician's order
not to tell the patient the truth
when he/she asks for it.

6 | Follow the physician's request
not to discuss Code status with
the family when the patient
becomes incompetent.

7 | Observe without intervening
when health care personnel do
not respect the patient's
dignity

8 | Continue to participate in care
for a hopelessly injured person
who is being sustained on a
respirator,

when no one will make a
decision, to "pull the plug'.

9 | Follow the family's wishes to
continue life support even
though it is not in the best
interest of the patient.

10| Carry out a work assignment
in which I do not feel
professionally competent.

11| Perform a procedure when the
patient is not adequately
informed about procedures
which he/she is about to
undergo.

Follow the family's wishes for
12/ the patient care when I do not
agree with them.
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Second domain: Caring conflict

Items Never [RarelySometimes| Often Always

1 2 3 4 5

1 (Carry out the physician's orders
for unnecessary tests and
treatments for terminally ill
patients.

2 [Initiate extensive life-saving
actions when | think it only
prolongs death.

3 |Carry out the physician's order
for unnecessary tests and
treatment.

4 Prepare a terminally ill elderly
patient on a respirator for
surgery to have a mass removed
if needed.

5 [Prepare an elderly man who is
severely demented and a "No
Code' for surgery to have a
gastrostomy tube put in if
needed.

6 [Give medication intravenously
to a patient who has refused to
take the medication orally.

Third domain: Organizational conflict

Items Never| Rarelyl Sometimes Often Always

1 2 3 4 5

1 | Work in a situation where the
number of staff is so low that
care is inadequate.
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Let medical students perform
painful procedures on patients
solely to increase their skill.

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

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

Ignore situations of suspected
patient abuse by care givers.

Ignore situations in which |
suspect that patients have not
been given adequate
information to insure informed
consent.

Discharge a patient when he
has reached the maximum
length of stay based on
diagnostic related grouping
(DRG) although he has many
teaching needs.

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

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

10

Assist the physician who
performs a test or treatment
without informed consent.
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11| Give only hemodynamic
stabilizing medication
intravenously during a Code
with no compression or
intubation.

12 Follow the physician's request
not to discuss Code status with
patient.
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Appendix G: Panel of Experts
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Appendix H: Statistical Appendix

Mean of MEAN

Emergency unit Intensive care units Coronary care unit

working

Figure (4. 2): Distribution of the moral distress levels of the nurses
related to work place.

Figure (4.2): This figure presented that the critical care unit who work

in different critical care units recorded moral distress level.

Table (4.11): Distribution of the moral distress levels of the nurses

Levels Frequency Percent
Low level 10 33.4%
Moderate level 15 50%
High level 5 16.6%

This table shows the distribution of the study sample (critical care unit
nurses) related to their moral distress level.
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