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Mr.�J� is�an�elderly�man�in�his�70s� from�a�rural�
area.�He�worked�at�odd�jobs�in�orchards�and�farms�
until�he�became�chronically�ill.�He�barely�survives�
on� Medicare� and� Medicaid,� but� a� home� health�
nurse� visits� several� days� a� week.� He� has� been�
followed� as� an� outpatient� for� declining� kidney�
function� and� multiple� other� problems.� Although�
he�has�had�progressive�mental�status�changes,�he�
consented� to�placement�of� a�dialysis� fistula� three�
weeks�before�his�first�admission.�Mr.�J�arrived�on�
the�renal�unit�hypotensive�and�in�acute�renal�fail-
ure.� The� nephrologist� explained� to� Mr.� J� that� he�
needed�emergency�hemodialysis�to�survive.�In�his�
uremic�state,�Mr.� J�gave�oral�consent;�no�consent�
form� was� signed.� No� family� was� available� at� the�
time.�Dialysis�was�begun.

When� his� primary� care� physician� arrived�
soon�afterward,�Mr.� J�angrily� said,� “See�what�you�
started� .�.�.� I’m� an� old� man� and� never� wanted�
this!”� However,� Mr.� J’s� family� was� given� hope� for�
his� survival� with� dialysis,� and� outpatient� dialysis�
continued.�The�patient�and�his� family�have�had�a�
difficult� time� understanding� how� to� manage� his�
fluid�restrictions�and�medical�regimen.�

Mr.� J� is� readmitted,� this� time� to� the� ICU,� in�
pulmonary� edema,� congestive� heart� failure,� and�
continued� renal� failure.� He� is� intubated� and� se-
dated.�When�he�awakens,�he�becomes�agitated�and�
his�hands�are�restrained—he�now�has�no�say�in�his�
care.�As�his�condition�deteriorates,�Mr.�J�develops�
vascular�angioplasia�with�GI�bleeding�and�anemia;�
he� also� suffers� a� stroke.� He� may� require� a� bowel�
resection�if/when�he�becomes�stable.

The case of Mr. J—Moral distress in a nurse and a physician
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Dr. Childress:� Moral� distress� has� only� recently� garnered�

scholarly� attention� in� nursing,� bioethics,� and� medicine.�

Clinicians�may�find�the�term�“moral�distress”�new,�but�as�our�

discussion�unfolds�they�may�realize�that�they�have�long�been�

on�intimate�terms�with�its�experience.�

� We� frame� this� program� about� moral� distress� in� clinical�

practice� as� a� conversation� between� a� nurse� and� a� physician.�

Using� the� case� of� Mr.� J� as� a� touchstone,1� Drs.� Hamric� and�

Davis� discuss� how� moral� distress� challenges� their� everyday�

work� in� clinical� ethics� consultation� and� professional� educa-

tion,�and�what�nurses�and�doctors�can�do�about�it. 

M o r a l  d i s t r e s s — g e n e r a t e d 

b y  s t y m i e d  f r u s t r a t i o n

The nurse
The�nurse�who�cares�for�Mr.�J�on�the�renal�

unit�is�increasingly�disturbed�by�the�aggressive�

medical� treatment� given� to� him.� She� is� con-

cerned� that� Mr.� J� did� not� give� informed� con-

sent�to�begin�this�trajectory.�She�believes�that�

neither� he� nor� his� family� has� been� given� ad-

equate� information� in� an� understandable� way�

to�be�able�to�make�an�informed,�autonomous,�

and� noncoerced� choice� about� treatment.� She�

asks,� “When� a� client� has� very� little� chance� to�

survive,� are� the� physicians� being� truthful� and�

honest� to� the� family?� Do� I� proceed� with� the�

dialysis�orders�or�ask� the�physician�to�explain�

the�risks�and�benefits�again�in�further�detail?”�

As�she�checks�Mr.�J’s�restraints,�she�comments,�

“As�a�nurse,�my�hands�are�tied�also.”

The resident
The� internal� medicine� resident� is� increas-

ingly� disturbed� by� the� patient’s� continuing�

deterioration� in� the� face� of� aggressive� treat-

ment.� For� the� resident,� however,� informed�

consent� is� not� a� primary� issue� because� the�

patient� consented� to� placement� of� the� fistula;�

beginning�and�continuing�dialysis�“really�is�the�

only� option.”� From� his� perspective,� the� treat-

ment�choices�have�been�appropriate�given� the�

patient’s� diagnoses,� but� he� questions� whether�

treatment�is�becoming�futile.�He�asks,�“Why�are�

we� even� thinking� about� a� bowel� resection� for�

Mr.�J?�His�family�could�not�manage�him�when�

he�just�needed�dialysis.�They�don’t�understand�

how�sick�he� is—they�keep�asking�me�when�he�

can� go� home.� Utilization� review� was� up� on�

the� unit� yesterday� asking� me� questions� about�

these�orders�I’m�writing,�because�Mr.�J�has�no�

insurance� and� they� don’t� think� Medicare� will�

pay�anywhere�near�what�his�care�is�costing�the�

hospital.�But�the�attending�has�gotten�a�surgery�

consult�and�insists�we�get�him�stable�and�oper-

ate.�As�a�resident,�my�hands�are�tied�also.”
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Dr. Hamric:�First�described�by�Andrew�Jameton�in�a�book�

on� nursing� ethics,� moral� distress� occurs� in� a� given� situation�

when�a�health�professional�knows,�or�believes�she�knows,�the�

ethically�appropriate�course�of�action�to�take�but�is�unable�to�

carry�it�out�because�of�obstacles�present.2�Consider,�for�exam-

ple,�the�nurse�caring�for�Mr.�J.�She�may�believe�it�is�unethical�

to�continue�aggressive�treatment,�but�since�her�perspective�is�

neither�invited�nor�considered�by�the�decision�makers,�she�is�

expected� to�continue� treating�Mr.� J,� and�does� so�despite�her�

own� beliefs.� At� the� end� of� the� case� write� up,� she� voices� her�

mounting�frustration�and�anger,�her�moral�distress.�

In�the�20�years�since�Jameton’s�description,�we�have�come�

to� recognize� moral� distress� as� a� common� experience� that� is�

nonetheless�poorly�understood�and�rarely�discussed,�not�only�

for�nurses�but�also�for�physicians�and�other�providers.�While�

anecdotal�literature�on�the�subject�has�increased�exponentially,�

only�recently�has�moral�distress�been�seriously�studied�within�

nursing.� Over� time,� moral� distress� can� compromise� health�

professionals’� moral� integrity,� a� profoundly� negative� conse-

quence�that�can,�in�turn,�compromise�the�care�they�provide.�

When�I�first�used�the�idea�of�moral�distress�in�lectures�on�

nursing� ethics,� seasoned� nurses� would� stay� afterward� to� tell�

me� their� experiences.� Their� stories� of� moral� distress,� many�

10�or�20�years�old,�were�recalled�in�vivid�detail.�These�nurses�

had� never� heard� the� term� “moral� distress,”� yet� the� concept�

resonated�deeply�with�them�and�helped�to�make�sense�of�their�

experience.�

Dr. Davis:� When� Ann� first� called� my� attention� to� the�

phenomenon�of�moral�distress,�I�knew�immediately�from�my�

clinical� ethics� consultation� and� medical� practice� that� moral�

distress� is�also�experienced�by�physicians—in� fact,�by�every-

one�on�the�health�care�team.�It�is�the�particular�vulnerability�

of� nurses,� however,� that� can� teach� us� the� most� about� moral��

distress�and�how�to�manage�it.�

J a m e t o n ’s  t h r e e  t y p e s  o f 

m o r a l  p r o b l e m s

Dr. Hamric:� Jameton� describes� three�

types�of�moral�problems�affecting�nurses:�

moral�dilemma,�moral�uncertainty,�and�moral�

distress.�The�classic�moral dilemma�occurs�when�two�

or�more�opposing�actions�can�be�equally�ethically�justified�and�

the�agent,�unable�to�carry�out�both�actions,� faces�a�dilemma�

in�choosing�which�ethical�course�to�follow.�Clinical�eth-

ics� education� focuses� on� moral� dilemmas,� how� to�

identify�them,�and�explores�the�justifications�for�the�

opposing�courses�of�action.�

But� Jameton� notes� two� variants� of� this� classic�

ethical� picture.2� Moral uncertainty� occurs� when� the�

clinician�does�not�know�the�ethically�correct�course,�but�

feels�a�nagging�uncertainty,�a�sense�that�something�is�not�quite�

right.�The�clinician�experiencing�moral�uncertainty�may�stay�

silent—indeed,� she� may� think� that� she� alone� is� uncertain� or�

may�fear�that�she�will�look�foolish�if�she�asks�questions.�

In� contrast,� in� situations� of� moral distress� the� clinician�

knows,�or�believes�she�knows,�the�ethically�appropriate�action,�

but� feels� constrained� from� acting� because� of� some� obstacle�

inherent�in�the�situation,�such�as�lack�of�time�or�supervisory�

support,�institutional�or�legal�constraints,�or�physician�power�

over�nursing�and�nursing�practice.�Based�on�my�observations�

of� clinicians,� I� extend� Jameton’s� definition� to� include� those�

who�“believe�they�know”�the�ethically�appropriate�action,�but�

are� distressed� because� the information they have is insuffi-

cient.1�Once�these�clinicians�gain�additional�information�clari-

fying�the�moral�picture�(for�example,�from�other�providers,�the�

patient,�or�family�members),�their�distress�goes�away.�

Frustration,� anger,� anxiety,� guilt,� compromised� integrity,�

and� psychological� disequilibrium� characterize� moral� dis-

tress.3,4�Jameton�distinguishes�between�initial�moral�distress,�

when� the� clinician� first� encounters� the� situation� and� senses,�

“This� is� wrong—I� shouldn’t� be� a� party� to� this,”� and� reactive�

distress,� which� the� clinician� feels� about� her� own� inability� or�

failure� to� act� on� the� initial� distress.3� Clinicians� who� choose�

not� to� act� may� be� morally� distressed� because� they� question�

whether�they�should�have�acted.�But�even�those�who�act�can�

become� morally� distressed,� especially� if� dire� consequences�

result—for�instance,�if�something�bad�happens�to�the�patient�

or�if�they�suffer�negative�institutional�sanctions.�

Caregivers�who�suffer�moral�distress�may�be�left�with�nega-

tive�moral residue,�distressing�feelings�that�linger�long�after�the�

situation�if�the�caregiver�feels�regret�or�believes�that�she�behaved�

unethically�or�betrayed�important�values.5�Negative�moral�resi-

due�can�influence�both�a�clinician’s�practice�and�her�life.

The�vertical�hierarchies�and�steep�power�gradients�of�clini-

cal�care�contribute�to�clinicians’�experience�of�moral�distress.�

The� late� physician� William� Bartholome� recognized� moral�

distress�as�an�acute�problem�for�those�who�feel�relatively�pow-

erless�in�clinical�decision�making.�He�said,

moral distress is a very real problem . . . esp[ecially] in 

medical students, residents, nurses, respiratory care and 

other allied health workers . . . people who see themselves 

as involved in morally significant relationships with sick, 

vulnerable humans, but have little or no power to respond 

when what is happening appears to be “wrong.”�6

T h e  d i v e r s e  e x p e r i e n c e s

Dr. Davis:� Nurses� and� physicians� do� not�

necessarily�experience�moral�distress�similarly�
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(Table�1).�Both�groups�feel�powerless�to�act�ethically�and�feel�

that�raising�questions�or�speaking�out�when�in�moral�distress�

is�risky;�it�arouses�their�fears�of�criticism�or�negative�sanction.�

However,� different� dynamics� are� at� work� in� the� two� groups:�

inadequate� informed� consent� triggers� moral� distress� for� the�

nurse�caring�for�Mr.�J,�while�the�resident�is�distressed�by�the�

perceived�futility�of�continuing�aggressive�treatment.

The nurses

Dr. Hamric:� Nurses� frequently� encounter� situations� that�

cause� emotional� distress� but� not� moral� distress—restraining�

Mr.�J�over�his�objections,�for�example,�may�be�emotionally�dif-

ficult� for� his� nurse.� But� moral� distress� involves� a� perception�

that�personal�or�professional�values�or�core�ethical�obligations�

are�being�violated.�Moral�distress� is� thus�more�powerful� than�

emotional�distress,�even�though�moral�distress�is�always�emo-

tionally�distressing.�

A�morally�distressed�nurse�is�in�a�quandary�and�feels�power-

less—as�Mr.� J’s�nurse� laments,� “My�hands�are� tied�also.”�Even�

when�a�nurse�decides�to�speak�up,�he�must�deal�with�how�to�do�

so,�because�he�is�not�in�charge�of�the�situation.�It�is�not�surpris-

ing,�then,�that�withdrawal�is�nurses’�dominant�reaction,�with�si-

lence�being�the�public�face�of�initial�moral�distress.�A�nurse�may�

then� grapple� with� negative� reactive� distress� as� a� result� of� not�

speaking�up:�not�only�did�he�compromise�his�own�integrity�by�

failing�to�take�a�stand,�but�his�silence�may�have�compromised�

the�patient’s�care.�Sometimes�a�negative�outcome�occurs�even�

when� a� nurse� acts;� second-guessing� his� actions,� he� then� may�

struggle�with�negative�moral�residue.�

The physicians

Dr. Davis:�Like�nurses,�doctors�in�moral�distress�feel�power-

less�and�frustrated,�especially�when�nonmedical�concerns�affect�

their� decision� making.� Whether� the� constraining� influence� is�

hospital�administration,�government,�or�an�insurance�company,�

physicians�are�troubled�by�the�fact�that�they�do�not�always�have�

the�power�to�make�the�clinical�decisions�they�deem�appropriate.�

When�the�resident�caring�for�Mr.�J�worries�about�the�utilization�

review�office�or�Medicare�reimbursement�influencing�medical�

decision�making,�he�may�also�be�thinking�“I�didn’t�go�into�medi-

cine� to�be�prevented� from�providing�good�care.”�He� is� feeling�

moral�distress.�

Moral� distress� also� arises� when� a� physician� must� balance�

conscience�with�professional�expectations.�What�happens,� for�

instance,� if� the�ICU�attending�physician�decides�that�Mr.� J�no�

longer�needs�intensive�care�but�instead�should�receive�palliative�

care?�How�does�the�intensivist�little�acquainted�with�palliative�

care�then�manage�the�gnawing�concern�that�she�may�not�be�giv-

ing�him�appropriate�care?

Physicians� are� anxious� about� all� facets� of� their� perfor-

mance—decisions,�documentation,�outcomes—being�subject�to�

review.�Also,�in�this�era�of�“evidence-based�medicine,”�doctors�

may�feel�that�their�judgment�and�decisions�are�being�ruled�(or�

overruled)�by�the�latest�published�reports.�

Anger� is� the�morally�distressed�physician’s�dominant� reac-

tion,� especially� in� situations� in� which� the� doctor� may� already�

feel�overworked,�stressed,�or�frustrated.�

M o r a l  d i s t r e s s :  

n o  h a p p y  o u t c o m e

Dr. Davis:� Moral� distress� in� health�

professionals�may�cause�emotional�with-

drawal�from�patients�and�coworkers,�pain-

ful�feelings�such�as�anger,�guilt,�and�depression,�and�

even�physical�symptoms�(Table�2).4�For�nurses,�moral�distress�

may�contribute�to�burnout�or�to�departure�from�a�position�or�

even�the�profession.�The�angry�outbursts�of�nurses�and�physi-

cians� in�clinical� settings�may�well�have�moral�distress�at� their�

core,�as�may�doctors’�quieter�expressions�of�chronic�frustration�

such�as�caustic�attitudes�toward�or�verbal�abuse�of�students,�res-

idents,�and�nurses.�A�recent�study�(that�did�not�mention�moral�

distress� by� name)� showed� that� disruptive� physician� behavior�

was�a�major�influence�on�nurses’�satisfaction�and�retention.7

Dr. Hamric:� We� wonder� how� often� moral� distress� in�

nurses� goes� unrecognized,� its� effects� chalked� up� to� lack� of�

Table 1. Nurse and physician experiences of moral distress

• Involves power differential and perceived powerlessness

• Involves sense of risk in raising the question

• Triggers that initiate moral distress may be different:

Nurse:

– Differentiated from emotional 

distress

– Initial versus reactive distress

– Withdrawal as dominant 

reaction

Physician:

– Balance conflicts of conscience with 

professional expectations

– Anxiety about increased scrutiny or 

questions of integrity

– Anger as dominant reaction

Table 2. Consequences of moral distress

• Emotional withdrawal from patients and coworkers

• Painful feelings, such as anger, guilt, depression, perhaps physical 

symptoms

• For nurses, possibly having to leave a position or the profession

• Perpetuation of power imbalances

• Moral residue

• For patients and their families: 

– Fragmented care, since care providers are frustrated 

– Emotionally withdrawn or angry care providers
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time� or� burnout� from� overwork.� Mary� C.� Corley’s� studies� of�

two�groups�of�ICU�nurses�are�instructive.�In�her�first�study,�18�

percent�of�the�nurses�surveyed�had�either�considered�quitting�

a�position�or�had�actually�left�because�of�moral�distress.�In�the�

second�study,�26�percent�had�left�a�previous�position�because�of�

moral�distress,�a�disturbing�sign�not�only�that�this�is�a�problem,�

but�that�it�is�an�increasing�one.4,8

Bartholome�noted

failure to acknowledge the frequency with which this experi-

ence is occurring in the clinical setting is a serious problem. 

And one of the most serious aspects of the problem is the 

tendency of those in power in the clinical setting (physicians 

et al.) to refuse to treat it as a serious problem. 9 

F a c t o r s  g e n e r a t i n g  m o r a l  d i s t r e s s

Dr. Davis:� Sources� of� moral� distress� fall� into�

three�categories:�clinical�situations,�factors�inter-

nal� to� the� caregiver,� and� factors� external� to� the�

caregiver� but� inherent� in� the� environment� in�

which�the�moral�distress�occurs�(Table�3).

Clinical situations

Moral�distress�is�most�common�when�a�caregiver�perceives�

care� to� be� unnecessary,� unwarranted,� or� futile.� Mr.� J’s� nurse�

feels�that�continuing�aggressive�treatment�is�only�prolonging�or�

delaying�his�dying,�thus�adding�to�the�suffering�of�both�patient�

and�family.�

Inadequate�informed�consent�can�create�moral�distress�when�

a�nurse�or�physician�believes�that�the�requirements�of�informed�

consent,� such� as� decisional� capacity,� voluntariness,� and� dis-

closure� of� information� have� not� been� met.� Most� bioethicists�

consider� informed� consent� more� a� “process”� than� an� “event.”�

But�nurses�and�physicians-in-training�are�sometimes�directed�

to�“consent”�a�patient�by�physicians�who�interpret�this�as�get-

ting�the�patient’s�signature�(an�event)�and�little�appreciate�what�

obtaining�consent�(a�process)�should�entail.

Despite� recent� emphasis� on� quality� assurance� and� avoid-

ance� of� medical� errors,� there� are,� and� always� will� be,� nurses�

and�physicians�who�are�not�competent�to�treat�patients.�When�

clinicians� observe� substandard� performance� or� incompetence�

in�a�colleague,�they�may�become�distressed�at�having�to�choose�

among�professional�integrity,�loyalty�to�coworkers,�and�keeping�

a�stable�work�environment.�

Dr. Hamric:�Bioethicist�H.�Tristram�Engelhardt,�Jr.,�charac-

terized�nurses�as�“caught�between”�in�describing�a�nurse’s�posi-

tion� midway� between� patient� and� physician,� with� obligations�

to�both.10�While�the�nurse’s�primary�duty�is�to�the�patient,�she�

has�other�professional�commitments,�such�as�to�the�attending�

physician,� her� employing� institution,� and� the� nursing� profes-

sion� itself.� Nurses� can� feel� trapped� by� competing� obligations,�

with� tension� over� prioritizing� and� balancing� commitments�

becoming�a�potent�source�of�moral�distress.�However,�being�“in�

the�middle”�can�also�represent�opportunities,11�as�when�a�team�

values�collaboration�and�welcomes�the�nurse’s�contributions�of�

patient�information,�with�the�result�that�the�patient’s�care�may�

improve.�

Dr. Davis:�Medical� students�and�residents�are�also� “caught�

between”�attending�physicians�and�patients�and�their�families.�

While�physicians-in-training�often�know�the�patient�and�fam-

ily� well� and� gather� much� of� the� information� the� team� needs�

to�formulate�a�care�plan,�they�find�themselves�marginalized�at�

decision�making�time.�Their�moral�distress�may�result�from�be-

ing�expected�to� implement�a� treatment�plan�contrary� to� their�

ethical�beliefs.

Internal factors

Dr. Hamric:�Nurses’�perception�of� their�powerlessness� is� a�

dominant�theme�underlying�their�unwillingness�or�inability�to�

resolve�ethical�problems.�The�power�differential�between�nurses�

and� doctors� can� be� both� a� barrier� to� good� care� and� a� source�

of�moral�distress.�A�clinician’s�lack�of�knowledge�can�also�be�a�

source�of�moral�distress,�as�when�nurses�who�are�not�up�to�date�

on� managing� pain� in� terminally� ill� patients� become� morally�

distressed�when�caring�for�such�patients;�once�they�understand�

new�approaches�to�treat�pain�and�suffering,�their�distress�usu-

ally�diminishes�or�disappears.

Corley� maintains� that� increased� moral� sensitivity� reduces�

moral�distress,�since�sensitive�providers�should�be�more�com-

mitted� to� patients� and� more� morally� competent.4� In� our� ex-

perience,�however,�heightened�moral�sensitivity�itself�can�be�a�

source�of�moral�distress.�Nurses�with�keen�moral�sensitivity�to�

the�ethical�dimensions�of�care�will�experience�distress�if�they�see�

the� moral� dimension� of� nursing� being� neither� respected,� dis-

cussed,�nor�managed.�Thus,�in�a�perverse�way,�moral�sensitivity�

in�clinicians�can�put�them�at�risk�for�moral�distress.�In�one�study�

of� patient� advocacy� among� nurses,� 40� percent� of� those� who�

Table 3. Sources of moral distress

Clinical situations Internal factors External factors

• Unnecessary 

treatment

• Prolonging dying 

through aggressive 

treatment

• Inadequate 

informed consent

• Caregivers not as 

competent as care 

requires

• Being “in the 

middle”

• Perceived 

powerlessness

• Lack of 

knowledge

• Increased moral 

sensitivity

• Lack of 

understanding 

the full situation

• Institutional constraints/

culture

• Lack of time

• Lack of administrative 

support

• Policies and priorities and 

conflict with care needs

• Compromised care due to 

pressures to reduce costs

• Reimbursement constraints

• Coworker issues/differing 

professional perspectives
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scored�highest�on�advocacy�had�left�the�profession;�one�reason�

was�moral�distress.12

Dr. Davis:� Medical� schools� seek� to� recruit� students� with�

moral� sensitivity,� students� who� previously� have� worked� with�

and� been� responsive� to� vulnerable� patients.� Unfortunately,� as�

medical�education�proceeds,�we�don’t�always�give�students�per-

mission�or�moral�space�to�express�and�explore�their�reactions�to�

vexing�situations.� Indeed,�on�some�clinical�rotations,�students�

may�learn�that�expression�of�ethical�concerns�is�neither�valued�

nor� relevant�and�steals� time� from�the� “real”�work�of�doctor-

ing.� As� students� graduate� to� residency� and� then� move� into�

practice,� there� is�often�a�blunting�of�moral�sensitivity�that� is�

revealed� in� the� way� they� approach� (or� avoid)� difficult� ethical�

situations.

Dr. Hamric:�Observing�this�phenomenon�in�nurses,�Daniel�

F.�Chambliss�terms�it�“routinization”�of�the�moral�world.�With�

experience,�nurses�can�become�insensitive—they�no�longer�see�

the�ethical�problems�under�their�noses.�As�Chambliss�remarks,�

“The� great� ethical� danger� .�.�.� is� not� that� when� faced� with� an�

important�decision�one�makes�the�wrong�choice,�but�rather�that�

one�never�realizes�that�one�is�facing�a�decision�at�all.”�13�

Dr. Davis:�Finally,�for�nurse�or�physician,�not�understanding�

the� full� situation� in�a�complex�case�can�be�a�source�of�moral�

distress.� Each� caregiver� may� know� only� a� portion� of� the� pa-

tient’s�story�or�be�unaware�of�events�that�took�place�when�he�or�

she�was�absent.�If�partial�information�provokes�moral�distress,�

though,�the�distress�may�dissipate�once�all�facts�are�known.

External factors

Dr. Hamric:�The�nursing� literature� focuses�on� institutional�

constraints� as� sources� of� moral� distress.� Corley� found� inad-

equate� staffing� the� primary� source� of� moral� distress� for� ICU�

nurses.8�This�constraint�goes�hand� in�hand�with� lack�of� time.�

Lack�of�administrative�support�is�a�similarly�powerful�source�of�

distress,�as�clinicians�may�feel�it�a�waste�of�time�and�energy�to�

voice�concerns�to�unsympathetic�or�unresponsive�administra-

tors.� Even� well-intentioned� institutional� policies� and� priori-

ties�may�conflict�with�patient�care�needs�and�cause�clinicians�

distress.

Dr. Davis:� Physicians� become� morally� distressed� when� in-

stitutional�or�third-party�payer�pressures�to�contain�or�reduce�

costs�seem�to�compromise�patient�care.�The�whole� team�may�

feel�this�at�times,�but�because�physicians�sign�the�orders,�they�

may�feel�acute�pressure�and�resent�their�decisions�being�under�

scrutiny.� The� doctor’s� documentation� in� the� patient’s� chart�

must� justify�payment�for�care,�yet�many�qualitative�influences�

on�clinical�decision�making—among�them,�family�and�social�dy-

namics—are�difficult�to�explain�in�the�medical�chart.�Physicians�

may�then�feel�insurers’�refusals�to�pay�are�unjustifiably�depriving�

patients�of�care�they�need.

Issues�arising�among�coworkers�with�different�professional�

perspectives�can�cause�moral�distress.�The�various�professionals�

in�a�patient�care�unit—physicians�at�different�stages�of�training,�

nurses,� respiratory� therapists,� social� workers,� chaplains,� and�

others� who� have� contact� with� patients� and� families—have� all�

been�through�their�own�fields’�distinct�educational�and�social-

ization�processes;�they�speak�separate�languages,�in�a�sense,�and�

ascribe�to�different�professional�codes.14�For�a�multidisciplinary�

team,� communication� is� a� top� priority,� but� even� when� com-

munication�is�good,�individual�perspectives�can�be�at�odds,�and�

dissonances� may� amplify� in� a� crisis,� leaving� individual�

caregivers�morally�distressed.

D e a l i n g  w i t h  m o r a l 

d i s t r e s s — s t r a t e g i e s  

f o r  r e l i e f

Dr. Hamric:� What� can� we� do� about�

moral� distress?� The� problem� is� sufficiently�

costly�that�we�must�develop�strategies�that�directly�ad-

dress�its�sources�and�prevent�its�consequences�(Table�4).

Moral� distress� must� be� noted� and�

named�when�and�where� it�happens.�Learning�about�moral�dis-

tress,�nurses�say�things�like,�“What�a�relief�it�is�to�hear�that�this�

is�a�real�problem�that�other�people�experience,�that�it�wasn’t�just�

me.”�

Dr. Davis:�We�must�diagnose�moral�distress�in�ourselves�and�

our�colleagues�much�as�we�diagnose�our�patients’�medical�condi-

tions.�In�ethics�consultation,�if�everyone�is�looking�for�the�ethical�

dilemma�but�the�real�issue�is�moral�distress,�we�may�misdiagnose�

and�fail�to�treat�the�problem.�Strategies�for�“treating”�moral�dis-

tress�are�not�necessarily�the�same�as�reasoning�through�a�moral�

dilemma.

Increasing� clinicians’� self-awareness,� especially� of� their�

strengths�and�weaknesses,�is�crucial.�Each�of�us�also�must�learn�

to�give�and�receive�feedback�in�a�way�that�promotes�honest,�open�

discussion;� it� is� not� helpful� when� we� retreat� to� our� respective�

disciplinary�camps�and�withdraw�from�patients�and�each�other.�

Physicians�especially�may�find�it�challenging�to�hear�what�other�

team� members,� particularly� nonphysicians,� have� to� say� about�

their� performance,� but� the� rewards� of� open� exchange� can� be�

great.�When�a�physician�can�hear�and�openly�discuss�criticism�of�

her�practice�or�professional�behavior,�an�atmosphere�is�created�in�

Table 4. Strategies for dealing with moral distress

Initial steps

• Recognize and name moral distress when it occurs

• Increase self-awareness of strengths and weaknesses

• Speak up—insist on dialogue with other parties in the situation

• Get the whole story

Identify the values in conflict

• Whose values?

• Relationship to the patient?

Address root causes, when possible
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which�the�moral�distress�of�other�team�members�decreases.�And�

physicians�may�find�their�own�moral�distress�diminishing�when�

they�understand�their�own�roles�in�creating�it�for�others.

Speaking�up�within�the�team�is�an�obligation�for�every�health�

professional�and�an�important�first�step�in�dealing�with�moral�dis-

tress.�We�must�learn�to�talk�about�what�makes�us�ethically�queasy.�

Raising�ethical�concerns�in�a�way�that�is�neither�confrontational�

nor�disrespectful�is�a�skill�well�worth�learning.

Dr. Hamric:� For� nurses,� speaking� up� is� essential.� We� must�

support�nurses�and�help�them�to�see�that,�if�they�stay�silent,�their�

perspectives�and�what�they�alone�know�about�their�patients�will�

not� be� shared,� perhaps� to� the� detriment� of� the� patients’� care.�

Likewise,� physicians-in-training� and� attendings� need� to� speak�

up� when� they� feel� trapped� by� moral� distress.� Many� physicians�

fear�losing�credibility�and�respect�if�they�display�anything�other�

than�steely�resolve.�However,�doctors�may�gain�collegial�support�

by� speaking� up� about� their� own� moral� distress,� and,� doing� so,�

they�may�avoid� the� intense�anger� that� is� fueled�by�distress�and�

undermines�collegiality.�If�Mr.�J’s�nurse�and�resident�share�their�

concerns,� they�might� find�common�ground� in� their�experience�

of�moral�distress,�and�this�could�lead�to�different�decisions�being�

made�on�behalf�of�Mr.�J.

Dr. Davis:� Physicians� often� think� of� their� team� respon-

sibilities� as� beginning� and� ending� on� daily� clinical� rounds.�

What� doctors� may� not� notice� on� rounds,� particularly� when�

cases�are�complex�and�decisions�difficult,�are�the�perspectives�of�

other�team�members.�Being�open�and�responsive�to�other�team�

members�and�their�contributions�while�on�rounds� is�crucial� to�

obtaining� a� more� complete� picture� of� the� patient,� which� can�

guide�decision�making�in�a�way�that�deals�with�or�even�prevents�

moral�distress.

Dr. Hamric:�Another�strategy�is�to�identify�values�in�conflict�

in�troubling�situations.�Whose�values�are�we�talking�about� in�a�

particular� case?� The� nurse� caring� for� Mr.� J� during� dialysis,� for�

instance,� or� the� physician-on-call� who� against� his� own� better�

judgment�admitted�Mr.�J�to�the�ICU?�In�academic�centers,�teams�

are� big� and� change� often.� Dozens� of� people� can� be� involved�

in�caring� for�a�patient� like�Mr.� J,� so� it� is� important� to�establish�

specific�caregiver�roles�and�to�know�their�experiences�with�the�

patient�and�family.

Dr. Davis:� The� external� causes� we� have� discussed� must� be�

addressed� if� we� are� to� minimize� moral� distress� at� an� institu-

tional�level.�“Lack�of�time”�is�a�good�example,�since�all�clinicians�

struggle�with� it.�We�must� look�at�how�we� spend�our� time�and�

how� we� can� foster� better� team� communication.� We� may� not�

have�to�hold�long,�drawn-out�conferences�to�hear�one�another’s�

perspectives;�simply�including�nurses�on�rounds�may�lower�their�

moral�distress.�

Dr. Hamric:�Compelling�data�show�that�collaboration�reduces�

patients’�mortality,�improves�patient�care,�and�shortens�length�of�

stay.15–17�Collaboration�is�the�goal,�and�it�is�more�than�a�nice�thing�

to�do—it�is�a�moral�imperative�for�all�of�us�to�build�and�work�in�

respectful,� effective� teams.� Mutual� respect� requires� listening,�

being�open� to�all�viewpoints,�and�respectfully� soliciting�others’�

views.�Collaboration�is�enhanced�when�we�avoid�stereotyping�one�

another�(e.g.,�“Nurses�care�and�doctors�cure”)�in�ways�that�sug-

gest�that�one�provider�group�is�morally�superior�to�another.14

Dr. Davis:�We�must�create�a�team�environment�in�which�all�

professionals�share�responsibilities,�burdens,�and�successes.�This�

is�not�easy.�If�a�case�has�a�positive�clinical�outcome,�it�is�easy�to�

credit� the� whole� team.� If� a� positive� outcome� hinges� on� excel-

lent� communication� between� the� patient� and� one� practitioner,�

however,� it� is�tempting�to�reward�that�one�person.�But�this�ap-

proach�misses�the�contributions�of�the�environment�within�which�

beneficial�communication�occurred,�contributions�made�by�the�

whole�team.

Finally,�we�need�to�admit�our�mistakes.�Physicians�sometimes�

adopt�a�defensive,�“circle�the�wagons”�attitude�to�deal�with�medi-

cal�errors,�but�this�stance�can�compromise�communication�and�

cause�moral�distress� in�other� team�members,� especially� if� they�

feel� coerced� into� dishonesty� with� patients� or� families.� Full� dis-

closure�and�early�admission�of�error�can�go�a� long�way�toward�

resolving�communication�problems.�It�can�also�reduce�legal�chal-

lenges.�

L e t ’s  r e d e s i g n  o u r  c u l t u r e s 

o f  m e d i c a l  p r a c t i c e

The� case� of� Mr.� J� illustrates� moral�

distress� in� a� nurse� and� a� physician.� Distressed�

for� different� reasons,� this� doctor� and� nurse� could� fail� to�

understand�one�another’s�concerns�and�become�quite�alienated.�

But� if� the� two� professionals� can� appreciate� and� acknowledge�

their� common� experience� of� moral� distress,� the� understanding�

that�results�can�unite�them,�foster�dialogue,�and�lead�to�more�ap-

propriate�care�for�Mr.�J.�

Moral�distress�is�serious�business�for�both�nurses�and�physi-

cians.�One�physician�we�know�argues�that�it�is�the�most�pervasive�

and�pressing�problem�in�academic�health�care.�For�physicians-in-

�training�who�are�vulnerable�to�the�power�differential�in�medical�

hierarchies,�experiences�of�moral�distress�can�be�seminal�events�

that�shape�their�practice�for�years�to�come.�And�moral�distress�in�

nurses�can�cause�them�to�leave�a�position�or�even�the�profession,�

contributing�further�to�the�serious�nursing�shortage.�Even�more�

important�for�both�doctors�and�nurses,�the�experience�of�moral�

distress�can�challenge�and�endanger�an�individual�practitioner’s�

moral�integrity.�A�radical�rethinking�of�the�cultures�in�which�we�

practice�is�imperative�if�we�are�to�protect�the�moral�integrity�of�

all� clinicians� and� ensure� humanistic,� excellent� patient� care.� As�

Bartholome�wisely�observed,�“One�mark�of�moral�progress�in�a�

community�or�society�might�well�be�the�extent�to�which�measures�

are�taken�to�reduce�the�incidence�of�moral�distress�in�members�

of�that�community.”�18
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Sisyphus

Sisyphus should have seen her

pushing hard, shouting for life—

This Hispanic woman so young 

so slick with sweat 

blood on the sheets

Empuje!

Hands clenched, she lies there shivering.

Hours stretch

she cries

she shudders against her own boulder

straining against size 

against the shoulder stuck 

on the sidewall of her pelvis.

She’s tiring, she knows

when she looks up

and the rhythm strip shows

how the late decels gain

leading us to so easily say

 She needs a Caesarian.

Majid Mohiuddin, M.D.
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