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Abstract
Moral distress has been characterised in the nursing literature as a major problem affecting nurses in all
healthcare systems. It has been portrayed as threatening the integrity of nurses and ultimately the quality
of patient care. However, nursing discourse on moral distress is not without controversy. The notion
itself is conceptually flawed and suffers from both theoretical and practical difficulties. Nursing research
investigating moral distress is also problematic on account of being methodologically weak and disparate.
Moreover, the ultimate purpose and significance of the research is unclear. In light of these considerations,
it is contended that the notion of moral distress ought to be abandoned and that concerted attention be
given to advancing inquiries that are more conducive to improving the quality and safety of moral decision-
making, moral conduct and moral outcomes in nursing and healthcare domains.

Keywords
Moral distress, moral risk, moral safety, nursing ethics, patient safety, preventive ethics

Introduction

During the course of their day-to-day practice, nurses will invariably encounter situations in which they

observe or may be required to make an ethical decision that conflicts with their own personal values. The

ethical conflict experienced in such situations may be due to what has been described in the organisation

ethics literature as a lack of ethical value congruency and/or a lack of shared ethical priorities between

employees and organisations.1,2 In recent years, it has been widely suggested that when finding themselves

in value conflicted situations, nurses often feel constrained by non-moral factors (e.g. institutional policies,

culture of the workplace environment, directives of a supervisor, lack of resources) from acting morally (i.e.

‘do the right thing’) and accordingly tend to acquiesce to the status quo.3 Thus, despite deciding what they

believe is the ‘right thing to do’, when confronted by individual or institutional values conflict, nurses will

either do nothing or do what they believe is the wrong thing to do.3,4

Doing nothing or doing the wrong thing in situations involving a conflict of values has not been without

adverse outcomes for nurses. One adverse outcome that has been surmised in the nursing literature is what

has been controversially termed ‘moral distress’.5,6 The notion of ‘moral distress’ is not without contro-

versy, however, and is vulnerable to objection on grounds of being philosophically flawed and lacking a
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robust empirical foundation. With regard to the latter, nursing research on the subject, although extensive, is

methodologically weak and disparate, and its significance and purpose unclear.

In light of these difficulties and emerging imperatives to improve the quality and safety of moral decision-

making, moral conduct and moral outcomes in nursing and healthcare domains, it will be contended in the

discussion to follow that the construct ‘moral distress’ in nursing ought to be abandoned. It will be further

contended that a more germane line of inquiry rests with developing a robust understanding of the nature and

implications of moral disagreement and conflict in healthcare domains, devising evidence-informed mechan-

isms for anticipating and preventing ethics conflicts (termed ‘preventive ethics’), exploring the nature and role

of conscience in ethical decision-making and action, evaluating the nature and place of moral competency in

healthcare (including how it might be appropriately conceptualised, acquired and evaluated), the problem of

moral risk in healthcare and, in keeping with the global patient safety movement generally, how the ‘moral

safety’ of both individuals and institutions in healthcare might be better cultivated and sustained.

‘Not free to be moral’

The idea that nurses ‘often’ feel constrained in their capacity to fulfil their professional obligations as nurses

is not new. In their ground breaking work Ethical dilemmas and nursing practice, US nursing scholars Davis

and Aroskar7 devoted a pioneering chapter to the subject ‘Professional ethics and institutional constraints in

nursing practice’. In a later version of this chapter, Davis and Aroskar contend that ‘the overriding ethical

issue for nurses, especially those working in hospitals, can best be described as one of multiple obligations

coupled with the question of authority’ (p. 49).8 They go on to raise the provocative question of whether

nurses can ever be ethical when organisational and social constraints impede their practice.

It was not until almost a decade after Davis and Aroskar published their landmark work, that the idea of

nurses ‘not being free to be moral’ gained traction, when Yarling and McElmurry9 famously argued that

nurses ‘are often not free to be moral’ (p. 63). What these authors were asserting was not that nurses lacked

‘freedom of will’ to think about moral problems, but that they did not have ‘freedom of action in the sense

that acts are free from unforced choice’ (p. 65).9 The authors concluded that what this meant in practice was

that nurses were often ‘not free to fulfil their moral obligations to the patient’ when the interests of the

patient were in conflict with the interests of their employing organisations.

Yarling and McElmurry9 went on to contend that the most common kinds of morally discordant situa-

tions in which nurses often found themselves when planning and delivering nursing care to patients included

pain management, cardiopulmonary resuscitation directives, withholding or withdrawing life sustaining

treatment, refusals of consent to treatment, professional control of client information, and harmful care

by another practitioner. They further contended that ethical conflict-dilemmas arose in these situations pri-

marily because nurses were forced to choose between the patients’ interests, their own interests, moral

integrity and professional survival. Instances in which patients’ rights and well-being were threatened or

violated by the actions of another health service provider or ‘the system’ were regarded as being particularly

illustrative of the poignancy of the ethical conflict-dilemmas nurses sometimes faced.

Notion of moral distress

The specific notion of moral distress is believed to date back to the work of US philosopher Andrew Jameton5

who, citing the 1983 edition of Davis and Aroskar’s work in his bibliography, conjectured that ‘Moral distress

arises when one knows the right thing to do, but institutional constraints make it nearly impossible to pursue the

right course of action’ (italics original) (p. 6). Later acknowledging that his definition of moral distress was

ambiguous and incorrect (noting that nurses often do act even in the face of ‘obstacles and opposition’), Jameton

modified his stance and further surmised that two forms of moral distress ought to be distinguished:
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� Initial moral distress, which involves ‘the feelings of frustration, anger, and anxiety people experi-

ence when faced with institutional obstacles and conflict with others about values’; and

� Reactive moral distress, which is ‘the distress that people feel when they do not act upon their initial

distress’ (p. 544)10 (more recently, this form of distress has been called moral residue, whereby it is

hypothesised those who have experienced initial distress are then left with ‘residue’ or lingering

distress).4

Taking Jameton’s conjectured account of moral distress as their starting point, nurse researchers have

ostensibly identified that the ‘root cause’ of moral distress in nursing rests in three key domains: clinical

situations (e.g. controversial end of life decisions, inadequate informed consent, working with incompetent

practitioners), internal constraints (e.g. nurses’ lack of moral competencies, perceived lack of autonomy

and powerlessness to act, lack of knowledge and understanding of the full situation) and external con-

straints (e.g. hierarchies within the healthcare system, inadequate communication among team members,

hospital policies and priorities that conflict with patient care needs, lack of resources).11 Of these domains,

clinical situations involving ‘prolonged, aggressive treatment that the professional believes is unlikely to

have a positive outcome’ are regarded as being the most common cause of moral distress in nurses (p. 331).4

The problem of moral distress

Moral distress has been characterised in the nursing literature as a ‘major problem in the nursing profession,

affecting nurses in all health care systems’.6,12,13 It is portrayed as threatening the integrity of nurses and, in

turn, the quality of patient care. It has also been implicated in the problem of nurse retention, with some

scholars suggesting that unresolved moral distress can lead to nurses experiencing job dissatisfaction, burn-

out and ultimately abandoning their positions and even their profession altogether.3,12,13 Even so, the notion

of moral distress is not without controversy and may even be misguided on account of being based on mis-

taken thinking.12,14,15 Moreover, without further inquiry into the psychological underpinnings and ethical

components of nurses’ responses to ethical issues in the workplace, there is a risk that continued nursing

narratives on moral distress might serve more to confuse rather than clarify the ethical dimensions and chal-

lenges of nursing work and thereby undermine important work that is being done aimed at ensuring the

moral competency of individuals and institutions concerned with the ethical delivery of healthcare. More

seriously, it risks what shall be termed here ‘moral imposition’, whereby nurses impose their views onto

others in ways that are unwelcome and morally risky. An example of this can be found in multicultural

healthcare contexts where nurses act as self-appointed defenders of patient autonomy and impose the prin-

ciple of autonomy and other values in culturally inappropriate and morally harmful ways.16–18 It is to exam-

ining these claims in more detail that the following discussion will now turn.

Underpinning assumptions

Ethics (and its synonym, morality) is an action guiding system which functions by specifying that certain

types of action or conduct ‘are either prohibited, required or permitted in certain circumstances’ (p. 39).16 In

application, ethics is fundamentally concerned with a systematic examination of living and behaving

morally and is ‘designed to illuminate what we ought to do by asking us to consider and reconsider our ordi-

nary actions, judgments and justifications’ (pp. 12–13).16 It is thus concerned with both ascribing value

judgments about ‘right’ and ‘wrong’ as well as justifying the judgments that are made.16 For example, a

nurse might make an ‘ordinary’ moral judgment that a doctor’s decision to prolong treatment on a patient

at the end-stage of an illness is wrong and conscientiously refuse to administer the treatment. Whether her or

his conscientious refusal ought to be respected, however, ‘requires a critical examination of the bases upon
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which the nurse has made that judgment and consideration of the justifications (moral reasons) put forward’

to support the stance she has taken (p. 13).16 The moral rightness or wrongness of her or his action in this

instance ought rightly to be decided by sound critical reflection and wise reasoning, not merely by personal

opinion, or the collective desire or collective preferences of a majority.

Nurses, like others, hold strong opinions on ethical issues. When practising in a professional capacity,

however, it is not sufficient for nurses to justify their ethical decision-making and conduct on the basis

of personal opinions alone – no matter how sincerely held (as history has shown, even sincerely held opi-

nions can be wrong).16 This is because ethics is more than personal opinion; if ethics was merely a matter of

personal opinion on right and wrong, then our moral standards would be rendered unacceptably changeable

and inconsistent, making it extremely difficult to be certain about what is the morally right thing to do. By

this view, individuals are not justified in taking the stance: ‘My opinion counts more than your opinion just

because it is my opinion’. Accordingly nurses cannot be justified in holding that their opinions on ethical

issues hold more than others (e.g. doctors) just because they hold those opinions. Much more is required –

that is, a robust justification, the putting forward of sound reasons as to why a view is strongly warranted and

therefore ought to be accepted.16

Linchpin to the theory of moral distress is the idea that nurses know what is the right thing to do but are

unable to carry it out. This idea is highly questionable on at least three accounts: first, it assumes, without

supporting evidence, the unequivocal correctness and justification of nurses’ moral judgments in given

situations (rarely are the bases of the nurses’ moral judgments revealed, and rarely is it admitted that nurses

might be mistaken or misguided in their moral judgments, or that their moral judgments may be just plain

wrong); second, it understates the moral responsibility of nurses to take remedial action, even in difficult

environments, and thus risks being apologist for their incapacities; and third, related to the above, it com-

mits the fallacy of ‘begging the question’, that is, it ‘takes for granted, in statement and argument, precisely

what is in dispute’ (p. 43),19 in this instance: the rightness of nurses’ moral judgments; the powerlessness of

nurses to take remedial action; and, related to all these phenomena, that moral distress is a bona fide state

causally related to these two processes.

The assumed rightness of nurses’ moral judgments

Moral decision-making in any given context is a complex issue. Research has shown that different people

can make quite different yet equally valid moral judgments about the same situation.20–23 Even when pre-

sented with ‘the facts’, decision makers rarely change their minds.24 Instead, they will search for and only

accept information that reaffirms their initial intuitions.23 One reason for this is that people approach situa-

tions with their own individual system of ethics and a predetermined stance on what they value and believe

is right and wrong. In keeping with what Sonenshein23 describes as their own ‘bounded personal ethics’,

individuals will construct, interpret, and respond to issues ‘based on their own personal motivations and

expectations’ and, moreover, will apply their interpretations of issues in ways that will often go ‘beyond

their objective features’ (p. 1026). Furthermore, contrary to prevailing views, people rarely use a reasoned

model of moral decision-making in practice.25 As neuroscience research is increasingly showing, the most

common form of ethical decision-making is guided by intuition, not principled reasoning, which individuals

tend to use only retrospectively (post hoc) to explain or justify their intuitions and moral judgments.23,26

Nurses, like other individuals, also use their own individual systems of ethics and values concerning right

and wrong. For example, two literature reviews on the subject of nurses’ ethical reasoning and behaviour

have, respectively, found that nurses tend to decide and justify their moral decisions by appealing to their

own personal values and experiences, rather than by engaging in critical reasoning.3,27 Goethals et al.’s3

review has further suggested that what often drives nurses’ behaviour is not a considered select theoretical

approach to ethical reasoning and behaviour but personal convictions, religious beliefs, education,
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upbringing, intuition and feelings (p. 644). Although this review found that some nurses do engage in a more

systematic approach to ethics, their approach was still problematic on account of their disposition to draw on

a variety of ethical theories and principles and to apply these in idiosyncratic ways.3 Meanwhile, a small US

study has found that nurses’ use of principled and critically reflective moral reasoning in clinical practice

tends to decline with years of experience.28 In other words, the more years of experience the nurse partici-

pants had, the less inclined they were to use a critically reflective approach to their ethical decision-making

in practice, relying instead on their own personal values.28

In light of these considerations, it is not at all clear that nurses’ moral judgments will necessarily be ‘cor-

rect’, and thus, it is inevitable that others, also acting on ‘bounded personal ethics’, will disagree with them.

It is also inevitable that some of these disagreements will result in conflict and engender an intense emo-

tional reaction and might even be distressing. Finally, it is highly probable that while nurses might feel

steadfast in their moral viewpoints and feel upset when others disagree with them, others (including patients

and their families) might equally hold steadfast opposing views and feel just as angry, frustrated, anxious,

aggrieved and dissatisfied as do nurses when their personal values conflict with others and their viewpoints

are not respected. Given this, there is scope to suggest that if moral distress is a ‘major problem’ in nursing,

its roots lie as much in nurses’ own social constructions of the issues and realities they work with as they do

in the ‘objective’ environments commonly portrayed as constraining and even obstructing nurses’ capacity

to take appropriate moral action.

Nurses’ powerlessness to take remedial action

The construct of moral distress relies on the conjecture that there is a mismatch between what nurses know to

be the right thing to do and some form of constraint (either internal or external) that prevents them from

taking appropriate action. Examples of internal constraints include a lack of moral awareness, knowledge,

skills, attitude and general abilities to make sound judgments and to take appropriate action. In other words,

nurses are constrained by their lack of what might be termed here ‘moral competency’.

External constraints, in contrast, have been identified to include the impost and impact of new technol-

ogy, fiscal pressures on healthcare and demands to contain costs, staff shortages, poor skill mix and nurse–

patient ratios, poor communication and team climate, social norms and increasing public expectations of

what healthcare can and should offer.29,30 However, since all health service providers are ‘constrained’

by these processes to varying degrees and all are susceptible to ethical conflicts associated with these pro-

cesses,1 it is not immediately clear that nurses qua nurses constitute a ‘special case’ or that their plight war-

rants special attention as a moral issue.

It is acknowledged that due to the complex and often tough environments in which nurses work, nurses

may sometimes feel constrained to act on their considered judgments and perceive themselves to be power-

less to challenge and change the status quo. There is a risk, however, that ongoing nursing narratives on

moral distress will serve more to cement the view of nurses being ‘powerless victims of the system’ rather

than seasoned professionals working to challenge and change the status quo. There is also a risk that moral

distress discourse may become apologist for nurses ceding their moral responsibilities to act as morally

competent professionals thereby further entrenching the status quo.

Contrary to the claims of researchers, it is not the case that ‘most’ nurses feel disempowered when facing

ethics conflicts and it is misleading (and indeed fallacious) to suggest otherwise. As the reviews conducted,

respectively, by Goethals et al.3 and De Casterlé et al.27 demonstrate, research on this subject is fragmented

and the samples too small and biased to enable this kind of (hasty) generalisation to be made. Moreover, it is

not the case that all nurses feel or perceive themselves to be powerless to act. Whether they do or not is very

much a matter of personal character and aptitude, not ‘other’ constraints. As Åstrom et al.31 and Varcoe

et al.32 have found, nurses often do find a way to manage the ethical problems they encounter, and what
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enables them to do so is a combination of ‘knowledge, experience, risk taking, boldness, and strong

problem-solving capabilities’ (p. 646).3 The lesson here is that there is much to be learned by studying the

nature and content of nurses’ ‘moral successes’ rather than their failures. Florence Nightingale’s success in

achieving the legendary hospital and nursing reforms of her time stands as an outstanding example of what

can be achieved against otherwise insurmountable odds and opposition when equipped with appropriate

knowledge, skills and attitude.

Moral distress – fact or artefact?

Essential to the theory of moral distress is the assumption that such a state of distress in fact exists. Much of

what has been written about moral distress, however, involves little more than an appropriation of ‘ordinary’

psychological and emotional reactions (e.g. frustration, anger, anxiety, dissatisfaction) that nurses may jus-

tifiably feel when encountering difficult ethical issues, disagreements and conflicts in the workplace.

Whether these reactions necessarily constitute ‘moral’ distress, however, is debatable. Even if the so-

called moral emotions of guilt, shame, remorse and regret are experienced, these are more the manifesta-

tions of conscience, rather than ‘moral distress’. To characterise the manifestations of conscience as moral

distress would be to undermine both the meaning and methods of conscience as a moral motivation to action

(see Johnstone (pp. 350–356)16).

Research ostensibly identifying nurses’ moral distress and exploring its incidence and impact in the

workplace is also problematic. First, the scenarios used in survey instruments tend to depict situations that

lack the equivocality and uncertainty that is likely the case in the clinical settings where nurses work.6,13

These instruments thus minimise the role of what Jones22 terms ‘issues construction’ and erroneously frame

the scenarios as involving a clear choice between right and wrong. Second, the very presentation of given

issues in the moral distress research scales already pre-code and interpret the situations presented as involv-

ing ‘moral distress’ thus priming respondents to accept both the existence and incidence of moral distress as

a ‘reality’ in their practice.

A final and equally problematic objection relates to the quality and credibility of the field of moral dis-

tress research, which is seriously constrained if not undermined by several factors. Notable among these are

a lack of conceptual clarity and theoretical confusion about what moral distress is (this has included con-

founding moral distress with psychological and emotional distress and failing to delineate the problem of

‘stock standard’ moral conflict and moral disagreement in the workplace); the use of idiosyncratic terms and

definitions; use of poor or weak methodologies (including the use of low credibility sampling, cultural

biases); failure to use standardised validated research instruments that would otherwise have enabled com-

parative research to be undertaken; tendency to treat the phenomenon of moral distress, however defined, as

being a problem that primarily affects nurses and overlooking the ‘distress’ experienced by other stake-

holders including patients, families and other caregivers; tendency to privilege nurses’ own personal values,

opinions and beliefs over those of others including the patients they are caring for and those articulated and

prescribed by their profession (i.e. via professional codes and standards of ethics).3,12,14,15

Towards a new agenda for integrating ethics and quality care

In 2002, in response to increasing international concern about safety and quality in healthcare and a growing

body of evidence supporting this concern, the 55th World Health Assembly (WHA) acknowledged that

the incidence of preventable adverse events, ‘is a challenge to quality of care, [is a] significant avoidable

cause of human suffering, and [has] a high toll in financial loss and opportunity cost to health services’.33

The WHA subsequently passed a resolution that saw patient safety become a worldwide endeavour.34 Since

then, the global patient safety movement has seen focused attention directed at reducing the incidence and
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impact of preventable adverse events in the world’s healthcare organisations and, to this end, taking a proac-

tive rather than a reactive approach to promoting a culture of safety in healthcare.

Commensurate with the new global patient safety movement has been a resurgence of interest in preven-

tive or ‘proactive’ ethics in healthcare. Recognising that ‘ethics and quality care are common drivers for

healthcare organisations’ and that ‘ethics conflicts can undermine the patient’s quality of care, the staff’s

morale, productivity and efficiency, and the organisation’s culture’ (p. 526),35 proponents of preventive

ethics initiatives have increasingly called for a ‘system-orientated preventive approach to ethical issues’

similar to that which has been adopted by healthcare organisations around the world to help reduce the inci-

dence and impact of preventable clinical adverse events in healthcare.35–40 Highlighting what has been

termed the ‘ethics-quality linkage’ (p. 526),35 proponents contend that by stakeholders collaboratively

developing protocols that include ‘a clear system for determining the appropriate management of common

ethical conflicts that are grounded in ethical principles, patient safety goals and adherence to the organiza-

tion’s mission’ (p. 20),36 staff members will be assisted to understand and carry out ‘the right thing to do’. In

short, in contrast to a reactive approach (which focuses on reacting to complex and catastrophic ethical

issues), a proactive approach that emphasises anticipating and preventing ethics conflicts will be more

effective in reducing the incidence and impact of preventable harm to the significant moral interests of con-

stituents.38 To this end, Nelson et al.36 recommend a four basis step process that encompasses: ‘(1) identi-

fying recurring ethical issues (e.g. limiting patient rights, Do Not Resuscitate (DNR) directives, informed

consent issues, confidentiality and privacy, patient safety concerns, and others), (2) studying the issues, (3)

developing an ethical practice protocol, and (4) propagating the protocol into the culture of the organisation’

(p. 17).

Although the patient safety movement is principally concerned with reducing the incidence and impact

of preventable clinical adverse events and promoting patient safety in healthcare, there are valuable lessons

that can be learned and applied to improving what might be termed here the moral safety of healthcare. By

developing mechanisms for reducing the incidence and impact of ‘preventable moral harms’ in healthcare

and fostering a ‘culture of moral safety’, the healthcare environment can emerge as a ‘safe place’ that is free

of preventable threat to the significant moral interests of those who frequent it. Having noted this, however,

there is one notable point of difference that warrants acknowledgement: the role of ‘appropriate’ disagree-

ment on ethical issues in the workplace.

It is necessary for constituents to understand that disagreement on ethical issues in healthcare contexts

and the refutation of prevailing views are not only inevitable but ought to be encouraged as a means of ‘qual-

ity assuring’ the ethical decisions that are made and the processes for making them. Moreover, it is impor-

tant to understand that moral disagreements in practice need not be the cause of conflict and distress. As

over 3000 years of Western philosophical thinking has demonstrated, disagreements are often the beginning

of our thinking, not its end. This is because consideration of other points of view can (and does) enrich peo-

ple’s moral thinking and experience, can help individuals to think about old problems in new ways and can

help people to identify and respond to previously unrecognised problems. Moreover, as philosopher Karl

Popper41 recognised over half a century ago, refutations and criticisms are of vital importance since they

afford us the opportunity to identify mistakes in our reasoning, to better understand the difficulties of the

problems which we are trying to solve and to arrive at and propose more mature solutions.

In light of these considerations, it is suggested here that, contrary to prevailing views in the field of moral

distress research, more germane lines of inquiry rest with developing a robust understanding of the nature

and patient safety implications of moral disagreement and conflict in healthcare domains, devising

evidence-informed mechanisms for anticipating and preventing ethics conflicts, exploring the nature and

role of conscience in ethical decision-making and action, evaluating the nature and place of moral compe-

tency in healthcare (including how it might be appropriately conceptualised, acquired and evaluated), scop-

ing the problem of moral risk in healthcare and, in keeping with the global patient safety movement
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generally, implementing a ‘system-orientated preventive approach to ethical issues’ and one that wholly

recognises the fundamental (and understated) link between ethics, quality and patient safety.

Conclusion

A preoccupation with moral distress in nursing will not pave the way for improving the quality and safety of

ethical decision-making, ethical conduct and ethical outcomes in nursing and healthcare domains, nor will it

reduce the incidence and impact of preventable ‘moral mistakes’ in healthcare. Furthermore, where the

rightness of the nurses’ ethical judgments is assumed rather than shown, there will remain an unacceptable

risk of nurses promulgating ‘moral imposition’ whereby their own personal views are imposed onto others

in ways that are not only unwelcome but can result in otherwise preventable harm to people’s significant

moral interests. Accordingly, it is contended here that it is not merely time to overhaul the concept of moral

distress, as some have called for (p. 260),15 but to abandon it altogether.

In order to better understand the foundations of moral disagreements in the workplace and nurses’ reac-

tions to them, more needs to be known about nurses’ ‘taxonomy of ethical ideologies’20 – that is, what their

personal ethical standpoints are, the extent to which their personal views frame their ethical decision-

making and behaviours in professional contexts, the bases upon which they justify their conduct, and the

bases on which and the degree to which their ethical standpoints clash or concur with those of others. It

would also be instructive to inquire into what nurses perceive and understand to be the primary purpose

of ethics, how this purpose can best be upheld and how moral disagreement and refutations can be excavated

to improve moral thinking and conduct in nursing and healthcare domains. Until such inquiries are made,

the construct moral distress will at best have only dubious value in nursing ethics discourse.
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