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Abstract
Background:

Moral distress is a damaging experience that impacts adversely on healthcare professional wellbeing,
however remains poorly studied in the UK. This study aimed to explore how widespread and severe moral
distress is amongst intensive care professionals in the UK.

Methods:

Prior to the COVID-19 pandemic, a paper questionnaire that quantitatively assessed moral distress using
the validated Measure of Moral Distress for Healthcare Professionals (MMD-HP) was distributed at four
intensive care units of varying size and speciality facilities.

Results:

227 questionnaires were returned, including 165 nurses and 40 doctors with a mean age and ICU
experience of 38.1 and 10.1 years, respectively. The median moral distress score was 108 (IQR = 78.2,
range 0 to 288). Moral distress was greatest in situations related to delivering aggressive treatment that
was perceived as futile or not in the patient’s best interests, closely followed by situations related to lack
of resources compromising care. Moral distress was independently in�uenced by profession (p = 0.02)
(nurses 117.0 vs doctors 78.0) and had no relationship with participant age and ICU experience. One-third
indicated their intention to leave their current post due to moral distress and this was greater amongst
nurses than doctors (37.0% vs 15.0%). Multiple logistic regression models included profession, gender,
hospital type, age and ICU experience as covariates and had good discrimination and ability to predict
intention to leave. Moral distress was associated with an intention to leave their current post in
unadjusted and adjusted analyses (adjOR = 1.011 per 1 unit increase in moral distress, 1.006–1.017, p < 
0.0001) and a previous post (adjOR = 1.009, 1.004–1.014, p = 0.001).

Conclusions:

Moral distress appears widespread amongst UK ICU professionals and is worse amongst nurses. Moral
distress due to resource-related issues was more severe than comparable studies in North America. Its
relationship with an intention to leave a post and the high proportion of ICU nurses considering leaving
their current post due to moral distress is concerning, particularly as this study was performed prior to the
COVID-19 pandemic. Addressing moral distress should be a priority, however the ideal interventions
remain unclear.

Background
The COVID-19 pandemic has highlighted the mental challenges faced by intensive care professionals
around the world, including moral distress.(1–4) The importance of staff wellbeing and welfare was
recognised prior to the pandemic and is a priority for healthcare services worldwide, including the NHS.
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(5–7) Its importance is also recognised by the Royal College of Anaesthetists and Faculty of Intensive
Care Medicine.(8, 9) Improving morale and combating burnout is also a priority(8): a key component and
contributor to burnout is moral distress.(8, 10–12) Moral distress is a constellation of emotional and
psychological features that occur when one knows the ethically correct thing to do, but is prevented from
acting on that perceived obligation.(13–15) Moral distress may occur in situations that go against our
moral code or that present a moral dilemma, con�ict or uncertainty.(16–18) It can be deeply damaging to
the individual and its features include frustration, anger, anxiety, guilt, and a sense of powerlessness.(15,
16, 19, 20) Moral distress is associated with a tendency to leave the profession and this is likely to have a
negative impact on patient care.(10, 21)

The intensive care unit (ICU) treats patients with life-threatening conditions and uses a variety of invasive
and burdensome interventions.(22) Highly signi�cant, complex, and di�cult decisions are made on a
regular basis.(23) Treatment in the ICU comprises complex interventions that require a multifaceted
approach and interaction of a multidisciplinary team. This environment is therefore highly susceptible to
moral distress and hence moral distress amongst ICU professions is of concern.(13, 17, 24, 25)

Moral distress was �rst identi�ed in ICU nurses in North America and has been most frequently studied in
this population.(13, 17, 19, 24, 25) Similar causes of moral distress have also been found amongst other
ICU professionals, including physicians and respiratory therapists.(21, 26, 27) There are differences in ICU
practices, case-mix, bed provisions, and healthcare service delivery between North America and the UK.
(28–32) Despite concerns over ICU staff wellbeing, burnout and moral distress in the NHS, moral distress
remains poorly studied in the UK.(18, 33, 34)

This study was performed prior to the COVID-19 pandemic and its primary aim was to explore how
widespread and severe the experience of moral distress is amongst ICU professionals in the UK.
Secondary aims were to a) identify the most common and severe causes of moral distress; b) determine
the relationship between demographic and professional characteristics and moral distress scores; c)
examine the relationship between moral distress and intention to leave the profession.

Methods
The NHS Health Research Authority provided approvals for the study (IRAS:238379) and the research and
development (R&D) department at University Hospitals Coventry and Warwickshire NHS Trust acted as
study sponsor. The study was approved locally by each site’s R&D department.

Participants were recruited from four adult ICUs of differing size and capabilities. Sites A & B are large
tertiary care hospitals with major trauma and complex multi-specialty surgical facilities and sites C & D
are smaller district general hospitals with fewer specialist services. Sites C and D are part of the same
organisational Trust so some staff work across both sites. Bed capacities of sites range from 12 to 80
beds. All full- and part-time healthcare professionals (HCP) working in the ICU were eligible. All grades
and clinical professions were included, but students of any profession were excluded.
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A paper questionnaire (Supplementary File 1) was distributed between February 2019 and February 2020.
Participant demographics were collected including profession, grade, age, gender, and years of ICU
working experience. Moral distress was assessed quantitatively using the validated Measure of Moral
Distress for Healthcare Professionals (MMD-HP).(35) The MMD-HP has superseded the revised Moral
Distress Scale and is a 27-item scale that utilises a 0–4 point Likert scale to assess the frequency with
which situations arise and the intensity of the moral distress caused.(19, 35) These are summed to
produce overall frequency and intensity scores. Individual item frequency and intensity scores are
multiplied together to produce a composite item score and these summed to generate an overall moral
distress score. A free text section allows participants to describe additional scenarios not included in the
MMD-HP inventory. The MMD-HP also includes two related questions concerning intention to leave the
profession now (Yes/No) or in the past (No, Considered but didn’t leave, Left) due to moral distress.(35)
Descriptive statistics were used to summarise demographics and moral distress scores. Individual item
scores were ranked for comparison. Moral distress scores were non-normally distributed, as found in
previous studies,(21, 33) and hence are presented as medians with IQRs and non-parametric statistical
tests were used (Wilcoxon signed rank, Kruskal-Wallis). A sample size requirement calculation was not
performed as there was inadequate UK data using the MMD-HP. Multiple linear regression was used to
investigate the relationship between age and ICU experience on moral distress scores. Multiple logistic
regression models were �tted to determine the association between moral distress scores and tendency
to leave the profession and obtain unadjusted and adjusted odds ratios (ORs) and 95% CIs. Covariates
were pre-speci�ed demographic and professional variables, with binary classi�cation used for profession
(nurse vs other) and hospital type (tertiary care vs district general). Discrimination of logistic regression
models was assessed using area under the receiver operator curve (ROC AUC) to obtain optimal models.
For tendency to leave a previous position, an ordinal logistic regression was used in accordance with the
ordinal dependent variable. Statistical analyses were performed using R version 3.6.1 (R Foundation for
Statistical Computing) with the code for analyses available on request.

The study received contributions from the patient and public representatives from the University
Hospitals Birmingham Clinical Research Ambassador Group
(https://www.invo.org.uk/communities/invodirect-org/heart-of-england-nhs-foundation-trust/). The
members support the proposed study and the saw potential for the work to bene�t staff wellbeing and.
The group contributed to the study design, reporting and dissemination. The members also contributed to
the development of study documentation, including the participant information sheet and study protocol.

Results
Two hundred and twenty-seven (227) questionnaires were returned, with 85 (37.4%) from site A, 48
(21.1%) from site B, 60 (26.4%) from site C, 12 from site D (5.3%), and 22 (9.7%) from staff working at
sites C & D. A total of 772 questionnaires were distributed across all sites, giving an overall response rate
of 29.4% (site A 28.3%, site B 24.0%, sites C & D 34.6%). Participant demographics are described in
Table 1.
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Table 1
Participant demographics

Characteristic N = 227

Mean age ± SD – years 38.1 ± 10.3

Gender – no. (%)  

Female 165 (72.7%)

Male 52 (23.0%)

Not answered 10 (4.4%)

Profession – no. (%)  

Nurse 145 (63.9%)

Doctor 40 (17.6%)

Physiotherapist 9 (4.0%)

Advanced Critical Care Practitioner 8 (3.5%)

Pharmacist 2 (0.9%)

Not answered 23 (10.1%)

Mean ICU experience ± SD – years 10.1 ± 9.2

Moral distress scenarios
Fourteen questionnaires were excluded due to missing responses preventing calculation of the moral
distress score, as previously described.(35) Items are ranked by compositive score for nurses and doctors
in Table 2. The most highly scored items by both nurses and doctors related to delivering aggressive
treatment that was perceived as futile or not in the patient’s best interests. Other highly ranked items
related to lack of resources, caring for patients than is safe, excessive documentation, lack of
administrative support, and abusive patients/family members compromising care. All items in the top 10
ranked by composite score for nurses and doctors were also in the top 10 when ranked by frequency or
intensity score. Nurses generally rated moral distress frequency and intensity more highly than doctors.
Only four of the 27 items had a greater composite score for doctors over nurses. There was no
commonality in the root causes of these scenarios and included scenarios with system-level, patient-level,
and team-level root causes.(35)
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Table 2
Top �fteen items ranked by composite moral distress score for nurses and doctors

Situation Nurses Doctors

Mean
(SD)

Rank Mean
(SD)

Rank

Continue to provide aggressive treatment for a person who is
most likely to die regardless of this treatment when no one will
make a decision to withdraw it.

9.24
(4.62)

1 5.98
(3.38)

4

Experience compromised patient care due to lack of
resources/equipment/bed capacity.

8.1
(5.15)

2 7.29
(5.25)

2

Have excessive documentation requirements that compromise
patient care.

7.51
(5.46)

3 3.92
(3.99)

8

Follow the family’s insistence to continue aggressive treatment
even though I believe it is not in the best interest of the patient.

7.45
(4.24)

4 7.45
(4.40)

1

Be required to work with abusive patients/family members who
are compromising quality of care.

6.82
(4.82)

5 4.03
(3.93)

7

Be required to care for more patients than I can safely care for. 6.60
(4.95)

6 6.02
(5.30)

3

Be required to work with other healthcare team members who are
not as competent as patient care requires.

6.25
(4.87)

7 3.02
(3.57)

15

Witness healthcare providers giving “false hope” to a patient or
family.

5.62
(4.05)

8 4.82
(3.73)

6

Be required to care for patients who have unclear or inconsistent
treatment plans or who lack goals of care.

5.57
(4.71)

9 3.75
(3.37)

10

Feel pressured to order or carry out orders for what I consider to
be unnecessary or inappropriate tests and treatments.

5.31
(4.17)

10 3.88
(3.25)

9

Experience lack of administrative action or support for a problem
that is compromising patient care.

4.89
(4.53)

11 5.10
(5.33)

5

Witness low quality of patient care due to poor team
communication.

4.79
(4.11)

12 3.30
(2.72)

14

Watch patient care suffer because of a lack of provider continuity. 4.57
(4.62)

13 3.37
(3.30)

13

Participate on a team that gives inconsistent messages to a
patient/family.

3.84
(3.86)

14 2.10
(2.45)

19

Fear retribution if I speak up. 3.72
(4.74)

15 2.20
(3.74)

17

Unique free text scenarios were described by six participants (2.6%). These were usually resource related,
commonly short notice moving of staff to other critical care areas/specialties to �ll sta�ng gaps. Other
described scenarios in free text related to concerns by nurses with regard to their senior colleagues,
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because of inappropriate delegation of tasks, harassment of junior colleagues, and favouritism due to
friendships.

Moral distress score associations
Total composite moral distress scores were positively skewed with a median score of 108 (IQR 78.2,
range 0 to 288). The relationship between overall moral distress score and demographic characteristics
are summarised in Fig. 1. Moral distress was greater in females than males (111.5 (IQR 75.5) vs 94.0 (IQR
69.3), W = 4755.5, p = 0.043). Moral distress was signi�cantly in�uenced by profession (H = 11.89, p = 
0.018) with nurses reporting greater moral distress than doctors (117.0 (IQR 65.5) vs 78.0 (IQR 73.0).
There were differences in the distribution of gender across professions (Nurse: 83.7% female; Doctor:
40.0% female). Differences in moral distress between nurses and doctors persisted after statistical
adjustment for differences in gender across professions (p = 0.020). The signi�cant association between
gender and moral distress total was not present after accounting for the interaction between gender and
profession (p = 0.44). There was no relationship between overall moral distress score and participant age
and ICU experience. This was con�rmed with multiple linear regression where an interaction effects
model of age and ICU experience against overall moral distress could only explain less than 1% of the
variation in moral distress (adjusted R2 0.0089). Median moral distress scores were higher in larger
tertiary care hospitals than district general hospitals, however this did not reach statistical signi�cance
(114.5 (IQR 91.8) vs 98.0 (IQR 69.9), W = 5012.5 p = 0.23).

Intention to leave the profession
Seventy-one (33.3%) participants indicated their intention to leave their current post due to moral distress.
Twenty-eight (13.1%) participants reported they had left a previous post due to moral distress and 101
(47.4%) reported they had considered leaving a previous post due to moral distress but did not leave.
Overall moral distress was signi�cantly greater in those intending to leave their current post (135.5 (IQR
84.5) vs 88.9 (IQR 65.3), W = 2771.5 p < 0.0001) and this difference was con�rmed in both univariate and
multiple logistic regression analyses. Unadjusted odds ratio of moral distress score against intention to
leave was 1.011 (95% CI 1.006–1.017, p < 0.0001) per unit increase in moral distress score. Logistic
regression model variable ORs are summarised in Table 3. Multiple logistic regression included
profession, gender, hospital type, age and ICU experience as covariates and had good discrimination
(ROC AUC 0.722) and ability to predict intention to leave (Fig. 2). Adjusted odds ratio for moral distress
score against intention to leave was 1.011 (95% CI 1.005–1.017, p < 0.001).
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Table 3
Logistic regression model variables and association with intention to leave current post in univariable
and multiple analyses. Italics and * indicate statistically signi�cant association. (OR = Odds Ratio, CI = 

Con�dence Interval)
Variable Univariable OR (95%

CI)
p-value Multivariable OR

(95% CI)
p-value

Age (per year) 0.995 (0.966–
1.024)

0.739 0.982 (0.929–1.036) 0.516

ICU experience (per
year)

1.005 (0.973–
1.038)

0.762 1.009 (0.929–1.072) 0.781

Gender

Male Ref Ref Ref Ref

Female 1.289 (0.645–
2.679)

0.482 0.668 (0.271–1.630) 0.375

Profession

Other Ref Ref Ref Ref

Nurse 3.013 (1.442–
6.810)

0.00496* 3.023 (1.243–8.014) 0.0188*

Hospital type

District general Ref Ref Ref Ref

Tertiary care 1.17 (0.648–2.132) 0.605 0.953 (0.466–1.948) 0.895

Moral distress total (per
unit)

1.011 (1.006–
1.017)

0.0000327* 1.011 (1.005–1.018) 0.000883*

A greater proportion of nurses were considering leaving their current post due to moral distress than
doctors (37.0% vs 15.0%). Nurses had a signi�cantly greater odds of reporting an intention to leave the
profession in both unadjusted (OR 3.013, 95% CI 1.442–6.810, p < 0.01) and adjusted analyses (adjOR
3.023, 95% CI 1.243–8.014, p = 0.019). There was no signi�cant association between gender and
intention to leave the profession in either unadjusted or adjusted models.

Moral distress score was signi�cantly associated with the ordinal outcome of leaving a previous post in
unadjusted and adjusted analyses (OR 1.010, 95% CI 1.006–1.015, p < 0.0001; adjOR 1.009, 95% CI
1.004–1.014, p = 0.001). Female gender and nurse profession were associated with leaving a previous
post withs odds ratio of 1.914 (95% CI 1.025–3.629, p < 0.04) and 1.845 (95% CI 1.017–3.386, p < 0.05)
respectively. These signi�cant associations did not persist in adjusted analyses (female gender adjOR
1.188, 95% CI 0.554–2.560, p = 0.659; nurse profession adjOR 1.460, 95% CI 0.705–3.059, p = 0.310).
Ordinal logistic regression model variable ORs are summarised in Table 4.
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Table 4
Logistic regression model variables and association with the ordinal dependent variable of intention to

leave previous post due to moral distress (No, Considered but didn’t leave, Left) in univariable and
multiple analyses. Italics and * indicate statistically signi�cant association. (OR = Odds Ratio, CI = 

Con�dence Interval)
Variable Univariable OR (95%

CI)
p-value Multivariable OR

(95% CI)
p-value

Age (per year) 1.021 (0.994–
1.049)

0.128 1.040 (0.992–1.093) 0.106

ICU experience (per year) 1.018 (0.989–
1.049)

0.226 0.965 (0.914–1.019) 0.201

Gender

Male Ref Ref Ref Ref

Female 1.914 (1.025–
3.629)

0.0436* 1.188 (0.554–2.560) 0.659

Profession

Other Ref Ref Ref Ref

Nurse 1.845 (1.017–
3.386)

0.0455* 1.460 (0.705–3.059) 0.310

Hospital type

District general Ref Ref Ref Ref

Tertiary care 1.707 (1.002–
2.929)

0.0504 1.738 (0.937–3.249) 0.0805

Moral distress total (per
unit)

1.010 (1.006–
1.015)

0.0000113* 1.009 (1.004–1.014) 0.00122*

Discussion
This is the largest study of moral distress in the UK to date and the �rst to use a multi-centre approach
with assessment across ICU professions. Included ICUs were at both district general and teaching
hospitals and were of varying size and sub-specialty capability. Moral distress was widespread across
included sites and across ICU professions. Moral distress scores were highest in situations related to
delivering aggressive treatment that was perceived as futile or not in the patient’s best interests, closely
followed by lack of resources compromising delivered care. Moral distress was signi�cantly worse in
nurses and was not in�uenced by age or years of ICU experience. There was, as expected, a strong
association between higher moral distress scores and intention to leave their current post. There was also
a signi�cant relationship between moral distress and leaving a previous post. These associations
persisted in adjusted analyses and underlines the impact moral distress may have on ICU staff retention.
It is concerning that one third of participants reported an intention to leave their current post due to moral
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distress. This study took place before the COVID-19 pandemic and it is possible the immense pressures
on UK ICU services has impacted the experience of moral distress. This should be recognised when
considering how this study re�ects the current welfare of UK ICU professionals.

This is the �rst published use of the most up to date quantitative measure of moral distress (MMD-HP) in
a UK healthcare setting.(35) Free text scenarios distinct from MMD-HP items were rarely described. Our
study also included a qualitative assessment by semi-structured interviews (data presented elsewhere)
and no interview participant described scenarios distinct from the MMD-HP items. With this in mind and
considering the inclusion of a range of ICU professions and participants from multiple ICUs of different
size and sub-specialty, this study gives support for use of the MMD-HP in UK research.

The only other quantitative study of moral distress in UK ICUs to date also found moral distress was
signi�cantly associated with an intention to leave a post, a �nding consistent with international literature.
(15, 21, 33, 36) It is increasingly clear that the impact of moral distress appears damaging to staff
retention and should be considered by employers.(11, 15) Colville et al. were unable to detect a difference
in moral distress scores between nurses and doctors and highlight the confounding impact of gender
differences. Our larger study found that moral distress in greater in nurses and this difference remained
statistically signi�cant after accounting for differences in gender distributions. This �nding is consistent
with international study showing that nurses report greater moral distress than doctors.(21, 35, 36) This
could be due to differences in ability to in�uence decision-making, lack of clinical information sharing
between colleagues, and practical differences in how direct clinical care is delivered.(15) Lack of agency
has been cited as a driver of moral distress; a phenomenon that may not occur equally between
professions.(16) The difference between ICU professions in moral distress and intention to leave the
profession should be re�ected upon when considering delivery of possible interventions to alleviate moral
distress. It is also notable that nurses had a signi�cantly greater intention to leave the profession,
including in adjusted analyses. Indeed, 37% of nurses included in our study indicated they were
considering leaving their current post due to moral distress, compared with 15% of doctors, a concerning
�nding that potentially has staff retention and workplace planning implications.

There was a signal toward increased moral distress at larger tertiary care hospitals compared to district
general hospitals, however this did not reach statistical signi�cance. If there is a true difference this could
re�ect differences in clinical case-mix between units or could be due to differences in team size
impacting staff wellbeing and ability to cope with moral distress. This �nding deserves further
investigation, particularly given possible future changes to the provision of UK critical care services
toward larger units on a hub-and-spoke model.(37)

No correlation was found between ICU experience and moral distress score, therefore not lending support
to the crescendo effect or the concept of moral residue.(38) The crescendo effect was proposed to
explain the phenomenon of increasing moral distress after repeated exposure to similar situations, and it
may be linked with formation of moral residue after a distressing event.(15, 19, 38) Not all moral distress
research has demonstrated the crescendo effect or moral residue.(33, 36) Failure to capture the
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crescendo effect could be a result of study selection bias. It is increasingly clear that moral distress is
associated with an intention to leave the profession, therefore those experiencing a crescendo effect may
leave the profession and consequently not be included in snapshot studies. To empirically demonstrate
the crescendo effect, longitudinal studies would be required.

Overall moral distress scores were higher in our study than similar research in the USA.(35) Mean moral
distress scores were higher in our study across all profession subgroups.(35) At present, there is no other
international use of this most up to date quantitative moral distress measure (the MMD-HP) to make
further comparisons. Past studies have used the previous version (the Moral Distress Scale – Revised)
which uses 21 items, compared with the MMD-HP’s 27, therefore precluding direct comparison. A recent
study in Ireland during the COVID-19 pandemic does use the MMD-HP, but only selected items and so
overall comparisons cannot be made.(39) Almost all highly ranked individual item composite scores were
higher in our study than that in the USA.(35) This was most notable for resource-related items,
speci�cally compromised care due to lack of resources/equipment/bed capacity, where the composite
moral distress score was substantially higher in our UK study. This was ranked the second highest item
by moral distress score in our study for both doctors and nurses, but ranked �fth in a comparative study
in the USA.(35) This could re�ect differences in healthcare delivery and the provision of critical care beds.
(30–32) This high signal of moral distress raises a worrying concern that sub-optimal care may be being
delivered due to resource constraints. This study is unable to determine if this is occurring, nevertheless
the high levels of moral distress due to resource-related issues should be noted.

Whilst this research has focussed on intensive care practice, it seems unlikely that moral distress is a
unique experience to the intensive care speciality. This study has shown moral distress occurs across
healthcare professions within intensive care and across multiple ICUs. For example, moral distress may
occur when healthcare professionals refer patients to intensive care, particularly if these patients are not
admitted to the ICU; an area that remains unstudied. Future study in other clinical specialties appears
prudent given the damaging nature of moral distress.

Our study has several limitations. Firstly, the study is at risk of selection bias. Those experiencing high
levels of moral distress may be unwilling to complete the questionnaire, or alternatively those with low
levels of moral distress may not appreciate its value and not take part. We only included those currently
working in ICU and so cannot capture those that may have left ICU due to high levels of moral distress.
We attempted to improve external validity by including multiple ICUs which had different operational
characteristics. Secondly, there are more nurses than other professions in our sample, however this
re�ects the distribution of ICU professions.(22) Thirdly, this study is a snapshot and may be in�uenced by
how the participant is feeling at that time, or what clinical cases are present on their unit. Moral distress
may be a reactive process and be in�uenced by experiences at that point in time.(40) It is possible that
moral distress may �uctuate and change as the clinical case-mix within an ICU changes. It remains
unknown how moral distress changes over time and further study is warranted.

Conclusions
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This study highlights the widespread nature of moral distress in UK ICUs and across ICU professions.
Moral distress is worst in situations related to delivery of aggressive treatment perceived as futile or not
in the patient’s best interests, in keeping with previous international research. Moral distress in UK ICUs
appears greater than studies in North America, particularly regarding moral distress related to resource
constraints. Moral distress is greatest in nurses and is independently associated with an intention to
leave the profession, both at present and in the past. This study took place before the COVID-19
pandemic and, worryingly, one third of participants were considering leaving their current position. Moral
distress is therefore a pressing problem for NHS trusts and policymakers seeking to retain and support an
effective ICU workforce, however the ideal interventions to alleviate moral distress and support staff
wellbeing remain unclear and demand further study.
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Figure 1

Relationship between moral distress total and demographic/professional variables. F=Female, M=Male,
DGH=District General Hospital, TCH=Tertiary Care Hospital. N=213 as 14 questionnaires excluded due to
missing responses preventing calculation of the moral distress score.
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Figure 2

Multivariable logistic regression model prediction of intention to leave current post due to moral distress.
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