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Objective: The present study aimed to investigate the correlation between moral distress and mental health symptoms, socio-demographic, occupational, and COVID-19-related variables, and to determine differences in healthcare workers’ (HCW) moral distress during the first wave of the COVID-19 pandemic.

Method: Data from 3,293 HCW from a web-based survey conducted between the 20th of April and the 5th of July 2020 were analyzed. We focused on moral distress (Moral Distress Thermometer, MDT), depressive symptoms (Patient Health Questionnaire-2, PHQ-2), anxiety symptoms (Generalized Anxiety Disorder-2, GAD-2), and increased general distress of nurses, physicians, medical-technical assistants (MTA), psychologists/psychotherapists, and pastoral counselors working in German hospitals.

Results: The strongest correlations for moral distress were found with depressive symptoms, anxiety symptoms, occupancy rate at current work section, and contact with severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2). Nurses and MTA experienced significantly higher moral distress than physicians, psychologists/psychotherapists, and pastoral counselors. The average level of moral distress reported by nurses from all work areas was similar to levels which before the pandemic were only experienced by nurses in intensive or critical care units.

Conclusion: Results indicate that moral distress is a relevant phenomenon among HCW in hospitals during the COVID-19 pandemic, regardless of whether they work at the frontline or not and requires urgent attention.
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INTRODUCTION

The worldwide wave of infection with the novel coronavirus (SARS-CoV-2) was classified as a pandemic by the WHO on 12th March 2020 (World Health Organization, 2020). The COVID-19 pandemic poses a major challenge to health systems worldwide, and healthcare workers (HCW) play an essential role in coping with this global crisis (Petzold et al., 2020). When they stop working as a result of acute stress, exhaustion, and mental illness (Petzold et al., 2020), limited functioning of the health care system may result (Shultz et al., 2016). Previous research revealed that the COVID-19 pandemic adversely affects the psychological well-being and mental health of HCW in hospitals (Chen et al., 2020; Morawa et al., 2021). Therefore, it is essential to identify factors causing stress or mental illness to thwart the (temporal) loss of HCW during the ongoing and future pandemics.

An emerging factor in this context is moral distress (Giannetta et al., 2020). It is assumed to occur when a person considers a certain action to be morally right but is prevented from acting according to his or her ethical beliefs by hierarchical or institutional restraints (Jameton, 1984). Past research has shown that failing to tackle HCWs’ moral distress have adverse effects on their personal and professional lives (Allen et al., 2013) and can promote turnover among HCW (Fournier et al., 2007; Sasso et al., 2016). Moral distress might even harm patients due to its potential negative effect on quality and safety of patient care (McCarthy and Gastmans, 2015). This stresses the importance of gaining a deeper understanding of the construct to support HCW.


Background

Moral distress frequently occurs among HCW in hospitals (Fournier et al., 2007; Brown-Saltzman et al., 2015; McCarthy and Gastmans, 2015). During a pandemic moral distress is even increased and associated with more demanding and strenuous working conditions (Borges et al., 2020; Jacobs and Manfredi, 2020), for instance, severely limited communication with patients and their relatives due to restraining orders and the fear of contagion (Jacobs and Manfredi, 2020). Especially at the beginning of a pandemic, staff is often not thoroughly trained in infection prevention. As such moral distress is positively associated with general distress (Alkrisat, 2016) and decreased well-being (Lamiani et al., 2017). Furthermore, moral distress is correlated with anxiety (Sasso et al., 2016; Jacobs and Manfredi, 2020), and the development of depressive symptoms among HCW (Sasso et al., 2016; Lamiani et al., 2018).

However, so far research on moral distress in the medical sector mostly focused on nurses (Lamiani et al., 2017; Jacobs and Manfredi, 2020). Nurses often complained higher moral distress compared to physicians (Mehlis et al., 2018; Pergert et al., 2019). It has been proposed that one reason why nurses might be particularly at risk for experiencing moral distress is that they have to act more often contrary to their ethical and moral beliefs without possessing definite power of decision (Lomis et al., 2009; Sajjadi et al., 2017). This is also true for other medical professions like psychologists/psychotherapists, pastoral counselors, and medical-technical assistants (MTA; MTA duties include assistance during surgery, taking care of patients before and after surgery, and the measurement of their body functions; Akademie für Gesundheitsberufe, Universitätsklinikum Ulm, 2021). For instance, during the COVID-19 pandemic MTA duties included working in direct patient care. They often worked in intensive care units where they took care of severely ill COVID-19 patients (Vereinigung Medizinisch-Technischer Berufe in der Deutschen Röntgengesellschaft e.V, 2021). Furthermore, novel research on mental burden during the COVID-19 pandemic revealed increased levels of depressive symptoms and mental distress among MTA compared to physicians (Morawa et al., 2021). Such results highlight the importance to close the knowledge gap of the occurrence of moral distress among other medical professions.

Occupational variables like contact with SARS-CoV-2 infected patients or contaminated material at work are potential sources of conflicts on protection management (Jacobs and Manfredi, 2020). Occupancy rate displays another potential source of moral distress because an increased occupancy at the current work section results in less time per patient and more general workload (Jacobs and Manfredi, 2020). During the first wave of the pandemic, some wards were highly used, while others had a reduced occupancy rate. The relationship between professional experience and moral distress is inconsistent (Ohnishi et al., 2010; Hamaideh, 2014).

Regarding the influence of demographic variables, previous research reveals inconsistent results concerning the relationship between gender and moral distress (O’Connell, 2015; Shoorideh et al., 2015). Age also seems to be of importance. Significantly higher levels of moral distress were observed in younger nurses (Hamaideh, 2014; Wolf et al., 2019).



Objective

We aimed to explore moral distress among HCW working in hospitals during the first wave of the COVID-19 pandemic by answering the following research questions:

I. Do HCW experience significantly higher moral distress in our sample during the COVID-19 pandemic than HCW in comparable studies conducted before the onset of the pandemic?

II. Are increased general distress, depression and anxiety symptoms, gender, age, professional experience, occupancy rate, contact with SARS-CoV-2, and the number of confirmed COVID-19 cases associated with moral distress? Specifically, we predicted a positive relationship between increased general distress, depression and anxiety symptoms, as well as occupancy rate and contact with SARS-CoV-2 with moral distress among HCW. We also expected the increasing numbers of confirmed COVID-19 cases in Germany as an indicator of the (rapid) spread of the pandemic to be positively associated with moral distress among HCW. Age was supposed to be negatively correlated with moral distress. No clear hypothesis for gender and work experience could be formulated.

III. Are there differences in the prevalence of moral distress between various medical professions?




MATERIALS AND METHODS


Background and Data Collection

The background for this study came from a research group on resilience in religion and spirituality funded by the German Research Foundation. Data collection was performed within the so-called VOICE survey as a collaboration of five university hospitals. Data evaluation was performed as part of the collaborative research project egePan Unimed within the newly set-up German Network University Medicine. The aim of egePan Unimed is to examine and coordinate management concepts of the pandemic in Germany and internationally, to evaluate their practicability using scientific methods, and to manage them within a framework plan. Superior aims include an adequate control of resources within a region to avoid an inefficient occupancy and intensive care supply in an inpatient setting and case management for both hospitalized and non-hospitalized patients.

Data collection for the VOICE online survey took place between April 20 and July 5, 2020. The link was provided through mailing lists (employees, professional associations, hospital boards, etc.) and intranet advertising by the psychosomatic departments of the university hospitals of Bonn, Erlangen, Ulm, Cologne, and Dresden. Participation was also encouraged by several other hospitals and online platforms. The 15min survey consisted of 77 items and was conducted in German. It could be accessed via two academic online survey tools, Unipark1 and SoSci Survey.2 Inclusion criteria for participation were a minimum age of 18years, employment as a HCW in Germany, and the submission of informed consent.



Measures

The 11-point single-item Moral Distress Thermometer (MDT; Wocial and Weaver, 2013) was used to assess moral distress. After been given a brief explanation of the term moral distress (“Moral distress is a form of distress that occurs when you believe you know the ethically correct thing to do, but something or someone restricts your ability to pursue the right course of action.”; Wocial and Weaver, 2013, S.169), participants rated how much moral distress they have been experiencing related to work in the past 2weeks on a scale ranging from 0=“None” to 10=“Worst possible.”

Existing literature was screened for reference values of moral distress measured by the MDT before the onset of the pandemic. Wocial and Weaver (2013) validated the MDT among 529 nurses working in inpatient settings in US hospitals. Further reference values included a US sample of 41 nurses working in general pediatric inpatient units (Rodrigues et al., 2018), 167 US nurses working in critical care units (Wolf et al., 2019), a German sample of 39 physicians and 50 nurses working in a university hospital with advanced cancer inpatients (Mehlis et al., 2018), and 262 German nurses working in intensive care units (Graeb, 2019).

Participants were asked to rate general distress during and before the COVID-19 pandemic (five-point not at all – very strong response scale). The difference between the items (during the pandemic – before the pandemic) was calculated for further analysis to assess an increase in general distress through the pandemic. A positive difference indicates increased general distress during the COVID-19 pandemic.

Depressive and anxiety symptoms were measured by the four-item Patient Health Questionnaire (PHQ-4; Löwe et al., 2010), which consists of a two-item depression scale (Patient Health Questionnaire-2, PHQ-2) and the two-item Generalized Anxiety Disorder Screener (GAD-2; 4-point not at all – nearly everyday response scale). Sum scores for the PHQ-4 and GAD-2 could reach up to 6, with values of three or higher considered clinically significant. The Spearman-Brown coefficient was 0.75 for the PHQ-2 and 0.77 for the GAD-2.

For demographic, occupational, and COVID-19-related variables, participants were asked to state their gender, age, professional experience (“How long have you been involved in patient care?”), the occupancy rate at the current work section (“How occupied has the ward you work in been for the last 2weeks, including today?”), and whether they get in touch with SARS-CoV-2 infected patients or contaminated material at work. Based on data of the Robert Koch-Institute (RKI, Germany), the total number of confirmed COVID-19 cases in Germany at the week of participation (interval: Thursday to Wednesday the following week in each case) was added to the data set.



Data Analysis

The software IBM SPSS Statistics, Version 27 for Windows was used for statistical analysis. Spearman’s correlation coefficient was used to calculate bivariate relationships between variables (r≥0.10=small, r≥0.30=medium, and r≥0.50=strong correlation coefficient; Cohen, 1988). In the results section, only correlations with relevant effect sizes (r≥0.10) are reported. To investigate the complex network of the ultimate association of derived correlates on moral distress, they were included in a multiple regression model with the forced entry method to answer research question two (β=≥ 0.10=small, β≥0.30=medium, and β≥0.50=strong beta coefficients; Cohen, 1988). In the results section, only correlates with relevant effect sizes (β≥0.10) are reported. R2 was used as coefficient of determination (R2≥0.02=small goodness-of-fit, R2≥0.13=moderate goodness-of-fit, and R2≥0.26=high goodness-of-fit; Cohen, 1988). Age and professional experience were assessed in groups of different widths and therefore dummy coded before conducting regression analyses. The dummy variables correlating significantly with moral distress were included as predictors in the multiple regression analysis. To answer research question 1 and 3, group differences for moral distress were analyzed by the independent samples t-test or Welch’s analysis of variance. Games-Howell post hoc analyses for the latter with Bonferroni adjusted p values were conducted. Effect sizes (Cohen’s d, η2) are reported for significant results (d≥0.20=small, d≥0.50=medium, and d≥0.80=strong effect; η2≥0.01=small, η2≥0.06=medium, and η2≥0.14=large effect; Cohen, 1988). Values of p<0.05 were considered statistically significant except for the case of alpha error correction (then explicitly reported in the text).




RESULTS


Participants

The current paper focused on physicians, nurses, MTA (consisting of medical assistants, medical-technical laboratory assistants, medical technical radiology assistants, and pharmaceutical-technical assistants), psychologists/psychotherapists, and pastoral counselors working in German hospitals (N=4,001). Participants were excluded if they did not work in patient care (n=404), their responses were not available for all variables of interest in the main analyses (n=248) or a combination of these criteria (n=56). This resulted in a final sample of 3,293 (73% female, 27% male). Table 1 presents characteristics of the total sample and the five medical professions. The sample consisted of 1,149 nurses (35%), 966 physicians (29%), 905 MTA (27.5%), 149 psychologists/psychotherapists (5%), and 124 pastoral counselors (4%). About 872 (27%) were between 31 and 40years old, 825 (25%) between 51 and 60years; 2,486 (76%) indicated working in inpatient care for more than 6years; 2,053 (62%) reported getting in contact with SARS-CoV-2 infected patients or contaminated material at work. Due to the heterogeneous recruitment strategy, the response rate of the total sample could not be measured; however, we can report some response rates for the four university hospitals with the largest proportions of respondents, which were study centers or cooperation partners. The highest average response rate was found for the MTA (16.1%) followed by physicians (9.2%), and nurses (8.0%). The response rate for pastoral workers and psychologist/psychotherapists could not be measured as we had no knowledge about the total number of pastoral workers and psychologist/psychotherapists working at the hospitals at the time of publication. Over 90% of the HCW participated within the first month after the study was launched (April 20–May 19).



TABLE 1. Characteristics of the study sample.
[image: Table1]

The mean moral distress score in the present sample was 4.08 (SD=2.70: range 0–10). The prevalence of depression and anxiety (cut-off-value of ≥3) in the current sample was 21% and 20%. The mean increase in general distress during the COVID-19 pandemic was 0.51 (SD=1.26: range −4–4).



Moral Distress Before and During the COVID-19 Pandemic

Results of independent samples t-tests between moral distress of the study sample and scores of reference samples are shown in Table 2. Nurses’ moral distress in our sample (M=4.52, SD=2.66: range 0–10) was significantly higher than moral distress scores of nurses before the COVID-19 pandemic in inpatient settings in US hospitals (Wocial and Weaver, 2013; M=2.9, SD=2.5), US nurses in general pediatric inpatient units (Rodrigues et al., 2018; M=2.64, SD=2.00), and nurses in a German university hospital with advanced cancer inpatients (Mehlis et al., 2018; M=2.3, SD=2.3: range 0–9), t(1,676)=11.81, p<0.001, d=0.62; t(1,188)=4.48, p<0.001, d=0.71; and t(1,197)=5.81, p<0.001, d=0.84. The effect sizes correspond to medium and strong effects (Cohen, 1988). There was no statistically significant difference between moral distress of nurses across all work sections during the pandemic in the study and US nurses working in critical care units (Wolf et al., 2019; M=4.2, SD=2.6) as well as German nurses working in intensive care units (Graeb, 2019; M=4.46, SD=2.57) before the pandemic, t(1,314)=1.47, p=0.14; t(1,409)=0.34, p=0.73.



TABLE 2. Results of independent samples t-tests between moral distress scores in study sample and reference samples.
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Moral distress was significantly higher for physicians in our sample (M=3.42, SD=2.61: range 0–10) compared to physicians working in a German university hospital with advanced cancer inpatients before the COVID-19 pandemic (Mehlis et al., 2018; M=1.5, SD=1.4: range 0–6), t(1,003)=4.56, p<0.001, d=0.74. The effect size was found to correspond the convention of Cohen (1988) for a medium effect.



Correlates of Moral Distress

Bivariate correlations between study variables are shown in Table 3. Higher moral distress was significantly (r=0.14–0.35, all p<0.01) associated with (in descending order of effect size): depressive symptoms, anxiety symptoms, higher occupancy rate at the current work section, having more general distress than before the pandemic, and being in direct contact with SARS-CoV-2 patients or material.



TABLE 3. Spearman correlations for study variables.
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We performed a multiple linear regression analysis for the total sample to examine the association of derived correlated on moral distress. The model explained 21% (R2=0.21, adjusted R2=0.20) of the variance of moral distress in HCW, indicating a moderate goodness-of-fit (Cohen, 1988). Correlates significantly predicted moral distress, F(10, 3,282)=84.79, p<0.001, η2=0.21. Table 4 shows regression results using moral distress as the criterion. Higher moral distress was significantly predicted by: depression symptoms, β=0.20, p<0.001, anxiety symptoms, β=0.18, p<0.001, occupancy rate, β=0.15, p<0.001, and being in direct contact with SARS-CoV-2 patients or material, β=0.11, p<0.001.



TABLE 4. Summary of multiple regression analysis for the total sample (N=3,293) using moral distress as the criterion.
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Differences in Moral Distress Between Medical Professions

Differences in moral distress were examined for nurses (M=4.52, SD=2.66: range 0–10), MTA (M=4.49, SD=2.68: range 0–10), physicians (M=3.42, SD=2.61: range 0–10), psychologists/psychotherapists (M=3.42, SD=2.66: range 0–9), and pastoral counselors (M=3.08, SD=2.36: range 0–9). Experienced moral distress differed statistically significant between medical professions, Welch’s F(4, 532.38)=36.22, p<0.001, η2=0.04. The effect size was found to correspond the convention of Cohen (1988) for a small effect. Games-Howell post hoc analysis revealed significantly higher moral distress among nurses and MTA compared to the remaining professions (p’s<0.001). Results of pairwise comparisons with Bonferroni adjusted alpha error correction are shown in Table 5.



TABLE 5. Games-Howell post-hoc test for pairwise comparisons of moral distress between medical professions.
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DISCUSSION

This paper provides an account of HCW’s moral distress during the first wave of infection of the COVID-19 pandemic in 2020 by exploring its prevalence and differences among several medical professions working in German hospitals and investigating the relationship between moral distress and mental health symptoms, several socio-demographic, occupational, and COVID-19-related variables.


Moral Distress Before and During the COVID-19 Pandemic

Significantly higher levels of moral distress among nurses and physicians in our sample compared to the pre-pandemic reference samples revealed that moral distress occurs more frequently during the pandemic than before. A potential cause might be the exposure to a higher number of moral dilemmas (Borges et al., 2020; Jacobs and Manfredi, 2020) or conflicts (Kühlmeyer et al., 2020) associated with the fight against the pandemic. Although nurses in our sample worked in various hospital sections, their moral distress levels were comparable only to those reported before the pandemic among nurses in intensive and critical care units (Graeb, 2019; Wolf et al., 2019). We assume that, in non-pandemic times, moral dilemmas largely concern existential decisions in patient care typical for critical care units (O’Connell, 2015; Jacobs and Manfredi, 2020). In the COVID-19 pandemic, however, these dilemmas may spill over to all care units in the hospital, and additionally, new dilemmas such as the distribution of protective material (Jacobs and Manfredi, 2020), may arise, and might be associated with the observed increase in the general level of moral distress.



Correlates of Moral Distress

The strongest relationships with moral distress were found in depression and anxiety symptoms, occupancy rate at the current work section, and contact with SARS-CoV-2 patients or contaminated material. This is consistent with previous research linking moral distress to anxiety (Sasso et al., 2016; Jacobs and Manfredi, 2020) and the development of depressive symptoms among HCW (Sasso et al., 2016; Lamiani et al., 2018). However, no causal direction of these associations can be drawn from the data collected. Higher moral distress may lead to increased levels of depression and anxiety, but it is also conceivable that those who are more depressed and/or anxious may be less able to adapt and may experience some situations as more conflictual and morally distressing. Results furthermore confirmed our assumption of a positive relationship between contact with SARS-CoV-2 infected patients or contaminated material and occupancy rate with moral distress. One source of moral distress specific to the COVID-19-pandemic could be caused by situations in which HCW feel that more protection against infection is needed but are not able to provide it for themselves or their patients. An increased occupancy rate at the current work section, which results in less time per patient and more general workload (Jacobs and Manfredi, 2020), was shown to be another potential source of moral distress in the current sample. However, beta coefficients of all mentioned variables were lower than 0.30, implying a small predictive power of moral distress by the individual variables.

Our findings point out that additional research investigating moral distress among HCW in hospitals during a pandemic is crucial to identify organizational as well as individual protective and risk factors linked to its occurrence.



Differences in Moral Distress Between Medical Professions

Results revealed that moral distress is a phenomenon often experienced by HCW during the COVID-19 pandemic and does not only affect nurses, but also MTA, physicians, psychologists/psychotherapists, and pastoral counselors. Nurses and MTA experienced the highest levels of moral distress in the current sample. For nurses, this is in line with findings of other studies (Mehlis et al., 2018; Pergert et al., 2019) where they reported higher moral distress than physicians. However, MTA’s moral distress levels were equally high as the ones of nurses. Just like nurses, MTA also often may not have the opportunity to act according to their ethical and moral beliefs as they do not possess high degrees of decision-making power, which represents an increased risk of experiencing moral distress (Lomis et al., 2009; Sajjadi et al., 2017). It is possible that this does not apply for pastoral counselors and psychologists/psychotherapists, who, like physicians, often might have more authority and/or autonomy in their field of work than nurses and MTA. Therefore, a promising approach of reducing moral distress among nurses and MTA might be to give them more authority or autonomy in their field of work.

To our knowledge, the present study was the first one to examine moral distress among MTA, psychologists/psychotherapists, and pastoral counselors working in German hospitals. Beyond that, to our knowledge, this is the first study to also compare moral distress among nurses, physicians, MTA, psychologists/psychotherapists, and pastoral counselors in the hospital setting. Even though the moral distress levels of physicians, psychologists/psychotherapists, and pastoral counselors were slightly lower than the ones of nurses and MTA, it can be assumed that they all were affected by the negative correlates of the phenomenon which include: turnover (Sasso et al., 2016; Lamiani et al., 2017), decreased wellbeing (Lamiani et al., 2017), and burnout (Ajoudani et al., 2019; Jacobs and Manfredi, 2020).



Limitations, Implications, and Recommendations for Future Research

The present study is limited by some points: moral distress was only assessed with one item, which makes it unlikely that we could capture the construct in its entirety. However, this makes the MDT suited for large surveys, and its validity has been shown to be sufficient (Wocial and Weaver, 2013). Another limitation includes the MDT’s non-specific definition of moral distress, leaving the question of the specific situations in which it has occurred unanswered. The wording of the MDT might have had differing effects on the different medical professions and a variant meaning or understanding of the construct could have influenced results. Another limitation lies in the unbalanced sample sizes of subgroups (e.g., medical professions, age groups, and years of professional experience), and a sole examination of HCW in the in-patient healthcare sector. As this limits generalizability of results, they must be interpreted with caution. Furthermore, general distress before the pandemic was assessed retrospectively. The occurrence of a recall bias cannot be excluded here.

Our findings underline that moral distress among HCW needs urgent attention. It is crucial to understand its root causes to support HCW’s mental health, thwart the (temporal) loss of health professionals (Sasso et al., 2016; Lamiani et al., 2017), and improve patient security during the ongoing and future pandemics. Providing HCW of all professions with additional education about moral distress and its consequences (Heilmann et al., 2021) and setting a special focus on their experiences during the COVID-19-pandemic might be a promising starting point to decrease their moral distress (Toronto and LaRocco, 2019) and strengthen their coping capacities (Jacobs and Manfredi, 2020).

Future research in the domain should additionally identify situations, as well as risk and protective factors that lead to moral distress among different medical professions. A follow-up of our survey is in its final phase, and further assessments are planned with the aim of a longitudinal exploration. The gained knowledge could help to develop preventive evidence-based interventions targeted at the causes of moral distress in dealing with the ongoing and future pandemics.




CONCLUSION

Workers in health-related professions play an essential role in coping with the COVID-19 pandemic (Petzold et al., 2020). However, up to date, it remains unclear how to maintain their mental health in this exceptional situation (Chen et al., 2020). Results of the present study demonstrated that moral distress is a relevant phenomenon among HCW in hospitals during the COVID-19 pandemic, regardless of whether they work at the frontline or not and requires urgent attention. As the pandemic is likely to have physical and psychological long-term effects on the population (Borges et al., 2020), we can expect that the extreme demands on our health systems and HCW will continue to exist (Frawley et al., 2020). Reducing the occurrence of moral distress and enabling staff to better cope and develop moral resilience is crucial.
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