society, and of recognising the limitations of aggressive
medical treatment when death is imminent. Hospice and
palliative care have enabled persons to maintain their
autonomy and wellbeing at the end of their life cycle. This is
due to the significant benefits of care that takes into account
the person’s values and priorities, which are often not
restricted to just living longer.

Gawande argues that most aged care facilities do not
sufficiently take into account their residents’ priorities.*
Aged care facilities have the potential to make an important
contribution to end-of-life care by providing holistic care that
does consider residents’ priorities. It is imperative to
appreciate a person’s priorities at the end of life as it
respects their inherent dignity as human beings, and assists
them in living a good life right to the very end.
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Moral Distress

As health systems become more complex, moral distress is
increasingly being recognised as a significant phenomenon
amongst health professionals. It can be described as the state
of being distressed when one is unable to act according to
what one believes to be morally right. It may compromise
patient care, the health professional involved and the
organisation. Cumulative experiences of incompletely
resolved moral distress—a phenomenon which is called moral
residue—may leave us susceptible to more frequent and
more severe moral distress. Clear open communication,
respect, inclusivity, openness to differences, compassion,
support, education and the capacity to grow in self-
awareness are key aspects in minimising moral distress. Early
recognition of its symptoms and addressing both personal
and external constraints of actions can also minimise moral
residue and build resilience to further distress.

Moral distress can be described as the feeling or state of
being in distress when one is unable to act according to what
one believes to be morally right. This ‘morally right’
conclusion is often framed by one’s worldview, which
incorporates  values, experiences, knowledge and
understanding, and one’s meaning and purpose in life. For
example, the inability to inform a 12-year-old patient that
she is dying because her parents forbid it, may cause moral
distress in the medical team who believe the patient—even
when young—has the right to know. Another example of
what might cause moral distress is when a member of an
executive team is compelled to abide by the decision of the
whole team, even though the member believes that decision
to be morally wrong or (at least) less morally right.

Unless addressed, the accumulation of such unresolved
distress may lead to burnout, loss of self-confidence and self-
esteem, chronic fatigue, social withdrawal and isolation, loss
of purpose, physical iliness, even leaving the workforce.
Using the medical approach to illness—understanding the
illness, primary prevention, recognition of symptoms and
signs, investigation, management and secondary prevention
(of further illness)—this article offers a framework for
minimising moral distress and its adverse consequences.
Whilst it is written in the context of healthcare, the approach
could also be relevant in other fields.

Understanding Moral Distress

Distress is one of the many emotions that may arise in the
context of moral dilemmas or conflicts. Moral distress was
first described in the 1980s in the setting of the nursing
profession.' Over the vyears, this phenomenon is being
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recognised in other areas such as business, finance and
politics, and at all levels, from governance to grass-roots.”
Two related issues are at play: the moral dilemma or conflict,
and the constraints both personal and external “that prevent
one fr;)m taking actions that one perceives to be morally
right.”

Moral dilemmas often arise when there is a conflict between
two morally obligated right actions such that each can be
done but not both together.” In the first example above, the
medical team has an obligation to care for the child which
involves truth-telling and transparency. This means informing
her that she is dying, especially if she asks them directly,
perhaps enabling her to live her dying days well and prepare
for death. However, they also have an obligation to honour
the wishes of the parents who are legally responsible for the
child and who seek to act in what they consider to be her
best interest.® These parents may believe strongly that
informing their child of her prognosis would cause her to
become deeply depressed. The dilemma of what to do may
lead to moral distress for the medical team, especially if they
believe that the obligation to tell the truth overrides any risk
of depression that may ensue for the child.

Moral distress may be complicated further by personal
constraints such as a lack of self-confidence and questioning
one’s own ability to discern.® External constraints such as
hospital policies and procedures, a refusal by management
to listen, and a legal team enforcing parents’ rights (possibly
for fear of a lawsuit), can also aggravate moral distress.
Conflicting cultural and religious beliefs, communication
breakdown, resource allocation,” institutional constraints,
lack of receptivity to queries, and varying philosophical and
moral orientations amongst health professionals® are
highlighted in the literature as additional factors contributing
to moral distress.

Primary Prevention

If conflicting moral obligations is the source of moral distress,
it follows that resolution of that conflict would minimise, if
not alleviate, this distress. Of paramount importance is clear
communication with all involved regarding the facts of the
illness and the treatment options.” This also involves each
party sharing with all concerned, the many reasons, both
medical and moral, for choosing a particular action.’
Understanding the varying perspectives—especially that of
the patient—alongside an attitude of openness to change,
may result in a consensus.

Another consideration is the culture of the healthcare
organisation. A culture which considers each employee only
as a mechanical piece within a machine, to be discarded
when non-functional or dissenting, would contribute to
moral distress. On the other hand, a culture that considers
each employee as part of and belonging to an evolving
organization would contribute considerably to the prevention
of moral distress. Employees who feel constrained from
exercising their moral judgements for fear of repercussions
would be encouraged instead to contribute to the moral
integrity of the organisation through their questioning. The
provision of support systems such as employee assistance
programmes (EAP), ethics committees, critical stress
debriefing, grief counselling,"* approachable managers and
mentors, and human resources personnel sensitive to the
concept of moral distress, are most important.

In summary, then, the prevention of moral distress can be
aided by: good communication amongst all concerned
parties; attitudes of respect, inclusivity, openness and
compassion, desiring only the good of the patient (and
community); self-awareness, understanding one’s own
values and agendas, re-formulating them if appropriate, and
not imposing them inappropriately on others; organizational
flexibility and support; and genuine moral deliberation.'?

Symptoms and signs

Recognition of the emotions, particularly of distress, related
to moral dissonance is the first step in the healing process.
Psychological distress symptoms such as anger, anxiety,
frustration, over-thinking, fear, guilt, withdrawal, fatigue,
sleeplessness and physical ailments®* may be attributable to
other causes such as relationship difficulties, sudden death
or being sued. However, these symptoms are a manifestation
of moral distress when they are “the result of a perceived
violation of one’s core values and duties, concurrent with a
feeling of being constrained from taking ethically appropriate
action.”** Hanna proposes further that the harm is “tied to
the intrinsic purpose of a person”—what one’s purpose in
life is—described by Aristotle as innately towards the good.*®
It is important to distinguish the causes of distress as it helps
determine the course of action,

Cumulative experiences of incompletely resolved moral
distress—defined in the literature as moral residue’°*—may
lead to the progression of emotional distress from loss of
self-confidence, to loss of integrity'” and identity, burnout,
disenfranchisement, and significant ill-health.® Another
outcome of the crescendo effect of unresolved moral
distress and cumulative moral residue is the re-setting of
one’s threshold for moral distress to a lower level. This is
described as the worsening of an individual’s moral resilience
which, in turn, can result in an increase in the number and
severity of episodes of moral distress.”

The best path is to recognise its early signs. Moral discomfort
for instance may include feelings of disquiet or uneasiness
when considering the context or situation in which these
feelings arise.

Investigation

Having recognised these emotions, it would be important to
note the facts of the situation and name the issues and
values that appear to be contravened. Is this truly a moral
issue or is it something else like, perhaps, a reaction to
suffering? Is there a communication issue? Are the patient
and family aware of all the facts: treatment options,
prognosis, and illness progression or outcome? Is the
discomfort or distress arising from conflicting subjective
moral values—of self, other health professionals, patient,
patient's family or organisation—or from ethical
requirements related to the role such as patient advocacy?®
If it is the former, do we need to re-assess our own moral
values and perhaps our worldview? If the latter, do we need
to understand the reasoning behind the ethical requirement
of the role in order to allay the discomfort or distress? Are
the constraints for moral action internal or external to the
individual? What are the opinions or teachings of experts
such as ethicists, professional organisations, and other
specialists? Do other colleagues feel the same, giving further
credence to the moral conflict? Is any further information
needed? Is there an underlying power-dynamic at play
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between the health professionals, patient, family members,
andfor the organisation?” Does this situation highlight
unresolved experiences of past moral distress?

The management of moral distress

Having both determined that moral distress is present and
identified the issues contributing to it, the next step lies in
discerning how to manage it at the personal, group (those
involved in this particular situation) and organisational level.
Communication of the facts of the illness, treatment options
and prognosis, including different underlying values and
beliefs, spirituality, past experiences and worldviews, may be
a first step. It calls for an openness of mind and heart to this
shared wisdom by those listening. A nonjudgmental and safe
environment allows for venting of emotions and expression
of fears and vulnerability, which, in turn, are
compassionately held by others. Once people feel heard and
respected, conversations can begin, enabling each one to see
different points of view and possibly shift their stance,
leading to a consensus for the way forward.” Guidance from
professionals such as ethicists is also encouraged.” The way
forward may include reaching a compromise: owning what is
one’s personal morality without enforcing it on the patient;
and/or coming to a place of not necessarily agreeing fully
with everyone but being able to ‘live with’ the decision;
being able to find meaning and purpose in the final outcome,
making the decision acceptable. Understanding the context
of and principles of decision-making in a particular incident
may aid in transforming dissonance to harmony, and even, to
acceptability, hence alleviating or resolving the moral
distress.

At the personal level, the psychosocial aspects of moral
distress need to be addressed. Seeking social supports from
colleagues, trusted friends and mentors may aid in this.
Assistance from professional organisations (e.g. medical or
nursing) may be beneficial. The courage needed to take
action begins with a commitment to address the moral
distress in order to preserve one's “integrity and
authenticity.”* Caring for the self is encouraged as a high
priority. This includes addressing tiredness, vulnerability,
feelings of isolation that may ensue. Utilising organisational
resources such as counselling via EAP, clinical ethics services,
ethics committee members, line managers or department
heads, could be other avenues of support. Liitzén and Kvist
also propose an attitude of recognising moral distress as a
“positive catalyst in exercising moral agency.””

On rare occasions where no ethical resolution is foreseeable,
the individual needs to discern whether they need to
maintain  their integrity and follow their informed
conscience,™ or to accept that the outcome is outside their
control and that they have done everything possible to alert
others to the moral wrong in play. The former may mean
suffering some alienation and/or seeking employment
elsewhere; the latter may result in compromising and letting
go of responsibility, and in this way coming to some measure
of peace within.

At the organisational level, recognition of the significance of
moral distress amongst staff is a moral imperative. In this
regard, worthwhile strategies include making resources
available to those in distress: EAP; easy access to the clinical
ethics service and/or ethics committee; clinical supervision
whether internal or external to the organisation; and the
education of both staff and human resources personnel on

moral distress. All these steps not only indicate a valuing of
all staff but also help build a robust moral community.” The
organisation could undergo regular reviews of policies and
procedures according to outcomes of ethical dilemmas and
investigations of staff moral distress.

Secondary Prevention

As we recognise and grow in awareness of moral distress,
secondary prevention involves ensuring that the issues which
may lead to moral distress are addressed early. Enabling
open communication at all times, exploration in an attitude
of openness and respect of the values and beliefs of others
that seem contradictory to one’s own, and naming fears, are
examples of what can be done as secondary prevention. The
experience of moral distress often heightens the sensitivity
to moral conflicts that may lead to another episode of
distress. This sensitivity can alert one to address these issues
and hopefully to resolve the conflict or dilemma before it
escalates.

Building moral resilience is another aspect of secondary
prevention. Monteverde suggests that moral resilience can
be built with adequate moral knowledge, skills training such
as communication and ethical decision-making, and
promotion of attitudes such as “truthfulness, confidentiality,
self-reflexivity, responsible scholarship.”?® These aspects of
moral resilience building can be exercised with each
experience of resolving moral distress, and as Monteverde
suggests, with healthcare ethics education. He warns
however that moral resilience without outcomes of moral
action or deepening of moral understanding can lead to
moral apathy, burnout, even fanaticism.? Litzén and Kvist
add another perspective of moral resilience in exploring
Viktor Frankl's experience, defining moral resilience as “a
concept that can be defined as a distinctive sense that life is
meaningful under every condition.”*°

Making resources available for staff, as mentioned above, is
another measure of secondary prevention. Included in these
resources could be clinical ethics services, ethics committees
with a consultative subcommittee, or, as suggested by
Epstein and Delgado, moral distress consult services.>!

Conclusion

Moral distress is our Whole-Person way of recognizing that
something is not right in the way we relate, or in our
relationships within the environment in which we have our
being. How we relate is based on our perspective and our
expectations of ourselves and others. This in turn finds its
roots in our values, belief systems, experiences, intuition,
reasoning and knowledge. It is an evolving stance even as our
interactions and relationships evolve, and therefore cannot
happen in isolation. The proposal to exercise our moral
agency through the perspective of the whole as well as the
individual is an invitation to recognise that each has a share
of the wisdom regarding the right moral act.

In the case of moral conflict and the distress that can arise
from it, the opportunity for growth and true discernment lies
particularly in our openness to listen to the Spirit through
others. Ensuring open communication, adequate and
appropriate resource allocation, staff support, ethics
education, respect for each person involved—including
cultural, religious, philosophical and moral differences—is a
step towards minimising moral distress. Experts such as
ethicists and clinical ethics services skilled in mediation may
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assist in reaching consensus as to the way forward, or assist
the individual in resolving their conflict. In some cases,
allowing time and space for those involved to come to terms
with what has happened may be all that is needed to
comprehend fully the situation at hand and move forward.

Being conscious of the existence of moral distress,
recognising the early signs, managing and resolving it
learning from the experience and putting into place
strategies to minimise it in the future, at the individual,
communal and organisational level, are necessary ways of
diffusing this potential time bomb. It is yet another aspect of
healing and whole-making to which we have committed
ourselves as health professionals, and as human beings.
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