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moral distress amongst emergency nurses are increasing. It is vital to consider the long-term
emotional and psychological impact of moral distress on the emergency nursing workforce.
However, the events which trigger moral distress in the emergency department may differ from
those described in other clinical areas. A clearer understanding of the effects of moral distress on
intention to leave could help identify those at risk and inform decisions on interventions designed
to mitigate moral distress, aiding nurse retention and the organisational stability of health
services.

Aim: This systematic review aims to synthesise the available evidence on the association between
moral distress and intention to leave in emergency nurses.

Methods: A systematic search of studies was performed on MEDLINE, CINAHL, PsychINFO, Web of
Science and Cochrane databases (8th -10th June 2022). Results were screened and quality-
assessed with cross-checks. The heterogeneity of samples and insufficient data precluded statis-
tical pooling and meta-analysis. Consequently, narrative synthesis was performed.

Results: Five studies reported quantitative results eligible for synthesis. Low to moderate levels of
moral distress were reported in emergency nurses; contrasting starkly with the significant pro-
portion who reported having left or considered leaving due to moral distress (up to 51%). Sparse,
mostly low-quality evidence was identified, highlighting a need for more robust research. Current
tools for measuring moral distress appear not to capture the unique pressures which contribute to
moral distress in emergency nurses.

Conclusions: Emergency nurses cite moral distress as a reason for leaving. Further study is
required to determine the levels of moral distress associated with intentions to leave and the
strength of that association. This is fundamental to the design of effective retention policies.
Future research should also explore the applicability of current moral distress measures to the
emergency department, with consideration given to developing emergency department specific
tools.

* Corresponding author.
E-mail addresses: ofboult@protonmail.com, 0lb00042@student.stir.ac.uk (O. Boulton).
1 Present address: Olivia Boulton, Bygdgy Alle 20, 0262, Oslo, Norway.

https://doi.org/10.1016/j.ijnsa.2023.100164
Received 24 March 2023; Received in revised form 31 August 2023; Accepted 2 November 2023

Available online 8 November 2023
2666-142X/© 2023 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/).



O. Boulton and B. Farquharson International Journal of Nursing Studies Advances 6 (2024) 100164

PROSPERO  Registration number: CRD42022336241 https://www.crd.york.ac.uk/prospero/
display_record.php?RecordID=336241

Contribution of the paper
What is already known about the topic.

e Moral distress has been well explored in intensive care units and palliative care settings.

e Qualitative studies involving nurses working in emergency departments identify different pressures resulting in symptoms of
moral distress from those on nurses working in other departments.

e Moral distress has been cited as a reason to stop working in the emergency department.

What this paper adds

e This systematic review is the first to synthesise the available evidence about the relationship between moral distress and
intention to leave in emergency nurses.

o It identifies that significant percentages of emergency nurses are leaving or have considered leaving their posts due to moral
distress.

e There is some evidence to suggest that the current tools for measuring moral distress do not capture the unique pressures
which contribute to moral distress in emergency nurses.

1. Introduction

The nursing workforce has undergone significant change in recent years, driven in part by increased responsibilities in practice,
structural changes in health services, insufficient numbers entering the profession, and a growing shortfall in filled positions (Diet-
ermann et al., 2021; Salmond and Echevarria, 2017; World Health Organisation 2020). In 2020, the World Health Organization (WHO)
estimated the global shortfall of nurses to be 5.9 million, with the greatest shortages in South-East Asia and Africa (World Health
Organisation 2020). Nurses comprise approximately 59% of the global healthcare workforce; (World Health Organisation 2020) as 1 in
6 nurses expect to retire before 2030, (International Council of Nurses 2022) this poses a substantial risk to future health provision
globally. If Sustainable Development Goal 3 on health and well-being is to be reached by 2030, the WHO estimates that an additional
nine million nurses and midwives are needed (World Health Organisation 2020).

Pressures on the global nursing workforce have been further compounded by the COVID-19 pandemic. National nursing associ-
ations have reported increases in nurses leaving the profession (International Council of Nurses 2022) despite national targets
committing countries to increase the training and retention of nurses to address both current and future shortfalls in the nursing
workforce.

Even prior to COVID-19, emergency departments consistently polled above national averages for staff turnover rates (McDermid
et al., 2020; Sawatzky and Enns, 2012; Winters, 2016). Although many factors influence staff attrition and retention rates, the un-
predictable and high volume, high acuity nature of the emergency department has often been identified as an influential factor in
nurses leaving (McDermid et al., 2020; Li et al., 2018). The pandemic has significantly amplified existing pressures on emergency
nursing staff; (International Council of Nurses 2022; British Medical Association (BMA) 2022) the effects of which are predicted to
continue long past its peak as the backlog of patients with urgent health issues continues to grow alongside increasing workforce
shortages (International Council of Nurses 2022).

Studies completed since the height of the pandemic are showing that burnout rates amongst emergency nurses continue to increase,
(Lavoie et al., 2022; Yang et al., 2022) with emotional well-being and mental health concerns being identified as frequent reasons for
staffleaving (Ahorsu et al., 2021; De Wijn et al., 2022; Ilhan and Kiipeli, 2022). A growing number of studies have also described nurses
suffering from moral distress, and links between moral distress and post-traumatic stress disorder (PTSD) and burnout have been made
(Giwa et al., 2021; Karakachian and Colbert, 2017). Moral distress as a motivator for nurses to leave their post has also been identified,
in a 2007 study (Hamric and Blackhall, 2007). 45% of survey respondents in one hospital stated they had considered leaving or had left
a post due to moral distress. More recent studies have reported intensive care nurses leaving due to moral distress suggesting a
relationship between moral distress and nursing attrition in high acuity areas (Morley, 2018; Rushton et al., 2015).

Moral distress describes the psychological and emotional anguish resulting from acting in a way inconsistent with an individual’s
own moral and ethical principles due to external constraints or requirements. It was a term first proposed by philosopher Andrew
Jameton describing a condition that “arises when one knows the right thing to do, but institutional constraints make it nearly
impossible to pursue the right course of action.” (Jameton, 1984, p. 06) It has become more widely characterised as a slow-burn
response to a series of morally challenging events in which the ethically correct course of action is identified and yet not taken and
culminates in a “painful psychological disequilibrium” (Corley et al., 2001, p. 250). This has been termed the crescendo effect (Epstein
and Hamric, 2009) and it is proposed that the experience of moral distress will have effects “in the long term, emotionally,
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psychologically, behaviourally, spiritually, and socially" (Litz et al., 2009, p. 695).

To better identify moral distress, a number of tools have been developed. One of the first was the Moral Distress Scale (MDS)
(Corley et al., 2001). The MDS was initially tested on intensive care nurses in the United States (USA) and has since been revised to the
MDS-R, (Hamric et al., 2012) which remains the most widely used and studied tool and has been tested in a variety of settings scoring
well for validity and reliability (Giannetta et al., 2020).

In their systematic review of 2020, Giannetta et al. (2020) identified four other tools currently in use: the Moral Distress Ther-
mometer, the Moral Distress Risk Scale, the Ethical Stress Scale, and the Moral Distress in Dementia Care Survey, but after testing found
that the MDS and MDS-R continued to provide the most useful results for clinical practice and research. Nevertheless, Tian et al. (2021)
review of moral distress tools found that most tools were not validated across different cultures and working environments. None of the
tools in either review was developed for use specifically in the emergency department.

The MDS-R has recently been revised to the Measure of Moral Distress for Healthcare Professionals (MMD-HP), (Epstein et al.,
2019) and this may represent the most up-to-date understanding of the causes of moral distress, demonstrating good reliability across a
number of healthcare settings (Epstein et al., 2019). Also developed recently is the COVID-19 Moral Distress Scale (COVID-MDS),
(Cramer et al., 2022) which was reported as showing satisfactory levels of validity and reliability for both intensive care and emer-
gency nurses.

1.1. Existing literature

Experiences of moral distress have been well documented for intensive care nurses, oncology nurses, and nurses providing end of
life care (Wolf, 2019). However, it is suggested that the extent to which nurses experience moral distress is, in part, a function of the
environment in which they work (Corley et al., 2005; Morley et al., 2019) and that moral distress in emergency nurses is stimulated by
a set of moral and ethical conflicts different from those described by intensive care or palliative care nurses (Houghtaling, 2012). The
nature of these conflicts is being brought to light in exit interviews from emergency departments (Skene, 2021).

Qualitative studies conducted in emergency departments have identified a number of ethical conflicts associated with moral
distress in this setting. In a much-cited study, Wolf et al. (2016) reported nurses’ distress at the reduction of emergency nursing care to
statistics (e.g., waiting times and time to treatment targets), forcing out the intimacy and personal connection, which nurses believed to
be an integral part of providing care in favour of achieving local and national targets. Other studies report issues such as the obligation
to nurse patients in corridors rather than equipped patient bays; (Clark et al., 2022; Rubio-Navarro et al., 2020) stepping patients down
from high acuity areas ‘too soon’ to make space for the next patient; (Clark et al., 2022; Robinson and Stinson, 2016) not having time to
talk and provide basic nursing care to patients; (Houghtaling, 2012; Schwab et al., 2016; Wolf et al., 2016) or rushing from one trauma
to the next without time to debrief (Houghtaling, 2012; Rubio-Navarro et al., 2020; Schwab et al., 2016; Wolf et al., 2016). The
majority of these studies have been undertaken in the USA using small convenience samples of under 20 respondents, indicating a need
for further qualitative investigation into moral distress in the emergency department environment in different cultural settings.

However, In the last three years, an increasing number of quantitative studies have assessed levels of moral distress in emergency
nurses internationally. Such studies, from China, (Hou et al., 2021) Iran, (Babamohamadi et al., 2021) Saudi Arabia, (Almutairi et al.,
2019) the Netherlands, (De Wijn et al., 2022) and multi-site international studies, (Druwé et al., 2021) have however provided varied
results as to whether moral distress is causing emergency nurses to leave their posts.

The increased data available, coupled with the growing global problem of nursing shortages after a period of intense emotional and
psychological pressures, make it timely to undertake a systematic review looking at the relationship between moral distress and
intention to leave or attrition rates in emergency nurses. A better understanding of this relationship can inform policy and practice in
the development of interventions aimed at increasing the retention of emergency nursing staff. To our knowledge, there has yet to be a
systematic review which has explored this relationship with the aim of assessing causality or strength of the relationship.

1.2. Aim of review

This review aims to answer the question of whether moral distress in emergency department nurses contributes to their intentions
to leave either their post, the emergency department, or the nursing profession.

2. Methods

In order to adhere to the principles of best practice of open scientific data (Wilkinson et al., 2016) and with the aim of improving the
quality of the review, (Dundar and Fleeman, 2017; Bruce et al., 2018) a protocol was developed and made fully available on
PROSPERO International prospective register of systematic reviews based at the University of York and is available at: https://www.
crd.york.ac.uk/prospero/display_record.php?RecordID=336241).
2.1. Inclusion/exclusion criteria

Studies were included if they met the following eligibility criteria.

2.1.1. Population
Studies that reported data from registered or qualified nurses working in emergency departments were included. “Nurses” included
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adult or paediatric nurses, advanced nurse practitioners (ANPs), emergency nurse practitioners (ENPs), or local equivalents, all
qualified nurses from junior to senior level. Studies were excluded if they did not differentiate between staff groups, i.e., referring to
emergency staff but not specifying professional groups.

It was accepted that there are differences in the environments in which nurses are identified as emergency department employees,
including major trauma centres and non-major trauma centres, minor injuries units, walk-in centres, or ambulatory care units.
Therefore, studies were included if a key feature of the ‘emergency department’ or ‘Accident & Emergency’ environment was the
unscheduled and unpredictable nature of the work. Studies in which data were not specific to these environments were excluded.

2.1.2. Exposure

The exposure of interest was moral distress. Only studies that included moral distress scores measured using a validated tool or item
were included. Studies that referred to moral distress but measured related concepts such as PTSD, Burnout, or Well-being were
excluded.

2.1.3. Outcome

Studies that reported nurses’ intentions to leave their posts, the emergency department, or the nursing profession and used a
validated measure or item to record this were included.

The preferred outcome measure would have been reports of actual attrition rates in relation to moral distress on an individual level.
However, it was doubted that these studies existed as attrition rates are most frequently reported on a departmental or hospital level
(Department of Health. 2022).

2.1.4. Study design

Primary quantitative research designs, including but not limited to cross-sectional, cohort studies, or correlational studies were
eligible. Mixed-methods studies would also be included if quantitative data for both moral distress levels and intention to leave could
be extracted. Excluded designs were studies collecting purely qualitative data, reviews, and opinion or editorial pieces.

Results were restricted to English language papers or those with full text translations readily available. This was a pragmatic
decision given the time and resources for completing this unfunded review (Greenhalgh, 1997). No limits were set on publication
dates.

2.2. Search strategy

Scoping searches and the consensus of published authors appeared to suggest that there would be limited data available. For this
reason, the decision was made to tip the balance in favour of sensitivity over specificity in the generation of search terms, resulting in a
larger number of irrelevant reports but improving the potential for gathering the maximum amount of data in the field.

Search terms were developed in collaboration with an expert librarian and relate to the three key concepts of the question:
emergency nurses, moral distress, and intention to leave. It was also decided to search the full text for terms related to both emergency
department nurses and intention to leave and not rely on them being reported in the abstract as key groups or primary outcomes within
the research (Shaw et al., 2004; Bramer et al., 2018). The search was performed using the same structure on each database. Keywords
and index terms within each of the three concepts were searched separately using the Boolean operator ‘OR’ before combining the
three concepts with ‘AND’. Keywords were kept the same on each database, and only index terms changed; for example, CINAHL used
the index term “Morals +” whilst MEDLINE used “Moral status”.

2.2.1. Data sources

CINAHL, MEDLINE and PsychINFO databases were searched. The Cochrane Library and Web of Science were also searched for the
further identification of eligible studies and for forward and backwards citation tracking as a strategy to identify key articles, providing
a comprehensive picture of the current research in the field (Bruce et al., 2018; Jones, 2019; O’Rourke, 2005). Reference lists of the
eligible studies identified were then searched for further relevant studies (Anthony, 2019; Aveyard, 2014; Methley et al., 2014).

For pragmatic reasons, the decision was made not to search for grey literature. Constraints of time and resources in completing the
review meant the practice of contacting experts in the field or viewing conference abstracts (Aveyard, 2014; Higgins et al., 2022) was
not feasible, although it is recognised that this omission could have led to publication bias. However, after the planned search strategy
was completed, a study was identified by chance on the ResearchGate platform that had not been identified during the systematic
search for the review. Although the identification of this study was a deviation from the protocol, where no active search of grey
literature was undertaken, it was felt that the inclusion of serendipitous findings should not be overlooked, especially in a small field
(Greenhalgh and Peacock, 2005).

2.3. Study selection and screening process

Two reviewers independently screened the titles and abstracts of the studies during the initial screening and excluded any which
were obviously irrelevant. The full texts of any potentially relevant studies were then obtained, and both reviewers independently
applied the eligibility criteria and documented their decisions. Disagreement existed over the inclusion of one paper; both reviewers
then re-reviewed the paper, and a consensus was reached through discussion.
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2.4. Quality assessment

The eligible studies were then assessed for their methodological rigour using the Quality Assessment Tool for Quantitative Studies
(EPHPP) (Effective Public Health Practice Project (EPHPP) 1998). The EPHPP tool was chosen due to its strong performance in tests of
content and construct validity and test-retest reliability (Thomas et al., 2004) and its versatility in assessing quantitative studies that
use non-RCT methods (Armijo-Olivo et al., 2012).

Using the EPHPP, studies were assessed as strong, medium or weak in the categories of selection bias, reporting bias, blinding
strategies, study design, data collection methods, control of confounders, and withdrawals and dropouts. A global score was then
assigned to each paper based on the results of the individual sections, and papers were rated strong, medium, or weak overall. One
reviewer performed the quality assessment, with a selection of 10% (n = 1) being assessed by a second (as apriori protocol), no
discrepancies were found between the reviewers’ assessments (Booth et al., 2016). The quality appraisal informed decisions on which
studies to take forward to the planned data synthesis stage, with studies judged to be at high risk of bias to be synthesised separately
from those at low risk to attempt to provide the highest certainty of recommendations resulting from the data synthesis (Schiinemann
et al., 2013).

2.5. Data extraction

One reviewer performed data extraction with a random sample of 10% (n = 1) checked for accuracy by a second reviewer as
planned apriori, with no issues being identified. A data extraction template was developed in Microsoft Excel and tested on two studies.
Data extracted included: study location (country); study year; study design; study recruitment; target population; number of partic-
ipants; moral distress scores (including subscales where available); and departmental role. The outcomes assessed were attrition rates
and/or intention to leave scores (including subscales where available).

It was anticipated that the most commonly reported measures of effect for categorical data such as intention to leave would be Odds
Ratios (ORs), where these were reported they were extracted together with any variables adjusted for in the individual studies when
reporting the adjusted effects. However, the majority of studies reported percentages of staff leaving due to moral distress, and
therefore these were also extracted. Continuous data extracted included means and medians of moral distress for those who intended to
leave and for those who did not. Standard deviation values and associated P values, confidence intervals, or interquartile ranges were
extracted where reported.

2.6. Data synthesis

The results for each study were tabulated in groups according to which measure of moral distress had been used and which
summary statistics were reported.

A systematic assessment was made as to whether the participants, study design, the inclusion of covariates in the production of
summary statistics, and outcomes were similar enough across the studies to make combining their effects meaningful. To this end, the
demographic characteristics of participants were tabulated, and the effect of Moral distress on Intention to Leave was reported for each
study using a combination of means, medians, and Odds Ratios with 95% CI. It was planned that effect sizes (odds ratios) of the in-
dividual studies suitable for pooling of effects would be combined with random effects meta-analysis, at least for a subset of studies.
However, due to the heterogeneity of the samples and reporting practices, and the insufficient data for statistical pooling, meta-
analysis was not feasible. Therefore, the results have been synthesised narratively.

Narrative synthesis was guided by the four main stages identified in the Guidance on the Conduct of Narrative Synthesis in Systematic
Reviews from the Economic and Social Research Council Methods Programme (Popay et al., 2006).

1) Exploration of current thinking and theories on moral distress and attrition rates in emergency departments; to inform the
interpretation of the review’s findings and assess how applicable the findings may be.

2) Development of a preliminary synthesis; to explore how and why the outcome results across the studies have occurred and to look
for patterns using techniques such as textual description, tabulation, and identification of groups or clusters.

3) Exploration of relationships within the data; to try to understand differences or similarities across the studies, using techniques such
as idea webbing and identification of variability within study populations.

4) Assessment of the robustness of the synthesis; to assess the strength of evidence and the potential for making recommendations
based on the review’s results by undertaking a GRADE analysis and critically reflecting on the review process and results.

3. Results
3.1. Study selection

The final database searches took place between the 8th and 10th of June 2022 and identified 122 articles (102 once duplicates were
removed). Following a search of the reference lists of related systematic reviews and eligible studies, and including the serendipitous
finding, an additional four potential studies were identified, giving a total of 106 studies for title and abstract screening. 19 studies
went forward for full-text screening during which 13 studies were excluded, the most common reasons for exclusion were the lack of
emergency department specific data and no quantitative data being available for moral distress measures. Six studies were assessed as
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eligible for inclusion. Inter-rater reliability of full-text screening was evaluated using Cohen’s Kappa and showed good agreement
(Marston, 2010) (0.756. 95% CI 0.705 to 0.807).

3.2. Results of quality appraisal

The results of the quality assessment using the EPHPP tool (Effective Public Health Practice Project (EPHPP) 1998) are provided in
Table 1 and show all six studies scoring weak overall.

All studies used a cross-sectional survey design, making an assessment of withdrawal or drop-out rates non-applicable. The chosen
study design and recruitment processes resulted in blinding not being attempted in any of the studies. Four studies (Hou et al., 2021;
Druwé et al., 2021; Fernandez-Parsons et al., 2013; Zavotsky and Chan, 2016) discussed the risk of bias this posed in attracting
participants who perceived themselves to be suffering from high levels of moral distress or from deterring participants. As a result of
the lack of blinding of either participants or outcome assessors, all six studies were scored weak for Study Design and Blinding.

None of the studies provided information on confounding variables in relation to intention to leave, which would have been useful
information to contextualise the relationship between moral distress and intention to leave and provide a meaningful interpretation of
the strength of any relationship found between the two variables. All six studies scored weak in relation to reporting confounders and
attempts to control for them in the analysis.

A power analysis of sample size was only reported in two studies (Trautmann et al., 2015; Zavotsky and Chan, 2016). No other
studies identified how decisions were made in relation to sample size. Five (Hou et al., 2021; Fernandez-Parsons et al., 2013;
Trautmann et al., 2015; Zavotsky and Chan, 2016; Arinda et al., 2019) of the six studies describe processes of convenience sampling.
Four of these studies were rated as weak due to a lack of clear reporting, (Arinda et al., 2019) self-selection of participants, (Trautmann
et al., 2015; Zavotsky and Chan, 2016) or small sample sizes (Fernandez-Parsons et al., 2013; Arinda et al., 2019) resulting in them
being judged unlikely to be representative of the target population. The fifth study (Hou et al., 2021) describes a clear process of
sampling methods, recruitment, and informed consent with a large sample. Nevertheless, the possibility of gatekeeping or coercive
participation in their sampling processes has not been adequately addressed, and therefore they scored as medium risk of selection
bias. The remaining study (Druwe et al., 2021) scored strong due to a large, multi-site sample, reporting robust sampling methods.

Also concerning were the items scored as “can’t tell” on the EPHPP tool, possibly indicating selective reporting in relation to
methodologies and study characteristics, which may translate into reporting bias when viewing the results. It was similarly noted that
there were reporting errors in one of the studies; (Arinda et al., 2019) values for the intensity of moral distress presented in tables
varied from values given in the text. Due to the unreliability of the reported data, it was decided to omit this study from data synthesis
for this review. Although scoring weak, the remaining five studies proceeded for data synthesis; however, the findings of the quality
assessment should inform any interpretation of the results of this review.

3.3. Study characteristics of included studies

All five studies included in the review used a cross-sectional survey design. The main characteristics of the studies are presented in
Table 2 below.

3.3.1. Study setting

The studies took place from 2013 (Fernandez-Parsons et al., 2013) until 2021 (Hou et al., 2021). Three papers presented multi-site
studies, (Druwe et al., 2021; Trautmann et al., 2015; Zavotsky and Chan, 2016) two across hospitals in the USA (Trautmann et al.,
2015; Zavotsky and Chan, 2016) and one international study recruiting in 168 emergency departments (Druwé et al., 2021). Data on
the size or acuity levels of individual hospitals was unclear in both the international (Druwé et al., 2021) and one of the American
studies, (Trautmann et al., 2015) with the American study only reporting the majority of respondents (52%) worked in a “medium”
facility type. The second American multi-site study reported that the majority of sites (38.9%) were level 1 trauma centres (Zavotsky
and Chan, 2016). One study reports on a single emergency department in a 242-bed community hospital in northern California
(Fernandez-Parsons et al., 2013). The final study (Hou et al., 2021) is located across 5 emergency departments in hospitals in China
with greater than 400 beds that provides comprehensive speciality services.

3.3.2. Participant characteristics

A total of 2109 emergency department nurses were recruited across the five studies. There was a higher percentage of female than
male participants in two of the studies, (Trautmann et al., 2015; Zavotsky and Chan, 2016) 81% and 85.4% female. A higher pro-
portion of male participants was reported in only one study, (Hou et al., 2021) which reported only 39% female participation. Two
studies (Druwé et al., 2021; Fernandez-Parsons et al., 2013) did not report gender demographics of the participants.

Ethnicity data was presented in only two studies, (Fernandez-Parsons et al., 2013; Trautmann et al., 2015) both of which identified
white as the largest group amongst participants: one study (Fernandez-Parsons et al., 2013) reporting 45% as white, 31% as Asian, 11%
as Hispanic, 4% as African American, and 4% as “other.” In contrast, the second study (Trautmann et al., 2015) reported 95% white,
with the next largest group Hispanic/ Latino at only 3% of respondents. The absence of ethnicity data means the prevalence of moral
distress within ethnic groups or the effect this may have on attrition rates for those groups has not been measured in the studies.

Years of experience in the emergency department were reported differently across the studies. Departmental nursing roles were
only presented in two of the studies, (Hou et al., 2021; Trautmann et al., 2015) with both identifying senior nurses as the largest group
in their samples: one sample consisting of nurse practitioners 52.32%, nurse in charge 31.65%, and associate chiefs of nursing 3.38%,
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EPHPP (Effective Public Health Practice Project (EPHPP) 1998) Quality Assessment Results.

5. If yes, was randomisation described?
6. If yes, was the method appropriate?
Overall Study Design Score

7. Were there differences between groups prior
to the intervention?
8. % of relevant confounders controlled for

Overall score Confounders

9. Was exposure status of participants known to
outcome assessors?

10. Were participants aware of the research
question?

Overall Score Blinding

11. Were data collection tools shown to be
valid?

12.Were data collection tools shown to be
reliable?

Overall score Data Collection Methods

13. Withdrawals and dropouts reported?

14. % of participants completing the
questionnaire?
Overall Score withdrawals and dropouts

15. % of participants receiving the intervention
16. Was the consistency of exposure measured?

17. May an unintentional co-intervention have
influenced the results?

18. Unit of Allocation
19. Unit of Analysis

20. Are the statistical methods used
appropriate?

21. Is analysis done by intervention
allocation/Intention to treat?

Global rating for each paper

Key to Table 2: Overall section scores and Global rating scores: 1.
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Author and Year

Hou et al. (2021)

Druwé et al. (2021)

Fernandez-Parsons et al. (2013)

Trautmann et al.
(2015)

Zavotsky and Chan
(2016)

Study Design

Country

Study period

No. of
participants

Participation
rate

Average age/
majority age
range

Gender% female

Average Years
worked in
ED/
majority
range

Study setting

Inclusion/
exclusion
criteria

Tool used to
measure
Moral
Distress

Tool used to
measure
Intention to
Leave

Cross-sectional survey

China

291

97%

30-39 years

39%
4 - 10 years

5 EDs in public, grade 3
hospitals, >500 bed/
specialist services, in
the capital of Shanxi
Province, China.
Registered nurses
working in the ED, a
minimum of one year’s
experience, aged 18
years or older and
volunteered to
participate in the study.
MDS-R Chinese version

MDS-R Chinese version

Cross-sectional survey

Multi-centre study across
24 countries, coordinated
by the University of
Ghent, Belgium

March 2015 - November
2015

1313

Not reported for nursing
group. Overall rate-
86.9%

168 EDs in 21 countries.
(3 additional locations
included only ambulance
services).

Healthcare professionals
directly involved in
treating cardiac arrest in
the prehospital setting or
the emergency
department.

APPROPRICUS study

questionnaire.

APPROPRICUS study
questionnaire.

Cross-sectional survey

USA

61

53%

1 ED of a 242-bed community
hospital in northern California.

Registered nurses, >18 years,
actively working in the
emergency department,
regardless of the number of
hours worked, during the time
frame of the study

MDS-R registered nurse version

MDS-R registered nurse version

Cross-sectional
survey
USA

246

31%

49.8 years

81%
7.8 years

Multiple EDs across
USA. Majority
(52%) in “medium
facility type.”

Nurse Practitioners
currently working or
having worked in an
ED setting, civilian
or military.

MDS-R (version not
specified)

MDS-R (version not
specified)

Cross-sectional
survey
USA

July 1st - August 1st,
2014
198

43.4 years

85.4%
14.2 years

Multiple EDs across
USA. Majority
(38.9%) level 1
trauma centres.

ED nurses currently
practising full-time,
part-time, or per diem
in an ED environment
and fluent in English.

MDS-R (version not
specified)

MDS-R (version not
specified)

(ED = emergency department. Blank cells represent data which are not reported or are presented in a format which is incomparable with the majority
report).

with emergency department “nurses” or “ward nurses” representing just 12.66%; (Hou et al., 2021) the other study (Trautmann et al.,
2015) purposely recruiting only nurse practitioners. The remaining studies did not report data on departmental nursing roles.

3.3.3. Moral distress measurement tools

Four of the five studies (Hou et al., 2021; Fernandez-Parsons et al., 2013; Trautmann et al., 2015; Zavotsky and Chan, 2016) used a
version of the Moral Distress Scale-Revised (MDS-R) (Hamric et al., 2012). The MDS-R uses a 21-item Likert-style survey (22 items in
the Chinese version used by Hou et al. (Hou et al., 2021)), with a total score ranging from 0 to 336. Each item is scored by the frequency
and intensity levels of the moral distress experienced. The responses range from 0 (never or none) to 4 (very frequently or to a great
extent). The total MDS-R score is achieved by multiplying the frequency by the intensity and then calculating the sum (Hamric et al.,
2012).

The Chinese modified version of the MDS-R and the registered nurse version of the MDS-R were used in two separate studies (Hou
et al., 2021; Fernandez-Parsons et al., 2013). The other two studies (Trautmann et al., 2015; Zavotsky and Chan, 2016) using the
MDS-R do not specify which version was used. The final study (Druwé et al., 2021) used a modified survey based on a validated
questionnaire from the APPROPRICUS study (Piers et al., 2014). The survey used a 4-point rating scale ranging from “fully agree” to
“fully disagree” to answer questions relating to moral distress.

3.3.4. Outcome measurement tools: intention to leave
All five studies used the same tool for collecting Intention to Leave data as for Moral Distress data. The MDS-R survey used by four of
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Table 3
Percentages (%) of staff reporting intention to leave due to moral distress where reported (n = 4).
Study (Author and date) % Had considered leaving % Had left % Currently considering % Not currently % Had never left a
but did not due to MD position due to leaving due to MD considering leaving due to  position due to MD
MD MD
Hou et al. (2021) 50.89 0.89 13.45 86.55 48.21
Fernandez-Parsons et al. 20 6.60 13.30 - -
(2013)
Zavotsky and Chan, 36.90 12 30.30 51 51
(2016)
Trautmann et al. (2015) 27 25 — - 47
Table 4
Moral Distress scores as presented by the Studies using the MDS-R tool.
Study Total MDS-R Score Total MDS-R Score Mean of items on MDS-R Possible Score MDS-R Version
Means Medians Range
Trautmann et al. (2015) 74.4 (SD39.6) B _ 0-336 unclear
Zavotsky and Chan, (2016) 80.18 (SD53.27) _ _ 0-336 unclear
Fernandez-Parsons et al. _ _ 3.18 (Results range 0-16 Registered
(2013) 0.90-5.35) nurse

Hou et al. (2021) 35.00 (Q1 15.0; Q3 64.5) 0-198 Chinese

the studies (Hou et al., 2021; Fernandez-Parsons et al., 2013; Trautmann et al., 2015; Zavotsky and Chan, 2016) contains two sup-
plementary categorical items asking respondents about their intentions to leave their positions, both current and previous, due to
moral distress. These items are not included in the MDS-R score. The remaining study (Druwé et al., 2021) again used the modified
survey from the APPROPICUS study (Piers et al., 2014) which asks respondents if they thought about leaving their current position
using a four-point scale from “fully agree” to “fully disagree”.

3.4. Narrative synthesis of results

3.4.1. Intention to leave due to moral distress

Four studies (Hou et al., 2021; Fernandez-Parsons et al., 2013; Trautmann et al., 2015; Zavotsky and Chan, 2016) reported per-
centages of staff intending to leave due to moral distress (Table 3). The proportion who had considered leaving as a consequence of
moral distress was reported as between 20 and 50.89%, with up to 25% already having left.

Across the results, one study (Hou et al., 2021) provides the lowest level of 0.89% having left and the highest level of 50.89%
having considered leaving but not. The same study (Hou et al., 2021) also reports that there were statistically significant differences in
median scores regarding the total level, frequency, and intensity of moral distress amongst the groups that had never left or never
considered leaving (22.00; 95%CIs = 6.00 - 40.00) and those which were currently considering leaving their position (75.00; 95%CIs
= 34.50 - 110.50) for which they report the P value as < 0.05. Two other studies (Trautmann et al., 2015; Zavotsky and Chan, 2016)
similarly reported that mean MDS-R scores were higher for those who had considered leaving or had left a position due to moral
distress and lower for those who had never considered leaving a position due to moral distress.

One study (Trautmann et al., 2015) compared MDS-R scores between males and females currently considering leaving and sug-
gested there was no statistically significant difference based on a P value of 0.44.

Two studies (Trautmann et al., 2015; Druwé et al., 2021) calculated Odds ratios (ORs) for moral distress and Intention to Leave.
One study reporting the estimated relative odds of nurses’ intention to leave the job was 0.88 [95% CI = 0.68 —1.14], (Druwé et al.,
2021) associated both with the frequency of perceived inappropriate CPR and with moral distress. However, this result is an adjusted

Table 5
Summary of GRADE assessment findings for outcomes related to intention to leave.
Outcome Effect Number of Certainty in the evidence
participants
(studies)
1. Measured levels of Moral 4 studies reported low to moderate levelsof MDand1  n = 2160 (5 Very Low
Distress (MD) in emergency  study reported lower levels compared to physicians. 3 ~ observational OO0
nurses by intention to leave  also reported higher levels of moral distress in those studies) Due to serious risk of bias and inconsistency
considering leaving. of results
2. Reports of emergency nurses 4 studies reported significant percentages of staff n="79 (4 Low
leaving due to moral leaving due to MD. observational b POO
distress (MD) (%) studies) Due to serious risk of bias but upgraded due

to consistent reporting of a significant effect
on intention to leave and attrition.
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OR comparing the intention of nurses to leave against the baseline group, which was physicians. The other study (Trautmann et al.,
2015) found that the only significant correlation in their model was between intention to leave and MDS-R scores with an odds ratio of
1.034, indicating that a 1 point increase in the MDS-R score corresponds to 1.034 increased odds of having left or having considered
leaving, with an adjusted MDS-R score showing a 10 point increase corresponding to 1.397 increased odds of having left or considered
leaving (Trautmann et al., 2015).

3.4.2. Moral distress scores

The reporting of total moral distress scores varied across the studies. Four studies (Hou et al., 2021; Fernandez-Parsons et al., 2013;
Trautmann et al., 2015; Zavotsky and Chan, 2016) used the MDS-R tool and reported means or medians for either total MDS-R scores or
for the individual items on the MDS-R (see Table 4). The remaining study (Druwe et al., 2021) used a tool from the APPROPRICUS
survey (Piers et al., 2014). All four of the studies using the MDS-R (Hou et al., 2021; Fernandez-Parsons et al., 2013; Trautmann et al.,
2015; Zavotsky and Chan, 2016) identified that moral distress levels amongst emergency department nurses in their samples were
lower than those of intensive care nurses reported in previous studies, with two studies (Hou et al., 2021; Fernandez-Parsons et al.,
2013) discussing this as a result of the differing nature of the emergency department where nurses typically spend less time with each
patient than intensive care nurses. One study (Trautmann et al., 2015) sampling only nurse practitioners reported high levels of
practice independence using the Dempster Practice Behaviour Scale (DPBS) and suggested this may be a modifier of moral distress in
emergency nurses, but after multiple linear regression modelling, controlling for age, gender, department type and staff experience
levels, no statistically significant correlation between the two was found (multiple correlation coefficient (r) = —0.071, p = 0.312); and
it was suggested that the DPBS measure was not a statistically significant predictor of MDS-R scores citing a P Value of 0.854. Similarly,
another study (Hou et al., 2021) found no significant relationship between moral distress levels and different levels of education,
professional titles, or positions. In contrast, the study not using the MDS-R tool (Druwe et al., 2021) observed levels of moral distress in
senior staff to be lower than in junior staff. However, these levels were linked specifically to the perceived inappropriateness of
cardiopulmonary resuscitation, and the authors speculate that their results could be attributed to the hierarchical nature of decision
making in healthcare settings.

3.4.3. Frequency

Two studies (Hou et al., 2021; Zavotsky and Chan, 2016) reported total means for the frequency of morally distressing events,
reporting mean frequencies of 25.53 (SD 12.52) and 27.26 (SD 13.7); the frequency range was 0-73, with a lower value indicating
higher frequency. The three highest scoring experiences for frequency of moral distress across studies using the MDS-R were: #1
“carrying out physician orders for what I consider to be unnecessary treatments”; (Fernandez-Parsons et al., 2013; Zavotsky and Chan,
2016) #2 “initiating extensive life-saving actions which I believe will only prolong death”; (Hou et al., 2021; Fernandez-Parsons et al.,
2013; Zavotsky and Chan, 2016) and #3 “following the family’s wishes to continue life support even though I believe it is not in the
best interests of the patient” (Fernandez-Parsons et al., 2013; Zavotsky and Chan, 2016).

Of the three studies (Hou et al., 2021; Fernandez-Parsons et al., 2013; Zavotsky and Chan, 2016) which reported frequency data for
individual items, the two American studies (Fernandez-Parsons et al., 2013; Zavotsky and Chan, 2016) were in agreement on the top
three. The third study was from China, (Hou et al., 2021) and although identifying item #2 as the top scoring event for frequency of
moral distress, identified items #4 “continuing to participate in care for a hopelessly ill person who is being sustained on a ventilator,
when no one will make a decision to withdraw support” and #5 “following the family’s request to conceal the condition of dying or
cancer patients” as the 2nd and 3rd highest scoring reasons respectively. These differences may indicate cultural or clinical differences
between American and Chinese attitudes towards morally distressing events, but without more fulsome ethnicity data from the studies,
it is not possible to draw any conclusions.

3.4.4. Intensity

All five studies reported the events that elicited the highest moral distress levels in nursing staff. The three American based studies
(Fernandez-Parsons et al., 2013; Trautmann et al., 2015; Zavotsky and Chan, 2016) offer broad similarities in their results, reporting
that working with unsafe or incompetent staff and poor team communication are key events resulting in the highest intensity scores of
moral distress. One other study (Hou et al., 2021) identifies issues of patient advocacy in regard to “following the family’s wishes to
continue life support even though I believe it is not in the best interest of the patient” and “participating in care for a hopelessly ill
person who is being sustained on a ventilator, when no one will make a decision to withdraw support”. The final study (Druwé et al.,
2021) reports that witnessing a resuscitation attempt, perceived as inappropriate, was a morally distressing event for 58% of their
sample. Further investigation of the mechanisms behind these events would be valuable in order to identify ways to de-escalate
potentially morally distressing events. From these limited results, it appears that the events responsible for high intensity levels of
moral distress have their backgrounds in communication, training, and team-working.

3.4.5. Predictors of moral distress

Results of the multiple regression analysis run by one study (Zavotsky and Chan, 2016) found that poor access to speciality services
and high patient to nurse ratios may be predictors of moral distress in emergency nurses with correlation coefficients of r = 0.30 and r
= 0.37, respectively. However, the multiple comparisons (>20 variables) in their statistical testing increases the chance of a type 1
error in these results (Marston, 2010).

A statistically significant difference between female and male respondents in mean MDS-R scores (f = 77.7 and m = 59.2) was
reported in one study (Trautmann et al., 2015). However, the study with the greatest proportion of male to female respondents (m =
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83.54%, f = 16.46%) reported no statistically significant difference in the levels of moral distress between genders, with medians of
32.00 for male and 35.00 for female (Hou et al., 2021). Previous studies have found statistically significant relationships between
moral distress levels and demographic characteristics including gender (Hatamizadeh et al., 2019; Wenwen et al., 2018). Disparities
may arise from the greater proportion of male respondents in this single contrasting study, 83.5% (Hou et al., 2021) compared to the
other studies in this review, with the next highest reported proportion of male respondents being 19% (Trautmann et al., 2015).

3.5. Grading of recommendations assessment, development and evaluation (GRADE)

A GRADE assessment was undertaken to evaluate the strength of the overall evidence this review presents (Schiinemann et al.,
2013). The outcome measures of “Measured levels of Moral Distress in emergency nurses by intention to leave” and “Reports of
emergency nurses leaving due to moral distress (%)” were considered separately. This was done to acknowledge the discrepancy in the
data, which showed low to moderate levels of measured moral distress but significant percentages of nurses reporting leaving or
considering leaving due to moral distress. Table 5 summarises the findings of the assessment. The lack of blinding or randomisation
across all of the studies, and the limited consideration of confounders, small sample sizes, and low or unclear participation rates in the
majority of studies contributed to a serious risk of bias for both outcomes. The inconsistency of results reporting for outcome 1 also
contributed the a serious risk of bias. Their overall scores of low and very low, indicate limited to little confidence in the reported
effect.

4. Discussion

All of the included studies identified that moral distress was a factor which contributed to emergency department nurses leaving or
considering leaving their jobs. Nevertheless, total levels of moral distress amongst emergency nurses were found to be low to moderate
and lower than has been reported for intensive care nurses in previous studies (Tian et al., 2021; Altaker et al., 2018; Emami Zeydi
etal., 2022). However, the tools used to determine these levels (MDS-R) do not measure emergency department specific contributors to
moral distress, such as the high numbers of patients present in the environment or the time targets for treatment, admission or
discharge, and thus may under-estimate. Yet the 20 to 50.89 percent of emergency nurses who considered leaving their job because of
moral distress is important and is consistent with qualitative studies of emergency nurses’ experiences of moral distress, which suggest
a negative effect on well-being, career trajectories, and psychological resilience (Clark et al., 2022; McDermid et al., 2020; Rubio--
Navarro et al., 2020).

As health services grapple with the challenges of increased patient volumes, deteriorating aspects of population health such as poor
mental health and obesity, and widening inequalities increasing mortality rates in deprived populations, (Walsh and McCartney, 2023)
they must also cope with chronic nursing staff shortages. As nurses’ wellbeing and morale decline staff shortages will increase; this will
have repercussions on safety for patients, their relatives, and staff. In the emergency department patients are waiting longer than the
safe recommended time for triage, and they will continue to wait longer for admission, necessitating the delivery of clinical care in
areas which are not fit for the purpose, such as waiting rooms and corridors (Castro-Ayala et al., 2022). However, the impact of
emergency nurse shortages is not only measured by efficiency or safety, but by the standards and quality of care given. Moral distress
described by emergency nurses is a direct result of not being able to give the care they are trained to and want to give to their patients.
The relationship between staff shortages and moral distress may well be cyclical in nature. Identifying how to beak this cycle is of
utmost importance to the provision of safe and high-quality healthcare.

The ‘dysfunctional practice arena’ (Wolf et al., 2016) of the emergency department has been proposed by a number of authors
(McDermid et al., 2020; Corley et al., 2005; Morley et al., 2019; Pauly et al., 2009; Wolf et al., 2016) as an obstruction curbing nurses’
ability to provide the care they would like to give, presenting a different set of morally distressing events from other areas (Wolf et al.,
2016; Clark et al., 2022; Morley et al., 2022). This point was touched upon by two of the studies in this review (Hou et al., 2021; Druwé
et al.,, 2021) concerning the differences between intensive care and emergency nursing practices that may have influenced their
findings. With this in mind, it is possible that the MDS-R being devised initially for the intensive care unit does not reflect the pressures
of the emergency department in relation to moral distress. Hamric et al., (Hamric et al., 2012) who revised the tool from Corley et al.’s
(Corley et al., 2001) original, did not claim that the instrument had demonstrated validity in specialities other than intensive care units
but encouraged its use in other areas to expand research. Therefore a criticism that could be levelled at the MDS-R is that it omits
emergency department specific pressures such as constant patient flow resulting in high patient numbers, (McDermid et al., 2020)
corridor nursing, (Patey et al., 2019) and the requirement to rush from one acutely ill patient to the next in the course of a shift without
time to debrief (Wolf et al., 2016). It is not known by the authors of this review whether the next iteration of the tool, the Measure of
Moral Distress for Healthcare Professionals (MMD-HP), (Epstein et al., 2019) will take these pressures into account.

The impact of gender on levels of moral distress was unclear from this review. The two studies (Hou et al., 2021; Trautmann et al.,
2015) included in the review where gender was assessed against moral distress levels disagreed as to whether gender influenced levels
of moral distress. Similarly, in a 2022 systematic review of moral distress in intensive care nurses, (Emami Zeydi et al., 2022) no
significant differences in moral distress between male and female respondents were found; however, their sample was predominantly
female, underlining the need for further study of how different genders experience moral distress.

As in this review, ethnicity data in the wider literature on moral distress is lacking, (Altaker et al., 2018; Morley et al., 2022) making
it difficult to assess the impact of either ethnicity or culture on moral distress and subsequently to implement appropriate and effective
interventions to mitigate the effects of moral distress for specific groups. Cautious restraint is appropriate when interpreting findings
from one culture to other cultures or systems; as Hamric et al (Hamric et al., 2012). point out, international research differs in its
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approaches to studying moral distress. This can be seen in the contrasting data between the American studies (Fernandez-Parsons et al.,
2013; Trautmann et al., 2015; Zavotsky and Chan, 2016) and the Chinese based study (Hou et al., 2021) in this review, particularly
when looking at the types of incidents that scored highest for intensity of moral distress. The design and testing of culturally specific
instruments (Tian et al., 2021; Eizenberg et al., 2009) may be one approach to successfully measuring the differing practices and
attitudes within cultures that give rise to moral distress. However, the drawback of this is that it would limit the generalisability of
those studies.

There is also a need for more high-quality data exploring the effect that departmental role and seniority have on the presence or
effects of moral distress on nursing staff. This review has likewise been unable to identify whether certain departmental roles are at
higher risk from the effects of moral distress. It would be useful for future investigations into this subject to take into consideration
nurses’ perceptions of autonomy, years of nursing experience and gender.

Due to the cross-sectional survey designs of the included studies, it has not been possible to identify causal relationships between
moral distress and intention to leave. Longitudinal study designs could have provided a clearer analysis of the dynamics between the
variables whilst also accounting for baseline and time-varying confounders and, therefore, better answering the question of causality.

Overall, this review has not identified evidence of sufficiently high quality to come to a definitive conclusion about the significance
of moral distress on nursing attrition rates. However, the evidence that is available suggests that moral distress does play a role in
nurses’ decisions to leave the emergency department. Further research to identify the specific determinants of moral distress in the
emergency department and to robustly explore the relationship between moral distress and attrition is urgently required.

4.1. Limitations

Inconsistency in how results were reported for both moral distress and intention to leave in the included studies prevented data
synthesis from being undertaken and reduced confidence in the overall results of the review. This issue may have been resolved by
contacting authors to request access to the original data, although this approach was restricted by time and resources. This highlights
the importance for studies to adhere to the FAIR principles of open scientific data (Wilkinson et al., 2016). Similarly, the pragmatic

decision not to search grey literature may have resulted in publication bias and not including papers not readily available in English
may have inadvertently excluded evidence.

4.2. Implications of the review for future research

Improved methodology and reporting are required in order to comprehensively analyse levels of moral distress by intention to
leave in emergency nurses and enhance the strength of future research recommendations on this topic. To do this, it would also be
useful to further understand the root causes of moral distress, thereby developing tools more closely aligned to the underlying causes
and perhaps making them more suited to the different environments in which they are used. Longitudinal studies could provide more

opportunity to make causal associations between moral distress and intention to leave and would allow for an examination of the slow
burn or crescendo effect (Epstein and Hamric, 2009) that moral distress is characterised by.

5. Conclusions of the review
There is a sparsity of good quality evidence exploring the relationship between moral distress and intention to leave in emergency
nurses. However, the best quality evidence available indicates that up to approximately 51 percent of emergency nurses have

considered leaving or have left a post due to moral distress. Further efforts to understand this relationship are urgently required in
order to provide timely, appropriate, and effective interventions and retain essential skilled nurses in the emergency department.
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