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Abstract 

The study aimed is to identify the relationship between moral distress and turnover intention among critical care nurses. A 

convenient sample of 200 critical care nurses was surveyed by Revised Moral Distress Scale and Turnover Intention Scale as a 

descriptive correlational cross-sectional study at teaching university hospital located in Riyadh the capital of Kingdom of Saudi 

Arabia. The result revealed that, critical care nurses reported a moderate level of moral distress. No significant association was 

indicated between moral distress intensity and frequency and nurses' turnover intention except a significant association 

between age (r =0 .17, P< 0.05), years of nursing experience (r = 0.19, P< 0.05), years of critical care experience (r = 0.18, P< 

0.05) and turnover intention. There is a pressing need for conceptual work to generate a more vigorous understanding of moral 

distress in nursing practice and the relationship between moral distress and decision to leave position or nursing and the impact 

on patient care. 
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1. Introduction 

Distressis a serious problem to nurses; the deepest source 

of distress that nurses experience have been arisen because of 

the variation between nurses’ values and reality of daily 

nursing practice [1]. This type of distress could result in 

acute events of intense moral distress, something not 

uncommon in the nursing arena, particularly in critical 

careareas and acute care for the terminally ill patients [1]. 

Nurses, especially those working in critical care units, are 

often confronted with ethical dilemmas associated with the 

management of patients' care. Critical care nurses experience 

a great deal of pain and suffering as they go with their 

patients the weeks and months of onerous treatments that 

nurses perceive as being no beneficial [2]. Advances in 

technology and changes in healthcare delivery make 

treatment decisions more difficult and increase new 

responsibilities to nurses as care providers and patients' 

advocates [3, 4]. Likewise, the highly stressful life-and-death 

matters that nurses often confront could share in the 

experience of moral distress [5]. 

Moral distress has been defined as “an emotion that is 

provoked within individuals when they are constrained from 

fulfilling obligations or responsibilities that they believe to be 

morally correct” [6]. Consequently, when nurses have moral 

distress, they will act in a manner contradict to their personal 

and professional values [7]. 

It is clear that nurses' today experience much more moral 

distress than before due to rise in complexity of the health-

care system and nursing shortages [7]; this mark the need to 

know more about moral distress at present-day. 
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Moral distress as a type of pressure may lead to 

psychological problems to nurse that revealed by feeling of 

fear, frustration, anger, withdrawal, anger, guilt, depression, 

and anxiety (8). Similarly, it may lead to physical problems, 

such as: headache [9] and sore muscles [10]. 

Corley's moral distress theory directed the need for a 

comprehensive examination of the environment of care and a 

better understanding of the environmental associations and 

connections [1]. Corley stated several research-based 

propositions related to the relationship between various 

moral concepts. The hospital ethical climate and the 

demographic variables of gender, education, ethics education, 

and work experience were listed as potentially having 

significant association and prediction upon the experience of 

moral distress [1]. 

Reference [1] debated that nurses in critical care units are 

exposed to higher degrees of moral distress than people in 

many other professions because of the exclusive decisions 

and intense environments in which they work. Another 

reference [11] distinguished that intensive care nurses were 

extremely reported a moral distress experience. However, a 

study reported a moderate level of moral distressamong 

critical care nurses [3]. 

Moral distress is now implicit to be an important problem 

that threatens the healthcare providers job retention and 

healthcare system efficiency [12]; that may lead to physically 

withdraw from the practice , lose capability for caring, avoid 

patient interaction, fail to give moral physical care and intent 

to leave job as end result [13]. 

Furthermore, Nurses reported that following family’s 

wishes for patient care even though the nurse disagree with 

the plan; continuing life support for patients owing to family 

wishes despite the patient's poor prognosis; and carrying out 

orders for unnecessary tests and treatments may lead to moral 

distress [14]. Moreover, another study investigated the 

relationship between moral distress and demographic 

characteristics namely (age, sex, and years of experience as 

critical care nurse and as nurse and education) which he 

reported no significantrelationship between variables [15]. 

However, nursesreporteda significant negative relationship 

between age and level of moral distress [16]. 

Additionally, moral distress might be lead to intent to leave 

job among nurses working in neonatal intensive care units 

[17]. Likewise, nurses'pointed that level of moral distress 

may result in turnover from job [18]. Theactualbehavior may 

be different from the intention; however, behavioralintention 

to leave position has been reported to be a predictor of 

personnel turnover acrosscritical settings and theoretically is 

supposed to be an important antecedent to turnover [16]. 

Turnover intention defined as "a conscious and deliberate 

willfulness to leave the organization". Leaving a position and 

withdrawal cognitions can be used interchangeably [15]. 

Moral distress can have important consequences, including 

stress, burnout, job dissatisfaction and intent to leave job 

[17]. Limited studies are available in how the moral distress 

might affect the turnover intension in Saudi Arabia. To fill 

this gab the aim of this study primarily is to identify the 

relationship between moral distress and turnover intention 

among critical care nurses. Secondarily is to identify the 

relationship between moral distress and demographic 

variables. 

The aim of this study is to identify the relationship 

between moral distress and turnover intention among critical 

care nurses. The objective was to: 

a) Identify the relationship between moral distress and 

demographical variables (age, gender, years of nursing 

experience, and years of critical care experience, 

education level and marital status) among critical care 

nurses. 

b) Identify the relationship between turnover intention and 

demographical variables (age, gender, years of nursing 

experience, and years of critical care experience, 

education level and marital status) among critical care 

nurses. 

2. Methods 

2.1. Study Design 

A descriptive correlational cross-sectional design was used 

toidentify the relationship between moral distress and 

turnover intention among critical care nurses. 

2.2. Study Sample 

The sample was drawn from a population of nurses 

working in critical care settings in teaching university 

hospital. All critical care nurses were invited to participate. 

Participants were recruited from teaching university hospital 

that considered one of the biggest public referral hospitals 

located in (Riyadh) the capital of Kingdom of Saudi Arabia 

using the following inclusion criteria: (a) Be working in the 

critical care unit for at least one month; (b) agreed to 

participate in the survey with written consent. The sample 

size (n= 200) was estimated based on [38] participants are 

required based on power = 0.80, alpha (α) = 0.05, and 

medium effect size = 0.25. 

2.3. Instrumentation 

A 2-part questionnaire was used to collect data. Part1 

consisted of Hamric [18] MDS designed to measurenurses’ 

experiences of moral distress in 21 clinical situations. 

Participants were asked to indicate on a 4-pointLikert scale 

of how frequently (0=never to 4=very frequently) they 

encountered each situation, and they asked to indicate on a 4-

point Likert scale (from 0=none to 4=a great extent) the 

intensity of moral distress they experienced in each situation. 

Reliability (Cronbach’s alpha = .91)and content validity have 

been established for the MDS. 

Part 2of the questionnaire was Turnover Intention 

Scaledesigned to measureturnover intentionin 3-item scale 

adapted from [19]. Participants were asked to indicate on a 5-

point Likert scale (from 1= Agree Strongly to 5=Disagree 

Strongly) the turnover intention they encountered the items. 

Reliability (Cronbach’s alpha =.86) and content validity have 
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been established for the Turnover Intention Scale. 

2.4. Ethical Considerations 

Institutional Review Board approval was obtained from 

teaching university hospital that located in Riyadh (No. E-14-

1078). The researchers explained the study aims and methods 

to potential participants along with privacy, confidentiality, 

and the right to withdraw at any time before obtaining written 

consent to participate. All data were kept in a secured 

cabinet. 

2.5. Data Analysis 

The data were coded numerically and subjected 

todescriptive and inferential statistical analysis 

usingstatistical software (SPSS version 17). Significance 

wasset at p<0.05. Means was computed from intensity and 

frequencyratings for each item on the MDS. An itemscore 

was computed for each of the 21 items. Eachitem score was 

calculated by multiplying the mean of the moral distress 

intensity (MDI) ratings by the mean of the moral distress 

frequency (MDF) ratings for that item. The range of possible 

item scores was 0 to 16. The range of possible values for the 

moral distress scores was 0 to 336. 

3. Results 

3.1. Demographic Characteristics of 

Participants 

Of the 200 questionnaires distributed, 135 were returned 

(response rate 67.5%). One questionnaire was incomplete 

and was excluded from analysis. Demographic characteristics 

of participants are given in (Table 1). Participant’s average 

age was 33.5 (5.95), were predominately female 98.5%, were 

educated at the Diplomalevel 87.4%, and had a mean of 

12.1(5.50) years of nursingexperience. The majority of 

participants were married 85.2% and had a mean of 11.2 

(4.90) years of critical care experience. 

Table 1. Characteristics of Participants (N =135). 

Characteristics categories Frequency (%) Mean(SD) Range 

Age  33.5 (5.59) 24-54 

Gender 
Male  )1.5( 2   

Female 133 (98.5) - - 

Years of nursing experience - 12.1 (5.50) 3-31 years 

Years of critical care experience - 11.2 (4.90) 3-27 years 

Education level    

Diploma )87.4( 118  - - 

Associate   )2.2( 3   

Bachelor  14 (10.4)   

Marital status    

Married  )85.2( 115 - - 

Single 20(14.8)   

 

3.2. Levels and Relationships Among Main 

Study Variables 

The mean MDI rating for all participants for allitems was 

1.32 (range .73-2.15; SD.80), indicatinga moderate intensity 

of moral distress overall. Themean MDF score was 1.16 

(range .36-2.51; SD.53), indicating that, overall, situations 

associated with moral distress did not occur frequently (Table 

2). 

Item scores revealed situations most associated with moral 

distress. Items with item score of 4 or greater (possible range 

0-16) and MDI and MDF scores for each item are italicized 

and boldfaced in Table 2. MDI scores for these situations 

were all greater than 2; MDF mean ranged from 2.02 to 2.51. 

Items related to provision of aggressive care thought not to 

be in a patient’s best interest were the source of the greatest 

distress and were associated with the highest intensity and 

frequency of moral distress (Table 2). 

Table 2. Moral Distress Scale items associated with highest levels of moral distress (N = 135). 

Item 
Moral Distress 

Frequency 

Moral Distress 

Intensity 

Moral 

Distress score 

Continue 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. 
2.51 1.98 4.97 

Carry out the physician’s orders for what I consider to be unnecessary tests and treatments. 2.22 2.15 4.77 

Follow the family’s wishes to continue life support even though I believe it is not in the best 

interest of the patient. 
2.02 2.02 4.08 

Initiate extensive life-saving actions when I think they only prolong death. 1.79 1.67 2.99 

Follow the physician’s request not to discuss the patient’s prognosis with the patient or family. 1.61 1.50 2.42 

Assist a physician who, in my opinion, is providing incompetent care. 1.60 1.79 2.86 

Follow the family’s request not to discuss death with a dying patient who asks about dying. 1.29 1.19 1.54 

Follow the family’s wishes for the patient’s care when I do not agree with them, but do so 

because of fears of a lawsuit. 
1.22 1.22 1.49 

Witness medical students perform painful procedures on patients solely to increase their skill. 1.05 1.39 1.46 
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Item 
Moral Distress 

Frequency 

Moral Distress 

Intensity 

Moral 

Distress score 

Be required to care for patients I don’t feel qualified to care for. 1.04 1.19 1.24 

Ignore situations in which patients have not been given adequate information to insure informed 

consent. 
1.01 1.47 1.49 

Witness diminished patient care quality due to poor team communication. 0.99 1.31 1.30 

Provide care that does not relieve the patient’s suffering because the physician fears that 

increasing the dose of pain medication will cause death. 
0.93 1.15 1.07 

Watch patient care suffer because of a lack of provider continuity. 0.81 1.29 1.05 

Work with levels of nurse or other care provider staffing that I consider unsafe. 0.73 1.09 0.80 

Work with nurses or other healthcare providers who are not as competent as the patient care 

requires. 
0.72 0.73 0.53 

Provide less than optimal care due to pressures from administrators or insurers to reduce costs. 0.67 0.99 0.66 

Take no action about an observed ethical issue because the involved staff member or someone 

in a position of authority requested that I do nothing. 
0.65 0.73 0.48 

Witness healthcare providers giving “false hope” to a patient or family. 0.59 1.10 0.65 

Avoid taking action when I learn that a physician or nurse colleague has made a medical error 

and does not report it. 
0.53 0.95 0.50 

Increase the dose of sedatives/opiates for an unconscious patient that I believe could hasten the 

patient’s death. 
0.36 0.79 0.28 

 

Demographic variables analyzed in relation to moral 

distress were age, gender, educational level, years of nursing 

experience, years of critical care experience and marital 

status no significant associations were found (Table 3). As 

well as, demographic variables analyzed in relation 

toturnover intension scores were age, gender, educational 

level, years of nursing experience, years of criticalcare 

experience and marital status. The age(r = .17; P< 0.05), 

years of experience in nursing(r = .19; P< 0.05), and years of 

criticalcare experience(r = .18; P< 0.05) were positively 

associated with turnover intension scores (Table 3). No other 

significant associations were found. No significant 

association was indicated between moral distress intensity 

and frequency and nurses' turnover intension. 

Table 3. Correlations of moral distress intensity, frequency, total moral distress, turnover intention and demographics (N=135). 

Variables Moral distress frequency Moral distress intensity Total moral distress Turnover intention 

Age -.05 .01 -.01 .17* 

Gender -.06 -.07 -.07 -.04 

Years of nursing experience -.02 .05 .03 .19* 

Years of critical care experience -.04 .01 -.01 .18* 

Education level .03 .06 .07 .04 

Marital status .02 .08 .06 -.11 

Turnover intention -.11 -.02 -.06 - 

*Correlation is significant at α=0.05 (2-tailed) 

4. Discussion 

We did this study because we suspected that moraldistress 

was an important problem for nurses practicing in critical care 

settings. Although the participant’s individualexperiences 

varied considerably, we confirmed that nurses experienced 

moderate levels of moral distressoverall. We sought to 

determine clinical situations associated with high levels of 

moral distress. Nurses reported that highly frequent and intense 

distressful situation occurred when nurses feel they were 

providing aggressive care to patients who would not benefit. 

These findings were notsurprising because nurses have long 

identified distress in this perspective. It is congruent with many 

other studies [3, 5, 20, 22]. Conversely, the results of [23, 25] 

studies showed low frequency and high intensity of moral 

distress. When more specifically looking at the intensity 

subscale of the MDS, the situations that were considered the 

highest in intensity in causing moral distress were those related 

to the “suffering often seen in patients with complex, life 

threatening illnesses”. 

The highest scoring Intensity Subscale items for two other 

studies [5, 22] demonstrated a similar type of concern 

reflected in this study about appropriate patient care. 

According to Wheeler, participation in aggressive 

technological care of a hopelessly injured person was the 

most problematic. For Corley, giving intravenous medication 

without circulatory support during resuscitation was the most 

distressing item. 

A study indicated that the most frequently reported 

situations in patients’ care that were associated with moral 

distress included prolonging life and performing unnecessary 

tests and treatments on terminally ill patients [11]. This was 

also reported by several other studies that reported the 

frequency scores for moral distress [3, 5, 14, 20, 24, 26, 27]. 

This result may reflected a lack of communication between 

nurses and physicians that may lead to unshared decision 

regarding the best care for patients, which further widening 

of the gap between nurses and physicians and cause 

recurrences of same situations. Patients who are critical ill 

mostly confronted compound diseases that needed 
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involvement of several different specialties of physicians. 

Among these separate groups of specialties, there are 

frequent differences in opinion regarding the plan for a 

patient’s treatment. These separate specialists often fail to 

communicate or collaborate effectively with each other, 

further fragmenting care [28]. 

Further, issues that appear to cause the least intensity of 

distress relate to the item that reads: “Work with nurses who 

are not as competent as the patient care requires”. In fact, this 

represents an issue that worth attention especially that Saudi 

Arabia issupporting health care system to treat patients as 

partner not consumer. 

The perception of moral distress is associated with 

registered nurses’ decisions to leave their job or to leave the 

nursing profession [29]. The participants in the current study 

did not reflect neither negative nor positive perception of their 

moral distress to turnover intension. It makes it also difficult to 

predict the nurses' intention to stay. Moreover, the way nurses 

perceive their work environment can affect their attitudes 

about ethical issues and their ethical decision-making [30]. 

According to Olson [30] a positive ethical climate is needed 

to support professional nursing practice. With regards, none of 

the demographic variables (age, gender, years of nursing 

experience, years of critical care experience, and education) 

were significantly associated to moral distress. This result was 

congruent with others [1, 5, 24, 27, 31]. 

Yet, some studies [4, 32], reported negative association 

between age, education, and years of nursing experience and 

moral distress and some reported positive association 

between moral distress and both age and years of nursing 

experience [3] and education [33]. 

The sample of this study involved nurses who were middle 

age, holding Diploma degree and senior in professional 

experience and critical care in the same hospital. This may 

explain poorer association between moral distress and the 

demographic characteristics. 

With regards, the demographic variables (age, gender, 

years of nursing experience, and years of critical care 

experience) were significantly associated to turnover 

intension. Regarding nurses’ turnover intention, our findings 

were congruent with a study of [34], which reveals a 

significant positive association between turnover intention 

and demographic variables of age, professional and specialty 

experience. However, our findings were conversely the 

prediction for age, professional and specialty experience by 

showing an inverserelationship between them and turnover 

[35, 36] and converse with career theory predicting that the 

person jobfit will improve over time [37] and turnover 

intentions will diminish once the employee has reached a 

good fit and seniority. These results it seems that critical care 

nurses perform several tasks not consistent to their job 

description and adherent to hospital policies regardless age, 

seniority, or relations ships with patients, peers, and/ or 

health care professionals. 

4.1. Limitations 

Considering the importance of the issue studied. The 

limitations of this descriptive study must beconsidered in 

interpreting the results. The study involved a small sample of 

nurses from a single critical care unit, and the findings may 

not be representative of the experiences of moral distress of 

critical carenurses in other settings then it's worth mentioning 

that generalizability should be considered. 

The clinical situations includedin the MDS instrument do 

not necessarily reflect thescope of morally distressing 

circumstances, and scenarios that result in marked moral 

distress may have been missed. 

4.2. Implications 

Additional research is needed related to the experience of 

moral distress. Face-to-face interviews with criticalcare 

nurses may be beneficial. In an interview, the researcher can 

probe the participant and may be ableto add depth to the data 

obtained. Future studies need to address strategies to reduce 

the incidence of moraldistress and to identify effective 

strategies to manage moral distress. Understanding the 

experience of nurses is important in determining how nurses 

cope with ethically distressing situations and how they 

intervene ordo not intervene to influence the situations. 

Future investigations need to examine closely the effects of 

morally distressing situations on patients and their families. 

4.3. Conclusion 

This study has revealed that critical care nurses’ 

experience of moral distress is intense and frequent. End of 

life issues and providing aggressive care to patients not 

expected to benefit from critical care is a main source of 

moral distress. Nurses experience moral distress regardless of 

age, gender, work experience, or the years of experience in 

same hospital. Nurses’ own perception of moral distress is 

not associated with turnover intension. Hence, critical care 

nurses can identify important and wide-ranging implications 

of moral distress that extend well beyond job satisfaction and 

retention. This might guide the administration and policy 

makers in hospitals to set up policies that direct the care of 

patients and families during end of life issues in critical care 

settings. Moral distress is a serious matter in the critical care 

settings and earns urgent and extended attention. Research on 

interventions to address moral distress is also needed. 
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