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Background. One of the most important psychosocial issues related to the nursing profession is moral distress (MD), which has
devastating effects on student performance as well as patient care. )e current study was conducted to determine the frequency,
severity, rate, and causes of MD in nursing students. Methods. During this cross-sectional study, 86 samples were last year
undergraduate nursing students of Kermanshah University of Medical Sciences, who were entered into the study by the census
method. Data gathering instruments were personal information form, Moral Distress Scale-revised (MDS-r), and Moral Distress
)ermometer (MDT). Results. )e mean frequency, severity, and rate of MD, according to the MDS-r questionnaire, were
1.3± 0.7 out of 4, 1.8± 0.8 out of 4, and 3.3± 2.3 out of 16, respectively. )e average MDTscore was 2.6± 2.5 out of 10. )e most
common causes of MDwere working in unsafe conditions (6.8± 6.0), observing impaired patients health servicing (5.4± 5.6), and
the low quality of patient care (5.1± 4.6).)ere was a statistically significant relationship between the gender, work experience, and
participation in the professional ethics workshop variables and mean MDS-total and MDT. Conclusion. )e rate and mean
severity of MDwere reported at a moderate level. Also, theMDTaverage was reported at a mild to an uncomfortable level, and the
overall MDwas equal tomoderate.)erefore, student administrators should take steps to eliminate or reduce the causes ofMD. In
this regard, the need for teaching preventive methods against MD to nursing students before their clinical courses seems crucial.
Also, students with MD must be referred to the psychiatric/psychologist.

1. Introduction

Moral distress (MD) defined as an experienced unpleasant
feeling when a person is aware of the correct moral per-
formance, but perceived internal or external barriers prevent
him or her from being able or unwilling to perform the
correct moral performance [1–4]. Events such as providing
unnecessary care, working with inadequate personnel,
limited physical and human resources, and high workload
are some of the causes of MD in nursing [1, 2, 5–7]. )ese
unpleasant events considered routine by nurses who were
working too many years in health care systems but for

students who have not yet been adapted could be distressing.
Multiple reasons are involved in MD, such as insufficient
knowledge, lack of experience, unfamiliarity with the clinical
environment, and the gap between theory and practice
[4, 8–13]. Moral distress could reduce self-confidence and
learning ability. Moreover, it might generate some indif-
ference and pessimism about nurses and decrease interests
in nursing [14–23]. RegardingMD, several studies have been
performed on nurses and nursing students, accompanied by
different results [3, 24–26].

In this regard, through a study conducted on nursing
students in the United States (2017), based on the results, it is
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reported that MD levels were mild to unpleasant, and the
leading causes of MD included noncompliance with clinical
care principles and disrespect for patients [27]. In another
study which was done on nursing students in the Philippines
(2018), results showed that disruptive situations in health
providing to the patient were the main reason for MD in
students [28]. During a study on Iranian nurses (2017), the
MD level was reported at a moderate level [29]. Moreover,
based on another study on nurses in the United States
(2015), the mean rate of MD was described as mild, and the
weak health provision was reported as the main cause of MD
[30]. Based on different reports of MD level [8, 24, 29, 31, 32]
and limited studies on Iranian nursing students in this area,
we intended to perform this study. )e purpose of this study
was to determine the frequency, severity, rate, and causes of
MD in nursing students. )is study sought to answer the
following questions:

(1) What is the frequency, severity, and rate of MD in
nursing students?

(2) What are the causes of MD in nursing students?
(3) What is the relationship between demographic

variables and MDT and MDS-total?

2. Methods

2.1. Study Design. )is descriptive cross-sectional study was
conducted between October and December 2018 at the
Kermanshah School of Nursing andMidwifery, according to
the STROBE guidelines.

2.2. Sample and Sampling Method. )e study population
consisted of 92 last year undergraduate nursing students
who were entered into the study by census method. )e
inclusion criteria were consent to participation in the study,
studying in the seventh and eighth semesters, not being
under psychiatric or psychological treatment, and not being
in the examination period. Among the study population, 86
students announced their consent for participating in the
study. Out of 86 questionnaires, five questionnaires were
removed from the study due to lacking the response to more
than three items from the MDS-r questionnaire, and a total
of 81 questionnaires were included in the study. )e re-
sponse rate was reported at 88%.

2.3. Study Instruments. )e data gathering tool was a three-
part questionnaire. )e first part, with eight questions, was
dedicated to personal information, including age, gender,
academic semester, marital status, academic grade point
average, student work experience, interest in nursing, and
participation in a professional ethics workshop. )e second
tool for data collection was Moral Distress Scale-revised
(MDS-r) designed by Hamric et al. (2012) for evaluating the
frequency, severity, rate, and causes of MD [5]. MDS-r is a
revised version of Moral Distress Scale (MDS), which was
developed by Corley et al. (2001) [33]. )rough the revision
done by Hamric et al. (2012), new items which were asso-
ciated with the main causes of MD have been added to the

questionary beside the removed items due to the obsoles-
cence of their cases or the unusual experience of nurses.

In the current study, nine questions were added to the
MDS-r questionnaire due to the differences between Iran
and the United States health care systems. )e validity and
reliability of MDS-r have been confirmed through recent
studies [5, 28, 30, 34].)e internal consistency of MDS-r was
evaluated by Escolar-chua et al. (2018) using Cronbach’s
alpha coefficient, and the validity was reported to be 0.96
[28]. )e validity of the Persian version of MDS-r has been
evaluated by Soleimani et al. (2016), and Cronbach’s alpha
coefficient was reported to be 0.88 [35]. )e content validity
method was used in the current study for evaluating the
MDS-r validity. In this regard, the instrument was provided
to 12 faculty members in the field of nursing, and they were
consulted on the simplicity and relevance of the items and
then their corrective comments were included in the
questionnaire. For evaluating the validity, we used Cron-
bach’s alpha coefficient, and 0.88 alpha was obtained.

MDS-r has consisted of 30 items, )e MDS-r consisted
of 30 items to measure an individual's perceptions of a
situation. In front of every item, there are two options in-
cluding “repetition and severity.” Each of these options is
based on a 4-point Likert-type scale which is equivalent to
the lowest to highest MD, respectively. )e average scores
were given to the “frequency” and “severity” options con-
sidered as the frequency and severity of theMD, respectively.
Moral distress frequency and severity cut points were
considered 1.33 and 2.66, respectively. )e severity and
frequency of MD are divided into the following: mild (score
0–1.32), moderate (score 1.33–2.65), and severe (score
2.66–4). Moral distress amount was described by the product
of the severity scores multiplied by the frequency, which is
divided as follows: 0–1.77 points described as the mild,
1.78–7.11 defined as themoderate, and 7.11–16 labeled as the
severe.

)e third instrument was Moral Distress )ermometer
(MDT), which, in several countries and cultures, is defined
as a reliable tool for assessing the MD [16, 36]. MDT is a type
of Visual Analogue Scale that explains the concept of MD
and asks the person to specify the amount of MD over the
past seven days on a visual scale. )e validity and reliability
of MDT have been assessed by Wocial et al. (2013), and its
alpha Cronbach’s value was reported to be 0.90 [36]. In the
current study, the internal consistency of the MDTscale has
been examined using Cronbach’s alpha, and 0.83 alpha was
reported. )is scale ranged from zero to ten rates, which is
equivalent to the lowest and highest MD, respectively.

2.4. Data Gathering. )e researcher has obtained a list of
students’ names from the Department of Education of the
School of Nursing and Midwifery, after receiving approval
from the Ethics Committee. )en, according to the students’
training program, the researcher went to their internship
place. First, the aim of the study has been described for them,
and the questionaries were distributed among them with
their consent. Finally, when the questionnaires have been
completed, they were collected by the researcher (Figure 1).
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2.5. Statistical Analysis. Data were analyzed using Stata
software version 14.2. In this regard, descriptive statistics
including simple and relative frequency distribution,
mean, and standard deviation were used to display the
data. Mean difference was determined using t-test and
ANOVA test. Variables with a P-value lower than 0.2 in
the univariate analysis (t-test and ANOVA) were fed into
the multiple regression models. )ese variables included
gender, work experience, and participation in a profes-
sional ethics workshop.)e level of significance was set at
<0.05.

2.6. Ethical Considerations. )e Ethics Committee of Ker-
manshah University of Medical Sciences approved the study
with the code KUMS.REC.1397.182. )e participants were
ensured that their answers remain confidential, and at the
right time, based on their opinion, data would be collected.
Also, enough time was given to participants to fill the
questionary.

3. Results

)e results showed that 60% of the samples were male
(n� 48) and 83.7% (n� 67) were single. )e mean age of the
samples was 23.0± 1.7 years. Also, 25% (n� 76) of the
samples had a student work experience, and 82.3% (n� 65)
had a history of attending a professional ethics workshop
(Table 1). Based onMDS-rmeanMD frequency, severity and
rate were 1.4± 0.7 out of 4, 1.8± 0.9 out of 4, and 3.3± 2.4
out of 16, receptively. Also, all of them were equivalent to a
moderate level. )e moral distress rate based on MDT
questionary was reported at 2.6± 2.5 out of 10, which
represented a mild to an uncomfortable level (Table 2).
)rough results, the most common causes of MD were
working in unsafe conditions (6.8± 6.0), observing impaired
patients health servicing (5.4± 5.6), and the low quality of
patient care (5.1± 4.6) (Table 3).

)e results of multiple regression test showed a signif-
icant relationship between gender and meanMDS-total only
in the seventh semester students so that the meanMDS-total
was 1.15 times higher in male students than in female
students.

In the eighth semester students, there was a statistically
significant relationship between work experience and the
mean MDT so that the mean MDTwas 3.44 times higher in
students with more than 7months of work experience than
in students without work experience. Further, in this group
of students, a statistically significant relationship was found
between participation in the professional ethics workshop
and the mean MDT. )e mean MDT was 2.53 times higher
in students who had participated in a professional ethics
workshop than in students who did not (Table 4).

4. Discussion

)e current study was performed, aiming to determine the
frequency, severity, rate, and causes of the moral distress
among nursing students. Moral distress has several psy-
chological and behavioral consequences for nursing stu-
dents, including declining care capacity, lack of motivation,
loss of interest in the nursing profession, declining patient
care quality, job burnout, tendency to leave the nursing
profession, and frustration with future careers [4, 8, 25]. In
the present study, the frequency, severity, and rate of MD
were reported to be moderate according to the MDS-r
questionnaire, which was consistent with the results of
some studies [5, 11, 29, 30, 34]. In contrast, it is not
consistent with the results of some other studies, where MD
levels were mild [9, 10, 35], mild to moderate [15], and
severe [14, 32].

In the current study, the MD rate was reported mild to
uncomfortable, according to the MDTquestionnaire, which
was in parallel to the results of Krautscheid et al. (2017, 2020)
[27, 31]. )ese differences in the results could be due to the
diverse personality of nursing students, the difference in
health providing system in many countries, and the use of
different versions of the MDS and MDS-r questionnaires.

In current study, the most common causes of MD were
working in unsafe conditions, observing impaired patients
health servicing, and the low quality of patient care.)rough
studies, different reasons have been mentioned for MD. In
this regard, Krautscheid et al. (2017) in his study reported
that some elements like nonstandardized provided care, not
complying with the infection control guidelines by staff, and
missing the use of protective devices by staff were the most
common causes of MD in nursing students [27]. In another
study done by Escolar-Chua et al. (2018), in Philippine,
observation of the painful procedures by medical students
without the presence of a supervisor and low quality of
health services because of the incompetence and weakness in
collaboration and group communication among personnel
were numbered as the most common causes of the MD [28].
During Reader et al.’s (2015) study on nursing students in
the United States, threatening, punishing, stigmatizing to
students by some professors, and humiliation were reported
as the common causes ofMD [18]. According to Krautscheid

A total of 86 nursing students were selected using census method

The objectives of the study were explained to the students and, if they
were agreeing, the questionnaires were giving to them

Questionnaires were collected by the researcher after completion

Data were entered into SPSS and analyzed

Figure 1: Study flow diagram.
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et al.’s (2017) study on American nursing students, the
results showed that having a subconscious role in the clinical
environment, a desire to maintain a good relationship with
professors, and a lack of self-confidence to own knowledge
were the main causes of MD [27]. )ese different results
might be related to the differences in the individual

characteristics of the samples, as well as the culture and
organizational differences between the diverse communities
and health care institutions. )ese differences highlight the
importance of conducting local researches and considering
the results of these studies in developing policies to reduce
MD in students.

Table 1: Demographic characteristics of participants.

Variables Number (%)

Gender Male 48 (60.0)
Female 32 (40.0)

Age (years)
21–23 63 (78.7)
24–26 13 (16.2)
≥27 4 (5.0)

Academic semester 7 57 (73.1)
8 21 (26.9)

Marital status Single 67 (83.7)
Married 13 (16.2)

Work experience (in months)
0 60 (75.0)

1–6 12 (15.0)
≥7 8 (10.0)

Participation in occupational ethics workshop Yes 65 (82.3)
No 14 (17.7)

Grade point average (based on 20)
14.7–16.2 33 (42.3)
16.3–17.8 36 (46.1)
17.9–19.3 9 (11.5)

Table 2: )e level of moral distress in terms of demographic characteristic of participants.

Variables
MDTa MDS− rc

Mean± SDb Mean± SD
Frequency Intensity Total

Gender
Male 3.0± 2.8 1.3± 0.7 1.6± 0.8 2.8 ± 2.0
Female 2.0± 2.0 1.5± 0.7 2.2± 0.8 4.1 ± 2.6
P-value 0.154 0.192 0.006 0.020

Age (years)

21–23 2.8± 2.7 1.4± 0.7 1.8± 0.9 3.2 ± 2.3
24–26 1.9± 1.8 1.5± 0.7 2.1± 0.8 4.0 ± 2.8
≥27 3.0± 1.1 1.3± 0.6 1.5± 0.5 3.0 ± 2.1

P-value 0.583 0.751 0.471 0.527

Academic semester
7 2.8± 2.9 1.4± 0.7 1.8± 0.9 3.3 ± 2.4
8 2.2± 1.6 1.4± 0.7 2.1± 0.8 3.5 ± 2.5

P-value 0.354 0.957 0.246 0.766

Marital status
Single 2.6± 2.6 1.4± 0.7 1.9± 0.9 3.3 ± 2.4
Married 2.9± 2.1 1.9± 0.6 1.7± 0.8 3.5 ± 2.4
P-value 0.745 0.316 0.407 0.776

Work experience (in months)

0 2.3± 2.3 1.4± 0.7 1.8± 0.9 3.3 ± 2.4
1–6 2.9± 2.6 1.4± 0.8 2.0± 0.8 3.4 ± 2.3
≥7 4.1± 3.8 1.3± 0.7 1.6± 0.9 3.0 ± 2.3

P-value 0.194 0.961 0.695 0.986

Participation in occupational ethics workshop
Yes 2.6± 2.7 1.3± 0.7 1.9± 0.9 3.2 ± 2.3
No 2.5± 1.8 1.6± 0.8 1.8± 0.9 3.8± 2.7

P-value 0.852 0.194 0.730 0.415

Grade point average (based on 20)

14.7–16.2 2.6± 2.2 1.5± 0.6 1.9± 0.8 3.4 ± 2.1
16.3–17.8 2.8± 3.0 1.3± 0.7 1.8± 0.9 3.2 ± 2.6
17.9–19.3 2.3± 2.0 1.3± 0.8 1.9± 1.0 3.2 ± 2.5
P-value 0.566 0.576 0.880 0.821

Total 3.3± 2.4 2.6± 2.5 1.4± 0.7 1.8± 0.9 3.3 ± 2.4
Note. aMDT:Moral Distress )ermometer, bSD: standard deviation, cMoral Distress Scale-revised.
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)e results showed that the mean MDS-total was 1.15
times higher in male students than in female students who
were in the seventh semester. )is finding is consistent with
the results of Wiggleton et al. and Tuvesson et al. [22, 23] but

not in line with the results of Borhani et al. [20]. MD, as a
stressful experience, can affect anyone, whether male or
female. In the present study, high MD in men might be
related to their higher proportion than women.

Table 3: )e most important factors influencing students’ moral distress.

Phrases
Total Frequency Intensity

Mean± SDa Rank Mean± SD Rank Mean± SD Rank
Working and caring for the patient in unsafe conditions due to the small
number of nurses. 6.9± 6.0 1 2.1± 1.5 1 2.5± 1.3 1

Observing the disorder in the process of patients care due to the displacement
and diversity of caregivers. 5.4± 5.6 2 2.0± 1.4 2 2.3± 1.5 2

Observing the low quality of patients care due to poor group communication. 5.1± 4.6 3 1.9± 1.2 3 2.7± 1.7 3
Discharge of a patient who has not been given the necessary training despite a
long hospital stay. 4.9± 5.6 4 1.8± 1.3 4 2.2± 1.4 4

Performing a treatment process when the patient does not have accurate and
sufficient information about it. 4.5± 4.6 5 1.8± 1.4 5 2.2± 1.3 5

Working with colleges who did not have the competency for patients care. 4.3± 4.6 6 1.7± 1.5 6 2.1± 1.5 6
Providing better care to rich patients compared to nonaffluent patients. 4.1± 5.4 7 1.7± 1.2 7 2.1± 1.5 7
When the students were allowed to perform a painful procedure on the patient
to increase their skills without the presence of a supervisor. 4.0± 4.4 8 1.7± 1.4 8 2.1± 1.6 9

Just witnessing, and not intervening in cases where staff do not respect the
patient’s rights. 3.8± 4.9 9 1.6± 1.4 9 2.1± 1.5 10

Providing less-than-desirable care due to pressure frommanagers or insurance
companies to reduce costs. 3.7± 4.4 10 1.5± 1.4 10 2.0± 1.3 11

Implementing the organizational guidelines and policies to discontinue
treatment when the patient does not pay for treatment. 3.6± 5.3 11 1.4± 1.3 11 2.0± 1.3 12

Doing a doctor’s prescription for tests and treatments that I think are
unnecessary. 3.6± 4.8 12 1.4± 1.4 12 2.0± 1.4 13

An overviewing of the situation where the patient has not been given accurate
information about consent. 3.6± 4.8 13 1.3± 1.3 13 2.0± 1.3 14

Coverage and nonreporting of errors which were done by the physician or
errant nurse. 3.4± 4.8 14 1.3± 1.4 14 1.9± 1.5 15

Coverage of suspected cases of patient abuse by caregivers. 3.4± 4.8 15 1.2± 1.3 16 1.8± 1.3 17
Ignoring the observed moral issues, due to the request of the wrongdoer or the
person in the position of power. 3.2± 4.2 16 1.2± 1.1 17 1.8± 1.2 18

Helping a physician who I think provides poor treatment and care. 3.0± 4.9 17 1.9± 1.3 15 1.9± 1.4 16
Assisting a physician who performs the test or treatment without the patient’s
consent. 2.9± 4.7 18 1.19± 1.3 18 2.1± 1.5 8

Note. aSD: standard deviation.

Table 4: Relationship between demographic variables and total MDS-total and MDT based on semester.

Variables Moral Distress )ermometer Moral Distress Scale-total
Academic semester� 7 β SE P-value β SE P-value

Sex Female Ref. — — Ref. — —
Male 1.15 1.04 0.276 −1.68 0.67 0.015

Work experience (in months)
0 Ref. — — Ref. — —
1–6 1.06 1.45 0.471 2.53 1.09 0.025
7 1.08 1.59 0.501 −0.09 1.21 0.939

Participation in occupational ethics workshop No Ref. — — Ref. — —
Yes 0.48 1.11 0.669 −0.56 0.77 0.469

Academic semester� 8

Sex Female Ref. — — Ref. — —
Male −0.43 0.52 0.424 −1.68 1.12 0.155

Work experience (in months)
0 Ref. — — Ref. — —
1–6 −0.05 0.58 0.93 −2.03 1.24 0.123
7 3.44 0.75 0.001 0.36 1.49 0.811

Participation in occupational ethics workshop No Ref. — — Ref. — —
Yes 2.53 0.87 0.012 −1.53 1.85 0.421
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In the current study, the mean MDT was 2.53 times
higher in students who had participated in the professional
ethics workshop than students who did not. Participating in
professional ethics workshops can increase students’ moral
sensitivity, which can help them get a better understanding
of moral issues and can cause MD [21]. However, some
studies have shown that attending training courses is ef-
fective in reducing MD (1–5). )e high level of MD among
students participating in the professional ethics workshop
can also have a positive effect. Rashton believes that MD can
lead to personal and professional growth and greater skills in
patient care [21].

)e results showed that the mean MDTwas 3.44 times
higher in students with more than 7months of work
experience than in students without work experience.
)is finding is consistent with the results of Bordignon
et al., Baghdadi et al., and Kamali [19, 24, 37]. However,
some studies have indicated no significant relationship
between work experience and MD [22, 26]. Students’
increased work experience in clinical situations can help
them gain a better understanding of moral issues and
thus cause MD.

)is study faced two limitations. )e data collection in
this study was based on self-reporting, which could affect the
validity of the results. For the compensation of these limi-
tations, the questionnaires were anonymous, and sufficient
time was provided to students to complete the questionnaire.
Another limitation is due to the nature of cross-sectional
studies, where it is not possible to determine the cause-and-
effect relationship between study variables, and our study is
no exception.

5. Conclusion

In the current study, the frequency, severity, and overall rate
of MD in nursing students were moderate. )e most
common causes of MD were working in unsafe conditions,
observing impaired patients health servicing, and the low
quality of patient care. It is suggested that student managers
promote students mental health by eliminating or reducing
the factors that cause MD. In this regard, it is necessary to
teach students how to deal with MD in the form of face-to-
face or absentia workshops before students enter clinical
courses. Referral of students with MD to a psychologist/
psychiatrist should also be considered. It is suggested that
future studies have focused on examining the impact of
intervention measures such as training workshops on fre-
quency, severity, and MD levels.
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