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ABSTRACT

Objective: To identify the frequency and
intensity of moral distress experienced
by nurses, technicians and nursing assis-
tants who worked in hospitals in the Sou-
th of Rio Grande do Sul State. Method: A
survey research was conducted with 334
nursing workers from three institutions,
through a questionnaire of moral distress.
Constructs were validated through facto-
rial analysis and Cronbach’s alpha: lack of
competence of the working team, disres-
pect to the patient’s autonomy, insufficient
working conditions and therapeutic obsti-
nacy. Results: With descriptive statistics
and analysis of variance, it was found that
nurses and nursing assistants have higher
perception of moral distress when compa-
red to nursing technicians. Organizational
questions and ways of communication in-
fluence lower perception of moral distress.
Conclusion: Implementation of actions to
favor coping, decision making and auto-
nomy exercise from those workers.

DESCRIPTORS

Ethics, nursing
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Professional autonomy
Burnout, professional
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RESUMO

Objetivo: Identificar a frequéncia e intensi-
dade de sofrimento moral vivenciadas por
enfermeiros, técnicos e auxiliares de en-
fermagem que atuam em hospitais no Sul
do Rio Grande do Sul. Método: Realizou-se
uma pesquisa survey com 334 trabalhado-
res de enfermagem, atuantes em trés insti-
tuigdes, por meio da aplicagdo do questio-
nario de sofrimento moral. Mediante anali-
se fatorial e alfa de Cronbach, validaram-se
os constructos: falta de competéncia na
equipe de trabalho, desrespeito a auto-
nomia do paciente, condigcdes de trabalho
insuficientes e obstinagdo terapéutica.
Resultados: Com a estatistica descritiva
e andlise de varidncia, constatou-se que
enfermeiros e auxiliares de enfermagem
possuem maior percepcdo de sofrimento
moral quando comparados aos técnicos
de enfermagem. Questdes organizacionais
e formas de comunicagdo influenciam na
menor percepgdo de sofrimento moral.
Conclusdo: Recomenda-se a implementa-
¢do de ag¢bes que favorecam enfrentamen-
tos, tomadas de decisdo e exercicio da au-
tonomia desses trabalhadores.

DESCRITORES

Etica em enfermagem
Equipe de enfermagem
Autonomia profissional
Esgotamento profissional
Relagdes interprofissionais

RESUMEN

Objetivo: Identificar la frecuencia e intensi-
dad del sufrimiento moral experimentado
por enfermeros, técnicos y auxiliares de
enfermeria que trabajan en los hospitales
del sur del estado de Rio Grande do Sul.
Método: Se realizd una investigacion en-
cuesta con 334 trabajadores de enferme-
ria, pertenecientes a tres instituciones, a
través de la aplicacién del cuestionario de
sufrimiento moral. Por medio del analisis
factorial y el Alfa de Cronbach, se valida-
ron los constructos: falta de competencia
en el equipo de trabajo, falta de respeto a
la autonomia del paciente, condiciones de
trabajo insuficientes y obstinacion terapéu-
tica. Resultados: A través de la estadistica
descriptiva y el analisis de la varianza, se
constaté que los enfermeros y auxiliares de
enfermeria poseen una mayor percepcion
del sufrimiento moral comparados a los
técnicos de enfermeria. Los aspectos orga-
nizacionales y las formas de comunicacién
influyen en la menor percepcién del sufri-
miento moral. Conclusién: Se recomienda
la implementacion de acciones que favo-
rezcan los enfrentamientos, las tomas de
decisionesy el ejercicio de la autonomia de
esos trabajadores.

DESCRIPTORES

Etica en enfermeria

Grupo de enfermeria
Autonomia profesional
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Relaciones interprofesionales
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INTRODUCTION

With the recent and continuous scientific and techno-
logical advances, many values have been left to a second
plan, constituting new challenges daily in the ethics field
which can be characterized by conflicts and dilemmas that
with its particularities make the exercise of some profes-
sions more complex, as nursing™.

Those conflicts are linked to the occurrence of ethical
and moral problems, moral dilemmas and moral distress.
Moral problems involve conflict situations between one
or more moral values and uncertainty about the correct
course of action in the individual, interpersonal, organiza-
tional and social levels. Moral dilemmas are perceived in
situations where there are two or more possible course of
actions and reasons equally imperial, in which the choice
of one action can implicate renounce of others. Yet, moral
distress happen in situations where professionals know
or believe to know the correct action to be taken, but for
many reasons, as fear or circumstances that surpass its
competence, they cannot follow this course of action to
avoid particular harms, and they can have their values and
moral agent identities compromised®?.

The occurrence of moral distress is associated with
the work organization, involving the insufficient material
and human resources, interpersonal relations, lack of in-
stitutional support for the autonomy exercise of nurses,
disrespect to the patients’ rights and death cause by negli-
gence, that is, deaths known as avoidable®,

The development of moral distress in nursing is also
associated to aspects related to organizational politics
and its impacts on the worker ability to advocate for pa-
tients, with the denial of this defense role. Those workers
also present an apparent incapacity/difficulty to influence
medical decisions regarding the pain and suffering of pa-
tients, which also is related to their role to advocate for
patients’ rights and to the hierarchical structure of power
of many hospitals, making it difficult to recognize their
knowledge as well as its implementation>®,

The occurrence of moral distress present implications
to their lives, in the personal dimension, as emotional and
physical signals, as well as in the professional dimension,
related to the satisfaction at work and career abandon-
ment. These manifestations seems to be strongly related
to the difficulty to exercise power in decision making,
which make them act many times against their beliefs and
values, denying their knowledge.

In this case, power as strength relations, in the acting
spaces of nursing professionals, developed through fights
and incessant coping in its contexts, constituting ways of
conducts that transform and modify power. The instabil-
ity characteristic of strength correlations, due to inequal-
ity, continually leads to power states, always localized and
modifiable; that is, the power is exercised from innumer-
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ous points and within inequitable and mobile relations,
not being able to exist if not in function of a multiplicity of
resistance points, present in all network of power®,

Thus, it is noted that nursing professionals can experi-
ence moral distress by difficulties to exercise power, with
possibility to have their personal and professional integri-
ty and authenticity compromised. This difficulty is mainly
related to common everyday nursing working factors, as
decision making referred to the treatment and care of pa-
tients, low autonomy, time and resources restrictions and
high levels of responsibility®.

These factors can be associated to the difficulty to
resist and realize coping. The resistance as reaction fo-
cuses provoking modifications about everyday facts. In
this sense, it can be said that the apparent lack of fights
from nursing workers can be configured in the non-use
of their personal freedom, which can lead them to their
own mortification, based on the obedience, resignation
and submission®,

This question can also be related to the disciplinary
power, by the apparent subjecting forces, in some dilem-
ma and coping situations, leaving a relationship of docile-
utility to the nursing workers. The discipline in power re-
lations have the formation of obedient and useful corps,
that is, while submissive people are formed, it increases
their strength in economic utility level and decrease in po-
litical, resistance and fight termst®,

Considering the diverse aspects linked to the occur-
rence of moral distress and the possibilities to intensify
it inside nursing environments, bringing consequences to
workers and compromising the nursing care; the objective
of the study was to identify the frequency and intensity of
moral distress experienced by nurses, nursing technicians
and assistants from hospitals in the South of Rio Grande
do Sul State/Brazil.

METHOD

This is a quantitative approach study, exploratory and
descriptive, constituting a survey research.

This survey was conducted with nursing profession-
als from three hospital institutions (H1, H2 e H3) from
the South of Rio Grande do Sul State, located in two
different municipalities (M1 e M2). In accordance with
available data from the Brazilian National Health Fa-
cilities from the Informatics Department of SUS (CNES/
DATASUS) and available data from official electronic ad-
dresses of the participating institutions, the H1 institu-
tion is characterized as a federal public hospital, with
186 beds and 59 nurses, 52 nursing technicians and 203
nursing assistants. In its majority, they are public em-
ployees formally hired, with a weekly schedule of 30
hours. The H2 institution is characterized as a philan-
thropic hospital with 658 beds, 76 nurses, 287 nursing
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technicians and 54 nursing assistants, hired and regu-
lated by the Consolidation of Labor Laws (CLT), with a
weekly schedule varying from 36 to 40 hours. At last,
the H3 institution is a philanthropic school hospital of
public utility, with 291 beds, 60 nurses, 382 nursing
technicians and nursing assistants also regulated by the
CLT with a 36 hours weekly schedule.

The instrument for data collection was an adapta-
tion from the Moral Distress Scale (MDS) adjusted to the
present research context®. This instrument was originally
developed in a North-American context™, submitted to
a back-translation, cultural adaptation and validation pro-
cess®, when it was found that in some situations identi-
fied in our reality as sources of moral distress, it was not
fully contemplated. The questionnaire applied was com-
posed by 39 questions, using a Likert scale of seven points
to analyze the intensity and the frequency of moral dis-
tress, along with components of subject’s characteristics.

As subjects for the present study, we considered
nursing professionals from the H1, H2 and H3, including
nurses, technicians and assistants who work in those in-
stitutions, which means 1,213 individuals, composing a
non-probabilistic convenient sample. A formula was used
to select the sample size™, estimating a minimum of 295
subjects for statistical analysis. The inclusion criteria re-
ferred to the availability and interest in responding the
instrument at the data collection moment.

The data collection was performed from October 2010
to July 2011. Five hundred questionnaires were given to
workers, from those, 387 were returned. We adopted as
exclusion criteria for analysis procedures, those question-
naires which the respondents used only two points of the
scale, not considering the interval scale adopted; those
who marked as not having moral distress in 20 questions
or more, and those who left more than 10 items in blank.
Thus, with the exclusion of 53 instruments, 334 subjects
composed the final sample for data analysis.

After the data collection, two statistical tests were
conducted to guarantee the instrument validity: a facto-
rial analysis and the Cronbach’s alpha. The factorial analy-
sis aimed to reduce and summarize data, defining groups
of latent dimensions, denominated factors®®. From the
39 proposed questions, initially, 20 were validated and
pooled in four dimensions - lack of competence of the
working team, disrespect to the patient’s autonomy, in-
sufficient working conditions and therapeutic obstinacy —
while 19 were excluded from the instrument because they
presented low factorial loads (inferior to 0.40). More el-
evated factorial loads (superior to 0.40) in more than one
factor did not present conceptual coherence with the pro-
posed block or formed isolated blocks with only one ques-
tion. The four proposed dimensions explained 67.68% of
the variation in the original questions, representing an ad-
equate level of data synthesis, facilitating its management
and interpretation.
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The Cronbach’s alpha assess internal consistency be-
tween variables of multiple scales?. Suggested values
range between 0.60 and 0.80 for exploratory studies,
guaranteeing the reliability of the used scales. The Cron-
bach’s alpha for the instrument presented 0.93 value
while the coefficients from the four dimensions were be-
tween 0.75 and 0.94, proving its reliability.

The presented constructs were already identified by
other studies about moral distress, firstly with nurses®
and after with other nursing professionals®. The referred
constructs can be understood in accordance with the fol-
lowing definitions.

Lack of competence of the working team is related to
nursing professionals’ insecurity about acting with other
professionals of the nursing and health teams and, also,
with support services, that does not inspire trust. Disre-
spect to the patient’s autonomy refers to the infraction
of the autonomy ethic principle, that stipulates individual
freedom to each person to determine their actions in ac-
cordance with their own choices, values and convictions®.
Insufficient working conditions is related to the work or-
ganization, associated with lack of material resources
and also, to work overload caused by insufficient human
resources?®. Therapeutic obstinacy constitutes the imple-
mentation of therapeutic measures recognized by nursing
professionals as futile and responsible for the prolonged
suffering of terminally ill patients™,

At last, the data analysis to obtain the results was per-
formed with descriptive statistics and analysis of variance
(ANOVA), identifying possible significant differences be-
tween respondent groups. The software Statistical Pack-
age for Social Sciences (SPSS) version 13.0 was used.

All ethical precepts of research involving human be-
ings were respected, and the project was submitted for
evaluation at the local Ethics in Research Committee, with
a favorable answer (Protocol n2 70/2010).

RESULTS

In relation to general characteristics of the study par-
ticipants, we highlight a sample constituted by 334 nurs-
ing professionals; from those 71 (21.3%) were nurses, 234
(70%) were nursing technicians and 29 (8.7%) were nursing
assistants; 289 (86.5%) were female and 39 (11.7%) were
male. Their age varied from 19 to 64 years, the mean value
was 33.6 years, and 184 (55%) subjects had the same or
lower age in comparison to the mean and 150 (45%) sub-
jects had superior age. Regarding the work place, 60 profes-
sionals were from H1, 183 from H2 and 91 from H3.

Regarding professional qualification, 65.5 and 73.5%
of nursing assistants and technicians respectively, did not
look for another course after their education; differently,
63.5% of nurses were updated with specialized courses
(40.8%) and master’s degree (19.7%).

Rev Esc Enferm USP
2014; 48(3):519-26
www.ee.usp.br/reeusp/



Descriptive analysis allowed the identification of
their perception about the moral distress experienced.
The four identified constructs were operationalized by

numerical values corresponding to arithmetic means
from individual questions composing each construct
(Table 1).

Table 1 - Means of intensity and frequency of moral distress experienced by different nursing professionals in accordance with situa-
tions represented in questions of a validated instrument — Rio Grande, RS, 2012

Means
Variables Intensity Freq
Geral
Assist Tech Nurse Geral
Lack of competence of the working team 4.05 2.47
q25 — To work with nursing technician/assistants lacking the necessary competence for
the needed condition of the patient. 4.1 3.93 4.46 4.06 243
q26 — To work with Medical or Nursing students lacking the necessary competence for
the needed condition of the patient. 438 3.89 437 4.04 233
q27 — To work with physicians lacking the necessary competence for the needed condi- 4.66 302 4.69 415 26
tion of the patient. ’ ’ ’ ’ ’
q28 — To work with support services physicians lacking the necessary competence for
the needed condition of the patient. 4.07 38 4.28 3.93 2.61
q29 — To work with nurses lacking competence to act. 4.17 3.93 4.27 4.02 2.25
q31 — To work with physicians lacking competence to act. 3.93 4.05 4.69 4.17 2.45
q32 —To work with support services lacking competence to act. 3.89 3.82 4.37 3.95 2.37
q33 —To work with Medical and Nursing students lacking competence to act. 4.07 4.02 4.53 4.13 2.5
Disrespect to the patient’s autonomy 3.47 1.81
q17 — To follow the medical order of not telling the truth to the patient, even when the 431 379 431 3.95 214
patient asks you the truth.
q21 — To consider the medical request of not arguing with the patient about his reani-
mation in case of heart failure. 3.52 3.18 3.76 3.34 L7
q22 — To consider the medical request of not arguing with the family about the pa- 3 319 387 332 1.69
tient’s reanimation in case of heart failure, when the patient is lacking discernment. ’ ' ’ ’
q23 — To consider the medical request about not talking about death with a dying 341 311 3.85 329 1.7
patient when he asks you about death. ’ ’ ’ ’ ’
Insufficient working conditions 3.65 2.45
q01 — To improvise when facing the lack of material in the patient’s care. 3.69 3.41 2.96 3.34 2.95
q06 — Not possess the needed materials to care for the patient. 3.66 3.58 3.72 3.61 2.48
q08 — Not possess the needed equipment for a patient urgency care. 4.41 3.7 4.45 3.92 2.26
q14 — The need to prioritize the patients to be cared of due to insufficient human 39 3381 4.45 395 230
resources.
ql5 —The need to delegate nursing care to the patient’s family due to insufficient hu- 345 332 386 344 295
man resources.
Therapeutic Obstinacy 3.6 2.31
q05 — To start intensive procedures to save a life, when you believe they will only 407 365 344 365 257
postpone death.
qll —To assist doctors who are doing procedures in patients after a non-satisfactory 434 357 354 363 208
cardiorespiratory recovery.
q12 — To execute medical prescriptions for the procedure of exams and treatments in 303 34 377 353 229

terminally ill patients.

When analyzing individual means of the composing
questions of each one of the four constructs, we observed
that the following questions presented the higher means:
in the construct lack of competence of the working team,
the question g31 — To work with physicians lacking com-
petence to act (4.17); in disrespect to the patient’s auton-
omy, the question gq17- to follow the medical order of not
telling the truth to the patient, even when the patient asks
you the truth (3.95); in insufficient working conditions, the
question q14 — the need to prioritize the patients to be
cared of due to insufficient human resources (3.95); and,
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in therapeutic obstinacy, the question q05 — To start inten-
sive procedures to save a life, when you believe they will
only postpone death (3.65).

On the other hand, regarding the frequency in which
the nursing professionals experienced moral distress,
we observed the means of situations that causes it vary-
ing from (1.69) in the question g22 — to consider the
medical request of not arguing with the family about the
patient’s reanimation in case of heart failure, when the
patient is lacking discernment, as the least frequent, un-
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til (2.95) in the question q01 — To improvise when facing
the lack of material in the patient’s care, as the most fre-
guent. We also noted that in relation to the constructs,
the higher frequency mean was in lack of competence in
the working team (2.47), followed by insufficient work-
ing conditions (2.45).

Through descriptive analysis, it was possible to verify
total means of each construct in accordance with different
categories of nursing professionals. We also conducted
an analysis of the total moral distress, in accordance with
the three professionals’ categories, considering the con-
structs formed in the factorial analysis (Table 2).

Table 2 - Total mean of moral distress experienced by nursing assistants, technicians and nurses in accordance with four proposed

constructs in the factorial analysis — Rio Grande, RS, 2012

Category
. Total - .
Variables n=334 Assistant Technician Nurse P
n=29 n=234 n=71
Lack of competence of the working team 4.05 4.16 3.92 4.45 0.02
Disrespect to the patient’s autonomy 3.47 3.56 3.31 3.93 0.02
Insufficient working conditions 3.65 3.82 3.56 3.89 0.16
Therapeutic obstinacy 3.6 4.11 3.54 3.58 0.17
Total moral distress 3.69 391 3.58 3.96 0.04

Regarding the four analyzed constructs, two present-
ed significant statistical difference (at a 5% level): lack of
competence of the working team (P= 0.02) and disrespect
to the patient’s autonomy (P= 0.02). From this data, we
perceived that nurses presented higher means of moral
distress in lack of competence of the working team (4.45)
and disrespect to the patient’s autonomy (3.93). We also
noted more elevated means for the nursing assistants in
all constructs in comparison with the means presented by
the nursing technicians.

For the constructs insufficient working conditions
and therapeutic obstinacy, it was not possible to find sig-
nificant statistical difference (at a 5% level) between the
analyzed groups. However, nurses also presented higher
means in insufficient working conditions (3.89), but in

therapeutic obstinacy they presented a 3.58 mean, while
the nursing assistants, 4.11. This difference can be associ-
ated to the nursing assistance everyday presence with the
patient to perform direct care, seeing their pain and suf-
fering closer in situations without possible cure.

Regarding the analysis of total moral distress, we also
found significant statistical difference (P= 0.04), making it
possible to affirm that nurses and nursing assistants have
a higher perception of experienced moral distress than
nursing technicians.

Still, aiming to analyze the existence of possible mean dif-
ferences for the four constructs in relation to moral distress,
different variance analysis (ANOVA) were conducted, consid-
ering subject’s particularities, as presented in Table 3.

Table 3 - Relationship between the perception of moral distress in nursing professionals in accordance with identified constructs, cha-

racteristics of subjects and work — Rio Grande, RS, 2012

Lack of con}petence of the Di.sres’pect to the Insufﬁciel}t.working Thera.peutic Total moral distress
working team patient’s autonomy conditions obstinacy
Variables N M P M P M P M P M P

Institution

H1 60 4.85 0.000* 3.88 0.000* 437 0.000* 4.02 0.000* 4.28 0.000*
H2 183 3.96 3.71 3.69 3.74 3.78

H3 91 3.71 2.72 3.1 3.02 3.14
Time to finish education

> 5 years 108 431 0.018* 3.52 0.534 3.95 0.002* 3.77 0.118 3.89 0.025%*
<5 years 211 3.92 3.4 3.48 3.47 3.57
Permanent education

Yes 181 3.96 0.063 3.44 0.096 3.59 0.372 3.61 0.065 3.65 0.049%*
No 54 4.46 3.87 3.88 3.96 4.04

I don’t know 97 3.98 3.27 3.64 3.34 3.56
Meetings

Yes 146 4.06 0.978 3.42 0.608 3.52 0.106 3.39 0.032%* 3.6 0.192
No 187 4.05 3.51 3.76 3.77 3.77
Continued...
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...Continuation

Lack of con}petence of the Di.sres,pect to the Insufﬁciel}t.working Thera‘peutic Total moral distress
working team patient’s autonomy conditions obstinacy
Variables N M P M P M P M P M P

Institution dialogue

Yes 122 3.96 0.157 3.39 0.6 3.35 0.007* 3.41 0.221 3.53 0.161
No 72 3.87 3.63 3.86 3.77 3.78

Sometimes 140 4.23 3.46 3.81 3.67 3.79
Management dialogue

Yes 192 4.04 0.975 3.48 0.382 35 0.047%* 3.48 0.111 3.63 0.266
No 42 4.08 3.75 3.97 4.03 3.96

Sometimes 100 4.07 3.33 3.81 3.64 3.71

Note: (*) Statistical difference at a 5% level.

In the relationship between the constructs, the person-
al and labor characteristics from nursing professionals, we
identified few items with a significant statistical difference
at a 5% level that influences the perception of moral dis-
tress. Within them, the institution where they work, that
is, workers from H1 presented higher perception of moral
distress, with a 4.28 mean of total moral distress, followed
by workers from H2 with a 3.78 mean and H3, with 3.14.

Regarding the time to conclude their education in
Nursing, we noted that workers with more time after
graduation, that is, more than five years, presented higher
perception of experience of moral distress in the con-
structs lack of competence of the working team (4.31),
insufficient working conditions (3.95) and the analysis of
total moral distress (3.89).

About actions towards permanent education in the in-
stitution, workers that affirmed to not have this type of
activity in their workplace presented higher perception in
of total moral distress (4.04).

The workers who affirmed to not have meetings within
the working team presented higher perception of moral
distress associated to therapeutic obstinacy (3.77). Lastly,
we found nursing workers who perceived as not having
dialogue with the institution and managers presenting
higher moral distress related to insufficient working condi-
tions, with means of (3.86) and (3.97), respectively.

DISCUSSION

From the data analysis, four constructs were defined
and those are related to experiences of moral distress
from nursing professionals, within them: lack of compe-
tence of the working team (4.05); disrespect to the pa-
tient’s autonomy (3.47); insufficient working conditions
(3.65); and therapeutic obstinacy (3.60). Lastly, a total
moral distress analysis calculated from the four defined
constructs means presented a 3.69 value.

Identified constructs in this case were also estab-
lished in other studies about perception of moral distress
in nursing. In a sample of 124 nurses in the South of Rio
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Grande do Sul, the following dimensions were identified:
lack of competence of the working team, therapeutic ob-
stinacy, disrespect to the patient’s autonomy, with 4.55,
3.60 and 3.57 means respectively®. In another sample of
247 nursing professionals, including different nursing pro-
fessional categories, they also identified the dimensions
lack of competence of the working team, disrespect to the
patient’s autonomy and insufficient working conditions;
again, the first with the highest mean, that is, 4.36®). Thus,
in those samples, other different constructs were seen,
within them: denial of the nurse/nursing role as advocate
of the patient*® and denial of the nursing as advocate of
the terminally ill patient®).

Considering the questions presenting higher means
in each construct, as shown in Table 1, we perceive the
experience of moral suffering in the four constructs identi-
fied in this research to be articulated with the difficulty
of nursing professionals to exercise power, to cope and
facing who represents power in the working environment
micro spaces, that is, difficulty to establish points of resis-
tance in power relations, which can, as referred, compro-
mise their moral integrity™®),

This question can be influenced by disciplinary forma-
tion, which increases in strength of the body in economi-
cal and utility terms, but diminishes in political terms by
obedience and passivity'?, inducing to its own mortifica-
tion by the production of individuals with diminished ca-
pacities to revolt, resist and fight, making them become
politically docile™*®, besides more involved questions. This
way, it is necessary for multiple relations of power in the
working environment to consider it in a manner to favor
personal freedom and a moral posture in agreement with
the practice to be performed®®.

Considering all other presented results, we infer that
nurses presents higher perception of total moral dis-
tress that can be associated in its different education/
formation, regarding the number of hours spent during
undergraduate nursing education. Comparing to other
categories of nursing, they seem to receive more empha-
sis during its construction as workers who privilege a ho-
listic humanitarian model, contextualized in caring, with
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development of critical, reflexive, creative and ethical
abilities for professional practice™*®, which possibly con-
tribute to identify moral problems; in contradiction, but
seems to present difficulties to perform confronting that
they can recognize as needed to assure coherent actions
with their moral values. Thus, the major moral distress be-
tween nurses can also be associated to their conscience
of not corresponding to what could be their roles in front
of the other nursing workers, as they have a coordinating
posture in the nursing team, what implicates a leadership
role and a possible model/reference to their team.

Regarding the time after their education conclusion
in the nursing field, the graduated workers of five years
or more presented higher perception of total moral dis-
tress, and related to lack of competence of the working
team and insufficient working conditions. More time after
conclusion of the course associated with a higher percep-
tion of moral distress experience can be related to more
maturity and professional experience that allows to prob-
lematize and analyze more critically the experiences in the
working context, identifying the most correct actions, but
without being able to implement those, possibly due to
the difficulties regarding the confrontations that would be
needed, which intensifies their perception of compromise
of their moral agency.

Regarding the activities of permanent education,
those can be considered as an essential strategy to form
and develop health professionals, acting in the perspec-
tive to qualify the offered services”). This way, profession-
als aware of permanent education actions in their institu-
tions and, probably participating in those, present lower
perception of moral distress due to the higher probability
of reflection, sharing and discussing conflicting questions
and dilemmas with their work colleagues.

Some ways of communication experienced in working
environments were also assessed, as meetings within the
team and the perception of dialogue with the institution,
managers and team. It was found that workers who re-
port to not attend to meetings, experience higher moral
distress related to therapeutic obstinacy, as well as those
who do not have the possibility of dialogue with managers
and institutions that also experience higher moral distress
related to insufficient working conditions.

Thus, to maintain an adequate and capable environ-
ment for a nursing care with quality, it is needed the
existence of relationships and spaces that allow the
problematization and the manifestation of experienced
difficulties, preferably a permanent dialogue with manag-
ers and administrations, especially those referred to hu-
man resources and needed materials.

Considering those results, in a sense of diminish the
moral distress experienced by nursing professionals, iden-
tified strategies in the literature can be cited, regarding
ethical education through formation and strengthening of
ethic commissions and permanent education programs;

Nurses, nursing technicians and assistants:
who experiences more moral distress?
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Silveira RS

improvements in communication, and improvement in or-
ganizational questions, with more participation of nursing
professionals in the creation of institutional policies, as in a
better distribution of human resources and materials®*&9,

In relation to communication strategies, those appear
as an option to decrease moral distress, the opportunities
that nursing professionals have to consult their colleagues
and debate about situations that cause anguish. In a daily
practice, the moral questions are not sufficiently contem-
plated and discussed many times, but it is emphasized that
workers and institutions should find ways to create this
moral debate, in favor of their professional self-esteem®,
Other sources of support and coping moral distress, besides
the work in team and sharing anguish with their peers, it
is related to the institutional management strengthening,
which can favor dialogue, autonomy and decision making,
establishing an ethic committee to defend the quality of
care and workers, and class organizations assisting the pre-
vention of moral distress through the advocacy for better
work conditions, respect to the worker’s rights and oppor-
tunities for professional growth®Y,

At last, with these strategies, the favor of the nursing
worker’s conduct can exist as the defenders of the pa-
tients’ rights®?, because prepared and strong, they can
promote discussions and possibilities to cope with conflict
situations in the daily practice of nursing, contributing,
consequently, for the decrease of moral distress&1924),

CONCLUSION

This study aimed to explore the perception of moral
distress experienced by nursing professionals in different
institutions. Firstly, we identified as source of moral dis-
tress, the following formed constructs: lack of competence
of the working team, disrespect to the patient’s autonomy,
insufficient working conditions and therapeutic obstinacy.
In the same way, we tried to look for the relationships of
those items with their work environment characteristics.

Resulting from the analysis of means from the ques-
tions composing each construct, we considered that
constructs and questions with more elevated means for
moral distress seem to be related to their difficulties to ex-
ercise power and resistance in their working environment,
contributing for its mortification and denial of themselves
when facing the apparent acceptance of conditions, even
inadequate ones, in which they act.

We noticed that within professional categories, nurses
are those with higher moral distress, followed by nursing
assistants and, after, by the nursing technicians. Regarding
the personal and the work environmental characteristics,
we found moral distress seem to be more manifested in
situations and environments in which meetings are not
done within the working team, and there are few possi-
bilities of dialogue with the managers and the institution;
in the same way, in places where there is no actions of
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permanent education. Thus, the experience of moral dis-
tress, especially, in the working environment organization,
which does not propitiate spaces for discussions, prob-
lematization, reflection and appreciation of experiences in
everyday situations of work that can demand coping from
the workers continually.
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