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The relationship between moral distress, s
ethical climate, and attitudes towards care of a
dying neonate among NICU nurses

Zeinab Rezaei', Monirsadat Nematollahi? and Neda Asadi®’

Abstract

Background Nurses working in neonatal intensive care units play a crucial role in providing care to critically ill

or premature neonates. However, is not without its challenges, particularly when it comes to making difficult
ethical decisions about end-of-life care. In some cases, neonates do not survive despite the best efforts of medical
professionals. The present study aimed to investigate the relationship between moral distress, ethical climate, and
attitudes towards end-of-life care among nurses working in neonatal intensive care units.

Methods This is a descriptive-analytical cross-sectional study (May 21, 2021).The research population included

126 nurses working in neonatal intensive care units in Kerman province (Kerman, Jiroft, Bam, and Rafsanjan). Data
collection tools included four questionnaires: demographic information, the Frommelt Attitudes towards Care of the
Dying (FATCOD), the Hospital Ethical Climate Survey, and the Moral Distress Scale. SPSS22 was used to analyze the
data.

Results The results revealed that the mean frequency and intensity of moral distress were 4442 +17.67 and
49.45+17.11, respectively. The mean ethical climate was 92.21+17.52 and the FATCOD was 89.75+9.08, indicating
NICU nurses'positive perceptions of ethical climate and their favorable attitudes towards EOL care, respectively. The
results showed a direct and significant relationship between ethical climate and the FATCOD (P=0.003, r=0.26).

Discussion \We suggest policymakers and managers design strategies for better ethical climate in hospitals and
reduction of moral distress among nurses.
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Introduction

Many neonates need admissions to neonatal intensive
care units (NICU) for various reasons [1], but not all of
them survive, and some require end-of-life)EOL) care
[2]. According to UNICEEF, 2.4 million neonates died in
2019 (6,700 neonatal deaths every day). Shockingly, one-
third of these deaths occurred on the day after birth, and
three-quarters occurred within the first week after birth
[3]. Therefore, EOL care is an integral part of nursing
care in NICUs that provides comfort, dignity, and neces-
sary support for neonates and their families [4].

EOL care is a crucial aspect of palliative care that pro-
vides comfort, dignity, and support for both neonates and
their families [5]. Despite the fact that about two-thirds
of neonatal deaths occur in the NICU [6], infants receive
less EOL care than adults [7]. This is partly due to the
fragmented and inconsistent use of palliative care in clin-
ical settings, where protocols and therapeutic measures
are often prioritized over compassionate EOL care [8].

One of the most essential components of EOL care for
neonates is assessing and addressing distressing symp-
toms. There is limited evidence to guide neonatal EOL
symptom management and therefore significant vari-
ety in treatment. EOL neonatal palliative care should
include identifying and relieving distressing symptoms.
Symptoms to manage at neonatal EOL may include pain
using both non-pharmacologic and pharmacologic com-
fort measures, respiratory distress, secretions, agitation
and neurologic symptoms, nutrition and gastrointestinal
distress, and skin care. Also of equal importance is com-
munication surrounding familial existential distress and
psychosocial care. Institutions should implement a guide-
line for neonatal EOL care as guidelines have been shown
to decrease variability of interventions and increase use
of pharmacologic symptom management [9].

As the main members of the healthcare team, nurses
play a crucial role in providing EOL care to neonates in
NICUs. They rely on a combination of knowledge, atti-
tudes, beliefs, and experiences to provide compassionate
and ethical care to their patients [10, 11]. Some NICU
nurses believe that prolonged EOL care may actually
increase neonatal suffering, and they may view unneces-
sary painful procedures and laboratory tests as tortures
[7]. These beliefs can cause significant moral distress for
nurses, who may feel that they are unable to act in accor-
dance with their ethical values.

EOL care for dying neonates can affect moral distress
of the nurses [8]. Moral distress is not the same as dis-
comfort with a medical procedure to which a healthcare
professional may be morally opposed such as sex reas-
signment surgery or abortion. Rather, moral distress
occurs when professionals feel that they are unable to
act in accordance with their ethical values (e.g. Avoid-
ing inappropriate treatment, minimizing unnecessary
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suffering, telling the truth) [12]. Studies have shown that
NICU nurses experience more moral distress during EOL
care than nurses in other wards [10].

Some studies indicated an inverse relationship between
moral distress and ethical climate. Ethical climate refers
to the perceptions of the work environment related
to the management of moral issues and communica-
tion between healthcare professionals [13, 14]. Nurses’
perception of ethical climate is an important factor in
determining moral distress [15]. Given the complex rela-
tionship between ethical issues and EOL care, it is essen-
tial to explore the relationship between moral distress,
ethical climate, and attitudes towards EOL care among
NICU nurses.

Methods

Study design and setting

This is a descriptive-analytical cross-sectional study
(May-July 2021). The research population consisted of
130 nurses working in the NICUs of Kerman province,
indicating the cities of Kerman, Jiroft, Bam, and Raf-
sanjan. Inclusion criterion was participants’ bachelor’s
degree in nursing. The exclusion criterion was failure to
respond to more than 10% of the questions.

Sample size and sampling

Due to the limitation of the statistical population, the
research sample was equivalent to the research popula-
tion. The sample size of the study was based on the cen-
sus of nurses working in the NICUs of hospitals affiliated
to Kerman University of Medical Sciences. A total of
130 nurses working in these departments were willing
to participate in the study, and the questionnaires were
distributed among them. Out of this number, four ques-
tionnaires were removed because more than 10% of the
questions were unanswered, leaving 126 questionnaires
for analysis.

Instrument

Data were collected using four questionnaires, includ-
ing socio-demographic form, the Moral Distress Scale,
the Hospital Ethical Climate and Frommelt Attitudes
towards Care of the Dying (FATCOD).

Socio-demographic form this form includes gender,
age, marital status, educational level, type of employment,
work experience, NICU working experience, monthly
income, receiving education about EOL care and history
of caring for a dying infant.

Moral Distress Scale (MDS) This questionnaire was
originally developed by Corley et al. [16] and used in many
domestic and foreign studies. In Iran, Joolaee et al. made
changes to the questionnaire in 2013 to reflect the condi-
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tions of providing services in Iran and to address the exist-
ing problems in Iranian hospitals. The adapted version
was validated for content and reliability, with a Cronbach’s
alpha of 0.86 [16]. The questionnaires were completed by
15 participants twice with a 2-week interval. To determine
internal consistency, Cronbach’s alpha coefficients were
found to be 0.87. MDS contains 24 items, each relating to
a particular situation in hospital care. This scale examines
nurses’s understanding of two aspects: “severity of moral
distress” and “frequency of stressful situations faced by
the individual” In this scale, the nurses specify how fre-
quently they face stressful situations that may cause moral
distress in them. It also assesses how intense each of these
stressful situations is. This tool has two 5-point Likert
scales: one for frequency of moral distress (from never=0
to very much=4) and the other for severity of moral dis-
tress (from causing no distress=0 to causing severe dis-
tress=4), with score range from 0 to 96. Higher scores
indicate higher intensity and frequency of moral distress.
The division of intensity and frequency of moral tension
in this questionnaire is as follows: 0-31 indicates low
intensity or frequency of moral tension, 32—64 indicates
moderate intensity or frequency of moral tension, and
65—96 means high intensity or frequency of tension [17].

Hospital ethical climate survey The second part of
the study used Olson’s Ethical Climate Scale, which was
originally designed by Olson in 1995 to measure hospital
ethical climate. Olson determined the validity of the ques-
tionnaire using content validity index (CVI) at 87% and its
reliability at 91% using Cronbach’s alpha [18]. This scale
was later translated and used in a study by Hariri et al. in
2011 [19], where its content validity index and reliability
were measured using internal consistency and test-retest
methods (content validity was 0.89). In the present study,
the translated tool from Hariri’s study was used. This scale
consists of 26 items scored on a five-point scale, rang-
ing from almost never [1] to almost always [5]. The score
of each questionnaire ranges between 26 and 130, with
higher scores indicating more positive ethical climates.
This questionnaire contains five factors that evaluate
nurses’ perceptions of their colleagues (questions 1, 10,
18and 23), patients (questions 2, 6, 11 and 19), managers
(questions 3, 7, 12, 15, 20 and 24), hospital (questions 4, 8,
13, 16, 21 and 25), and physicians (questions 5, 9, 14, 17,
22 and 26).

Frommelt Attitudes towards Care of the dying (FAT-
COD) The questionnaire was designed by Frommelt et al.
in 1991 [20] and can be used for patients in the final stages
of any age and consists of 30 items. Fifteen of these items
are expressed positively [1-2-4-10-12-16-18-19-20—
21-22-23-24-25-29] and relate to nurses’ attitudes
towards the role of the family in the care of dying patients.
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The other 15 items are expressed negatively [3, 5, 6,7, 8,9,
11,13, 14, 15, 17, 26, 27, 28 and 30] and relate to the fears
and stresses of nurses in caring for dying patients.

To organize the scores of the questionnaire, a Likert scale
is used, with responses ranging from I strongly disagree
to I strongly agree. For positive questions, a score of five
is assigned to I strongly disagree, while for negative ques-
tions, scoring is done in reverse. Therefore, the range
of scores is between 30 and 150 [21]. The validity and
reliability of this questionnaire have been investigated
and confirmed in previous studies [20]. Frommelt et al.
reported a Cronbach’s alpha of 0.76, which indicated an
acceptable level of reliability [22].

Data collection and ethical consideration

In the present study, the target population consisted of
NICU nurses in educational hospitals of Kerman prov-
ince. After obtaining the IRB approval from the ethics
committee of Kerman University of Medical Sciences (IR.
KMU.REC.1400.349), the researcher referred to the edu-
cational hospitals, and explained participants the study
purpose and method. The researchers visited the relevant
centers to collect data during all three shifts of morn-
ing, evening, and night. The questionnaires were pro-
vided to the nurses when the workload of the ward was
less and they were asked to complete them carefully. The
researcher went to the hospital the next day to collect the
completed questionnaires. Samples were assured that
their responses would remain confidential.

Data analysis

SPSS 22 was used to analyze the data. The data were
described using descriptive statistics (frequency, percent-
age, mean, and standard deviation). As the main vari-
ables of the study had normal distribution, the Pearson
Correlation Coefficient was used to assess the correlation
between moral distress, ethical climate, and the FAT-
COD. The demographic information of the research sam-
ples was analyzed using independent t-test and ANOVA.
The significance level of 0.05 was used.

Results
The study analyzed 126 questionnaires and showed that
the mean age of the nurses was 32.21+6.89, and their
work experience was 7.57£5.57 years. Most of the nurses
were married (78.6%), had a bachelor’s degree (90.5%),
were hired nurses or contract recruiters, had unfixed
shifts (95.2%), and had income above 5 million Tomans
(89.7%). The majority of the nurses did not participate in
EOL care courses (65.1%), and experienced caring for a
dying neonate (91.3%).

The mean frequency and intensity of moral distress
were 44.421+17.67 and 49.45+17.11, respectively, indicat-
ing moderate frequency and intensity of moral distress
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Table 1 Mean and standard deviation of moral distress, ethical
climate, and FATCOD in the NICU nurses

Variable Mean+SD

Frequency of moral distress 4442+17.67
Intensity of moral distress 4945+17.11
Ethical climate 92.21+17.52
FATCOD 98.75+9.08

Table 2 The relationship between moral distress and FATCOD in
the NICU nurses

FATCOD Correlation P-val-
coefficient ue*
Frequency of moral distress 0.12 0.190
Intensity of moral distress 0.16 0.079
Ethical climate 0.26 0.003

among the NICU nurses. The mean ethical climate score
was 92.21+17.52, indicating the positive ethical climate
prevailing in the NICUs and the mean FATCOD score
was 89.7519.08, indicating favorable attitude towards
EOL care (Table 1).

The results showed a direct and significant relation-
ship between ethical climate and the FATCOD, mean-
ing that the more positive the ethical climate, the more
positive the nurses’ attitudes towards neonatal EOL care
(P=0.003, r=0.26) (Table 2).

Table 3 presents a significant and inverse relationship
between the intensity of moral distress and the ethical
climate. This suggests that as the intensity of moral dis-
tress increases, the ethical climate becomes less favorable
(r=-0.19), (p=0.03). In addition, the study found a signifi-
cant and inverse relationship between moral distress and
ethical climate in colleagues (p=0.02), patients (p=0.01)
and nurse managers (p=0.01). The intensity of moral dis-
tress in colleagues (r=-0.20), patients (r=-0.22), and nurse
managers (r=-0.21) decreased.

Table 4 indicated a significant difference in nurses’
moral distress based on their education level, so nurses
with master’s degree experienced more moral distress
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than nurses with bachelor’s degree (P=0.005). We found
a significant difference in the mean ethical climate based
on employment status, monthly income, and partici-
pation in EOL care courses (P>0.05), so hired nurses
reported a more favorable ethical climate. Nurses whose
incomes were more than 5 million Tomans per month,
as well as those who participated in EOL care courses
reported a more positive ethical climate.

Discussion

The present study aimed to investigate the relationship
between moral distress, ethical climate and attitudes
towards care of a dying among NICU nurses. The study
results showed that the intensity and frequency of moral
distress among the NICU nurses were moderate.

These results are consistent with previous studies con-
ducted in Iran by Bayat et al. (2019), which also reported
moderate levels of moral distress among nurses in
selected hospitals in Isfahan and Tehran [23]. However,
the results of the present study differ from the findings of
other studies, such as those conducted by Habibzadeh et
al. (2020) and Wenwen et al. (2018), which reported low
levels of moral distress among nurses in intensive care
units [24, 25]. This difference in results may be due to dif-
ferences in research populations and the tools used.

Moral distress is a complex phenomenon that can
result from various factors in healthcare settings. In
intensive care settings, factors such as understaffing, the
need for timeliness and efficiency [29], and situations
involving perceived futile care or differing perspectives
on EOL decisions can increase the risk of moral distress
among healthcare providers [26]. Structural aspects of
the NICU, including the lack of a continuous care team,
poor communication, and staff shortages can also con-
tribute to moral distress among nurses. These factors
can lead to the perception of substandard care being pro-
vided [27]. Additionally, diversity in the views and values
of providers within an organization can lead to reports
of greater ethical climate [28]. When providers on a care

Table 3 The relationship between moral distress and ethical climate in the NICU nurses

Variable Correlation coefficient P-value*
The number of times faced with moral tension Ethical climate of colleagues -0.17 0.06
The intensity of moral distress -0.20 0.02
The number of times faced with moral tension Ethical climate -0.07 046
The intensity of moral distress doctors -0.07 043
The number of times faced with moral tension Ethical climate doctors -0.13 0.18
The intensity of moral distress -0.13 0.14
The number of times faced with moral tension Ethical climate patients -0.04 0.68
The intensity of moral distress -0.22 0.01
The number of times faced with moral tension Ethical climate nurse managers -0.05 0.56
The intensity of moral distress -0.21 0.01
The number of times faced with moral tension Total ethical climate -0.10 0.24
The intensity of moral distress -0.19 0.03
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Table 4 The relationship between the demographic variables, moral distress, ethical climate, and FATCOD among the NICU nurses

Variable Group Mean +SD of Statistic test, Mean +SD of Statistic test, Mean +SD of Statistic
moral distress P-value ethical climate P value FATCOD test, p
value
Marital status Single 4648+17.64 T=-101 97.07+16.98 T=164 9041+866 T=042
Married 50.26+16.97 P=0311 90.88+17.51 P=0.104 89.58+9.23 P=0675
Education level Bachelor’s degree 48.07+16.34 T=-2.86 91.92+18.05 T=-056 89.57+9.30 T=-066
Master’s degree 62.50+1948 P=0.005 9292+1145 P=0575 91414671 P=0.507
Employment Hired 50.85+17.32 T=140 104.43+1548 F=6.44 88.46+9.58 F=1.27
Contract recruiter* 5395+18.14 P=0.245 87.77 1440 P<0.001 89.77+7.02 P=0.286
Position Nurse 490441731 T=-070 923741763 T=067 89.76+9.18 T=008
Head nurse 5395+18.14 P=0487 8533+1234 P=0494 89.33+3.79 P=0936
Type of shift Unfixed 4904+17.14 T=-121 9247+17.39 T=074 89.86+9.23 T=062
Fixed 57.67+1564 P=0.230 87.00+21.09 P=0458 87.50+531 P=0.536
Income <5 million Tomans 426141212 T=-153 105.92+1893 T=3.08 88.77+8.80 T=-041
>5 million Tomans 50.23+1747 P=0.129 9063+1373 P=0.003 89.87+9.15 P=0.682
Participation in Yes 51.84+18.66 T=1.15 96.57 1854 T=207 90.81+6.18 T=0.96
EOLcare courses No 481741619 P=0253 89.87+16.59 P=0.040 89.18+10.30 P=0338
Experience of Yes 49.63+17.29 T=0.39 91.74+17.78 T=174 89.84+17.29 T=0.36
caringforadying  No 475441578 P=0.701 97.09+14.29 P=0335 8881+15.78 P=0722
neonate

* A contract RN is someone who completes all the duties and responsibilities of a nurse but is contracted for a temporary amount of time

team have different values and moral compasses, it is
more likely that some team members will feel moral con-
straint and subsequently moral distress based on the care
provided [29].

The present study found a positive ethical climate and
a favorable attitude towards EOL care. Cerit and Ozveren
(2019) reported a moderate level of moral distress and
attitude towards ethical climate in Turkish nurses, so
a suitable ethical climate significantly reduced moral
distress of the nurses [30]. However, the findings of the
present study differ from the results of Constantina et
al’s (2019) study, which showed that nurses had a poor
understanding of ethical climate [34]. This difference in
results may be due to several factors, including differ-
ences in the geographical and working conditions of the
nurses in the two studies. A poor ethical climate can
exacerbate issues such as moral distress, inadequate or
futile care, and failed or inadequate support from others,
and may create false hope for patients and their families
[23].

Khanjari (2018) supported our results and found a pos-
itive attitude towards EOL care among nurses. Abate et
al. (2018) and Lancester et al. (2017) also indicated the
positive attitude of nurses towards EOL care [31, 32]. Shi
et al. (2019) showed that community health care provid-
ers had a positive attitude towards EOL care, but lacked
professional and systematic knowledge and skills in car-
ing for EOL patients [33]. In addition, previous research
has shown that patients receiving primary palliative care
have longer survival and a better prognosis compared to
patients receiving standard care [34—36]. These findings
emphasize the importance of EOL care and the need to

strengthen the knowledge and skills of healthcare provid-
ers in this area.

The results showed a direct and significant relationship
between ethical climate and the FATCOD, indicating
that a more positive ethical climate was associated with a
more positive attitude towards neonatal EOL care among
NICU nurses. These findings are consistent with previous
research in this area. Chessa and Moreno (2019) indi-
cated that ethical climate had a significant impact on the
quality of EOL care [37] another study found a significant
relationship between ethical climate and EOL palliative
care [38]. Which is in line with the results of the pres-
ent study, However, the findings of the present study dif-
fer from the results of Lokker et al’s (2018) study, which
indicated that nurses experienced an unfavorable ethical
climate when providing palliative care and reported a sig-
nificant negative correlation between ethical climate and
EOL care of the dying neonates [39]. Researchers con-
cluded that poor EOL care could increase adverse ethi-
cal climate [40]. These contradictory results highlight the
complexity of ethical issues in EOL care and the effect of
several factors on them; Kadivar et al. (2014) considered
the ethical issues related to EOL care as one of the most
important challenges in NICUs [41].

The study results showed a significant and inverse
relationship between the intensity of moral distress and
ethical climate. The findings of various studies on nurses
working in different clinical environments showed that a
favorable ethical climate reduced moral distress [42]. For
example, Yujeong et al. (2019) showed that ethical climate
had a negative correlation with moral distress in clinical
nurses working in the neonatal intensive care unit [43],
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while Fazl Jo et al. (2017) showed a direct negative rela-
tionship between the severity of perceived moral distress
and the ethical climate in nurses [44]. Several studies
have found that a positive ethical climate and coopera-
tive work environments can reduce moral distress [45,
46]. However, a study by Asgari et al. (2019) contradicts
the results of the present study, showing no relationship
between ethical climate and the frequency and severity
of moral distress among operating room staff [47]. One
possible reason for this difference in the results is that
special care departments are more sensitive than other
departments due to the hospitalization of patients with
acute and special conditions. Nurses working in these
departments may experience higher levels of moral stress
and may require a work environment that is more closely
aligned with ethical behavior.

We also investigated the relationship between ethical
climate, moral distress, attitude towards EOL care, and
demographic variables among NICU nurses and found
that nurses with master’s degrees experienced more
moral distress. Another research supported our results
and indicated that there was no high quality training to
prevent moral distress in nurses [48]. Atashzadeh-Shoori-
deh et al. (2021) found that people’s technical knowledge
was insufficient to prevent moral distress and that ethics
education was necessary for curricular development [49].
Hough (2008) pointed out that insufficient ethics train-
ing left nurses confused and unable to make useful deci-
sions [50]. Mendel (2014) studied strategies to reduce the
moral distress of NICU nurses in American hospitals and
concluded that improving palliative services could reduce
the moral distress of nurses when dealing with neonatal
EOL care. In Iran, the undergraduate nursing curriculum
only includes 2—4 h of theory about death and its moral
issues. Therefore, the educational program in academic
centers should be improved to increase nurses’ attitudes
towards EOL care.

Hired nurses in this study reported a more favorable
ethical climate compared to contract recruiters. Zhang
et al. (2019) similarly found a significant relationship
between ethical climate and employment status, with
contract recruiters reporting a less favorable ethical cli-
mate than hired nurses. It is noteworthy that hired nurses
receive the same salary and benefits as contract recruit-
ers, but they have higher job security, which may contrib-
ute to their better perception of the ethical climate [51].

Monthly income and participation in EOL care courses
were among the factors that had an impact on nurses’
positive perception of the ethical climate. To explain the
relationship between the ethical climate and income,
we must consider various factors affecting the ethical
climate. Joolaee et al. (2011) showed that job satisfac-
tion could positively improve the ethical climate and
that the income level was one of the factors affecting job
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satisfaction [16]. Therefore, we found a direct relation-
ship between nurses’ income level and their perception of
the ethical climate. Hasani et al. (2017) indicated a direct
and significant relationship between ethical climate and
job satisfaction among nurses at Imam Khomeini hos-
pital in Urmia [52]. Shafiei et al. (2018) also confirmed
these results. In general, the studies indicated that the
best predictor of people’s job satisfaction depended on
their perceptions of the paid benefits and compensations
relative to their individual merit (53).

According to the study results, participation in EOL
care courses could affect nurses’ positive perception of
the ethical climate. Zhang et al. (2019) supported this
finding and indicated that nurses who participated in
EOL care courses had a better perception of the ethi-
cal climate [51]. These results can be due to professional
views individuals acquire through specialized train-
ing, which can change their expectations. Researchers
revealed that perception of the values and ethics govern-
ing the work environment had a significant relationship
with training [52].

Limitation

This study had limitations. Among other things, some
research units showed insufficient cooperation or non-
cooperation in answering questionnaire questions due
to boredom or busy work. Another limitation was the
impossibility of face-to-face sampling in the cities, which
made the sampling process difficult. In addition, the
limited research community is another limitation of the
present study. Therefore, there is a need to conduct more
and deeper studies such as qualitative methods with a
larger sample size on other nurses working in intensive
care units.

Conclusion

This study highlights the close relationship between
moral distress, ethical climate, and attitudes towards
EOL care among NICU nurses. It is clear that developing
strategies to reduce the intensity and frequency of moral
distress is one of the important issues in this department.
The results of the present study showed the importance
of creating a positive moral atmosphere to reduce moral
distress in nurses and thus provide better EOL care for
infants. We suggest that policymakers and managers
develop strategies to improve the ethical climate in hos-
pitals and reduce moral distress among nurses, so that
they can establish a compassionate communication with
families, reduce their moral distress, and provide quality
EOL care for neonates.
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