OBSERVATIONAL STUDY

Moral Orientation, Moral Decision-Making, and
Moral Distress Among Critical Care Physicians:

A Qualitative Study

IMPORTANCE: Moral distress is common among critical care physicians and
can impact negatively healthcare individuals and institutions. Better understanding
inter-individual variability in moral distress is needed to inform future wellness
interventions.

OBIJECTIVES: To explore when and how critical care physicians experience
moral distress in the workplace and its consequences, how physicians’ profes-
sional interactions with colleagues affected their perceived level of moral distress,
and in which circumstances professional rewards were experienced and miti-
gated moral distress.

DESIGN: Interview-based qualitative study using inductive thematic analysis.

SETTING AND PARTICIPANTS: Twenty critical care physicians practicing in
Canadian ICUs who expressed interest in participating in a semi-structured in-
terview after completion of a national, cross-sectional survey of moral distress in
ICU physicians.

RESULTS: Study participants described different ways to perceive and re-
solve morally challenging clinical situations, which were grouped into four clinical
moral orientations: virtuous, resigned, deferring, and empathic. Moral orientations
resulted from unique combinations of strength of personal moral beliefs and per-
ceived power over moral clinical decision-making, which led to different rationales
for moral decision-making. Study findings illustrate how sociocultural, legal, and
clinical contexts influenced individual physicians’ moral orientation and how moral
orientation altered perceived moral distress and moral satisfaction. The degree of
dissonance between individual moral orientations within care team determined, in
part, the quantity of “negative judgments” and/or “social support” that physicians
obtained from their colleagues. The levels of moral distress, moral satisfaction, so-
cial judgment, and social support ultimately affected the type and severity of the
negative consequences experienced by ICU physicians.

CONCLUSIONS AND RELEVANCE: An expanded understanding of moral ori-
entations provides an additional tool to address the problem of moral distress in
the critical care setting. Diversity in moral orientations may explain, in part, the
variability in moral distress levels among clinicians and likely contributes to inter-
personal conflicts in the ICU setting. Additional investigations on different moral
orientations in various clinical environments are much needed to inform the design
of effective systemic and institutional interventions that address healthcare pro-
fessionals’ moral distress and mitigate its negative consequences.

KEY WORDS: decision making; ethics; job satisfaction; morals; professionalism;
psychological distress

oral distress is experienced by healthcare professionals who are un-
able, because of internal or external constraints, to act according
to their own moral choices and professional integrity (1-3). Moral
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Question: How Canadian critical care physicians
experience and respond to morally challenging
clinical situations?

Findings: Physicians’ moral orientation or pre-
ferred approach to morally challenging clinical
situations is a key mediator of moral wellbeing in
critical care environments. Moral orientations (in-
cluding the virtuous, resigned, deferring, and em-
pathic types) vary among individuals, contexts,
and over time and impact team interactions in
positive or negative ways.

Meanings: Diversity in moral orientations may ex-
plain, in part, the variability in moral distress levels
among clinicians and likely contributes to interper-
sonal conflicts in the ICU setting.

. J

distress is a rampant problem that has been further
exacerbated by the COVID-19 pandemic (4-6). First
described by Jameton (1) in 1984, moral distress has
since been the object of considerable theoretical and
empirical research (7, 8). Moral distress is associated
with, but also distinct from, other negative indica-
tors of wellness among healthcare professionals (e.g.,
burnout, compassion fatigue) (2, 9, 10). Multiple
reviews have described the epidemiology, causes, sub-
jective experiences, and consequences of moral dis-
tress (2, 7, 8, 11-13). Moral distress is more frequently
reported among nurses; in acute care settings such as
the critical care unit (ICU); in women, and in certain
cultures (2, 7, 8). Clinical situations that incite moral
distress include nonbeneficial and aggressive treat-
ments provided at the end of life, deceptive or inap-
propriate care provided by colleagues, and unsafe or
understaffed working conditions (7, 10). Many of these
situations are related to organizational factors (e.g.,
nurse-physician relationships, institutional ethical cli-
mate, etc.) (2, 8).

Moral distress has been shown to impact physical
and psychological wellbeing and is associated with
gaps in clinical practice and workforce attrition (12,
14). Moral distress threatens the safety and quality of
patient and family care when it results in clinicians dis-
playing avoidant behaviors, negative social judgments,
and detached care (12). There are also positive effects
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of moral distress, such as personal positive growth and
increase in moral resilience (15).

Despite extensive research, many aspects of moral
distress continue to be poorly understood. Levels of
moral distress vary significantly within and across pro-
fessions (2, 9, 10). The factors explaining this variation
are mostly unknown (2). A potential source of inter-
individual variability in levels of moral distress is an
healthcare professional’s moral orientation, a concept
which importance emerged during this study. Moral
orientation was first described in 1976 by Kohlberg (16),
who argued that “justice” was the fundamental principle
of morality (17). Moral decision-making based on a jus-
tice orientation involves adjudicating between compet-
ing rights (18). Gilligan (19) challenged this view and
argued that women typically make moral decisions
based on a moral orientation of “care,” which focuses
on interpersonal connectedness and maintenance of
relationships. A “care” orientation involves emotional
engagement and an attempt to simultaneously fulfill
competing responsibilities (18). Subsequent studies pre-
sented conflicting results about gender differences in
moral orientation (20-22) and also suggested that moral
orientation differs between healthcare professions (even
when controlling for gender); nurses more commonly
embrace a moral orientation of “care;” compared with
physicians (23). Moral orientation has also been associ-
ated with individual factors (e.g., personal motivations)
and cultural values (18, 24).

Other aspects of moral distress offer rich opportuni-
ties for exploration. For example, moral distress has been
studied mostly in nurses (7, 8, 10). Comparatively, little
data exist to characterize the prevalence and consequences
of moral distress in physicians, especially ICU physicians
(9, 25, 26). Even less progress has been made in devel-
oping and testing interventions that effectively address
moral distress in healthcare professionals. Poor under-
standing of the complex interactions among healthcare
systems, clinical contexts, and the individual and organ-
izational determinants of wellness are likely contributing
factors (2,8,27-30). Therefore, we conducted a qualitative
study to gain an in-depth understanding of moral distress
in practicing critical care physicians. We initially sought
to explore broadly, when and how critical care physicians
experience moral distress in the workplace and its conse-
quences, and then further focused our inquiry on various
individual approaches commonly used by ICU physi-
cians to address morally challenging situations.
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MATERIALS AND METHODS

This interview-based qualitative study used a prag-
matic approach, which prioritizes the concrete and
practical implications of new knowledge rather than
its objective truth. The value of theories and hypothe-
ses are evaluated based on their results in practice (31).
This study focuses on practicing critical care physi-
cians in Canada and their experience of moral distress
in their workplace. Ultimately, we aimed to generate
knowledge that can inform the design of effective
interventions that improve critical care healthcare pro-
fessionals’ wellbeing and patient care.

Research Team

The research team included five members (three
females, two males) who had different backgrounds,
levels of training, and experiences. Four team mem-
bers are critical care practicing physicians who ac-
knowledged having experienced moral distress in
their workplace. All researchers had research interest
in health professional wellbeing. Two of the investiga-
tors (D.P, A.].S.) are medical education researchers. A
fifth co-investigator (F.C.) is a nurse, psychologist, and
ethicist working in a pediatric clinical environment.

Participants, Setting, and Sampling

We recruited 20 of 25 ICU physicians (80%) who
expressed interest in participating in a semi-structured
interview after completion of a national, cross-sectional
survey of moral distress and wellness in ICU physi-
cians (9). In the full cohort of 225 survey respondents,
most were male (70%), married (74%), and English (vs
French) speaking (89%). They predominantly worked
in teaching hospitals (86%) and in adult ICUs (83%),
and completed, on average, 15 weeks of ICU clinical
work in the year before the survey (pre-COVID-19
pandemic). We used a combination of convenience
and purposive sampling (maximum variation) to select
participants. We sent the initial interview invitation to
survey respondents of different gender, different lev-
els of experience, and different levels of moral distress
(as identified from the survey results). Subsequent
sampling was also theoretical (e.g., approaching ad-
ditional senior physicians to further explore evolving
moral orientation over a career), within the limitation
of the number of survey respondents who had replied
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to the interview invitation. The final sample size was
determined by thematic saturation, which was reached
after interviewing 20 of the 25 potential participants.
The Providence Healthcare Institute Office of Research
Services reviewed and approved the study “Qualitative
Study of Canadian Intensivists about Moral Distress
and Burnout” on February 19, 2019 (UBC REB No.
H19-00147). All study procedures were followed in ac-
cordance with the ethical standards of the responsible
committee on human experimentation (institutional
or regional) and with the Helsinki Declaration of 1975.

Interviews

Interested physicians were initially contacted by email
and subsequently by telephone to obtain consent and
conduct the interview. All semi-structured interviews
were conducted in English by two research assistants,
who had extensive experience in qualitative interview-
ing. Qualitative analysis of free-text written comments
made by 131 survey respondents informed the semi-
structured interview guide (32), which mostly focused
on relational factors involved in moral distress, profes-
sional rewards experienced by our participants, and
negative consequences of moral distress. Interview
recordings were professionally transcribed verbatim into
de-identified transcripts for analysis. We made iterative
changes (e.g., added questions about perceived work-
related rewards) to the original interview guide based on
initial analyses.

Data Analysis

We first conducted an inductive thematic analysis of
the interview transcripts (33). One investigator (D.P.)
and a research assistant independently read the full
text of initial interviews, before proceeding with line-
by-line coding. Codes were then compared and cate-
gorized by topics. Any discrepancy between codes was
resolved through discussion. Emerging themes within
and across categories were elaborated by using con-
stant comparisons between clinical examples within
an interview and across participants. Once a prelim-
inary coding scheme was developed, additional the-
matic elaboration was discussed through regular
meetings among investigators to consider alternative
interpretations and further refine the analytical frame-
work (researcher triangulation). We kept analytical
memos as an audit trail, and the analysis was mindful
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of the researchers’ own positions (34). The final cod-
ing schema was applied to all the transcripts. We
used NVivol0 software (QSR International Pty Ltd,
Australia) for the storage and management of the data.

During our analysis, we started noticing across
interviews recurrent individual patterns or approaches
used by physicians to deal with morally challenging
situations. We initially called this theme “physicians
guiding principles/approaches to morally challenging
situations,” until one of our co-principal investigators
(E.C.) proposed the term “moral orientation” to label
this theme. Our choice of the word “orientation” was
initially made based on its general meaning, that is,
“the particular ways that a person prefers, believes,
thinks, or usually does,” or a “natural tendency to do
something in a certain way”” We then realized the ex-
istence of a similar concept in the literature, which
we decided to further explore for our discussion. At
that time, our coding scheme was already established.
Because our concept of “moral orientation” was sim-
ilar in many ways to the one already described in the
literature, we kept the same term and focused our dis-
cussion on highlighting the commonalities and points
of divergence between the existing and our proposed
perspectives on moral orientation.

RESULTS

Interviews were conducted between May 2019 and
December 2019, and interview duration ranged from
17 minutes to 1 hour and 29 minutes (mean: 63 min).
Of the 20 participating critical care physicians, 14
(70%) were male, 17 (85%) were adult intensivists, 15
(75%) were working in teaching hospitals, 18 had a
spouse (90%), and 9 (45%) lived with young children.
Study participants described different approaches to
perceiving and resolving morally challenging clinical
situations, which we grouped into four types of clinical
moral orientation. We first present the types of clin-
ical moral orientation and the individual factors con-
tributing to their development. Then, we explain how
contextual factors (external to the individuals) also
influence the choice and development of moral orien-
tations. Next, we describe reported relationships be-
tween moral orientations and moral distress and sense
of reward. Finally, we illustrate how the level of homo-
geneity of moral orientations within a care team (inter-
individual factor) affects the level of support perceived
by physicians (Fig. 1).
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Figure 1. Role of moral orientation in critical care physicians’
moral distress and its consequences. Sociocultural, legal, and
clinical contexts dynamically affected individual physicians' moral
orientation, which acted as a key determinant of perceived moral
distress and moral satisfaction in the clinical environment. Variable
individual moral orientations within care teams contribute to
negative interactions between physicians and their colleagues.
Imbalances in the levels of moral distress and moral satisfaction,
combined to the nature of the interactions with their colleagues
determined, in part, the consequences of dealing with morally
challenging for ICU physicians.

Moral Orientations: Four Individual Approaches
to Morally Challenging Situations

Moral orientations relied on different underpinnings
for moral decision-making, and resulted from unique
combinations of strength of personal moral beliefs and
perceived power over moral clinical decision-making
(Table 1, http://links.lww.com/CCX/B151).

A “virtuous moral orientation” was characterized
by firm personal beliefs on the morality of decisional
choices available in morally challenging clinical situ-
ations (what is “right” or “wrong”), combined with
the perceived capacity to act according to one’s values.
Moral decision-making was based on a perceived sense
of “justice” for the society or for the patient.

I have a hard time thinking of a time when I did
something that I thought was immoral because
I won't do that. I know that makes me different
than the colleagues that I work with, but I put
my foot down many, many, many times and, so
far, nobody has called me on it. [P7]

A “resigned moral orientation” was also characterized
by strong personal beliefs regarding what was morally
right or wrong in a given clinical situation, but lack
the perceived power to act in accordance with these
beliefs. Moral decision-making was thus based on the
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avoidance of negative consequences associated with
morally challenging clinical situations.

[...] I mean, this patient is like dead in the
bed. That’s all I can say to you. This patient is
like a dead baby on a ventilator. There’s no con-
versation after that. Once you see this, youre
like, this is not right. Then, I think, the distress
flows (flows) from that when parents don't
see it, they don’t understand that conversa-
tion, they don't see the obvious consequences
of that. Then, you get the logistics as well. So,
even though there’s the internal distress, there’s
also the distress that’s created every day when
this patient is taking up bed space and nurs-
ing time and we're refusing patients that are
unwell. Now, that’s just the way it is, we've
accepted that as well. [...] This is an extreme
case, that feels the patient, it may not be in the
best interest to be there. It’s definitely not in the
best interest of the system. So, you feel helpless.
You feel powerless to make decisions. [P10]

A “deferring moral orientation” was based on an
open-mindedness toward others’ moral views and the
belief that one’s own moral judgment of a situation
was irrelevant to clinical moral decision-making. This
orientation was also defined by a feeling of disempow-
erment regarding clinical moral decisions because of
current contextual factors, such as societal expecta-
tions. Moral decisions were thus made based on oth-
ers beliefs (most often patient or patient surrogates’
beliefs).

There was also an implicit [understanding] that
if the family insisted on interventions, I would
absolutely proceed with that, taking their def-
inition of futility and not mine, into account.
[...] And while there was an option of objecting
to it on the basis of what I believed was poten-
tially more indicated decisions, in my view the
moral distress of a physician who doesn’t think
that their views are aligned with patients’ best
interests is irrelevant. Because what is relevant is
what patients think about his or her best inter-
ests. And if the patient cannot think, what the
people closest to that person think. [P1]

An “empathic moral orientation” also relied on relativist
views of moral judgments (different moral decisions may
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be valuable/justifiable), with careful consideration of oth-
ers moral beliefs. However, in contrast to the deferring
orientation, the empathic approach to morally challeng-
ing clinical situations was based on active involvement in
a negotiation process between all those involved to reach
a consensus on morally sounded decisions.

For myself, as long as I can understand the rea-
sons behind it and just be open to what people
are telling me, then I'm fine with it. It wouldn’t
be my choice, but I get it. I can try to under-
stand what makes them operate. Those sorts of
situations are fairly frequent, and I don’t find
them particularly distressing. I just say to my-
self, well, I need to do more work. I need to sit
down and listen to the family more closely and
find out what makes them tick. Maybe they’re
afraid of something. Maybe there’s something
else going on. [P11]

Impact of Contexts on Moral Orientation

Although participants reported having a preferred
approach to various morally challenging clinical situa-
tions, “moral orientation” was also “adaptive,” as physi-
cians’ moral decision-making could be influenced by
changing sociocultural and clinical contexts (specific
patient’s or family’s clinical circumstances). In addi-
tion, moral orientation was not described as a fixed
individual characteristic and could evolve over the
course of one’s career.

So, we do not practice in silos, there is clearly
an institutional culture which considers what
is right and what is wrong or at least in the
range within which we move. And there is no
doubt when we influence each other. [P1]

... s0 I'm going to introduce the difficult sit-
uation to the family and I'm going to see how
they respond. If the initial response from the
family is one of portraying a patient who is very
aggressive in terms of their goals of care, who
would undertake most risks for even a marginal
improvement in the quality of life or length
of life, [...] then I'm going to be able to take a
step back and reassess and probably move the
goal posts a little bit. I readjust my plan for that
patient’s care, right and so, maybe it is, instead of
withholding life-sustaining therapy right at that
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moment, because ultimately, I think its futile,
maybe we say okay we'll do a short trial. [P19]

[...] despite [the patient’s family choosing] a
care plan that is not what I would think is the
best, I'm able to say, you know, even though
I don't think we are adding to quality of life,
at least we're generally not increasing discom-
fort or pain in the patient... Thinking about
this patient, she’s mostly unconscious and
not interacting or not likely perceiving what's
going on in their environment. Even though I
think the care may be non-beneficial, maybe
there’s some consolation in saying I don’t think
they’re in pain. That can help to mitigate the
sense of conflict a bit. [P12]

I'm the second youngest recruit here. And
typically, when I came, I would have counted
myself among the more militant types. But
what we find is over time that our practices
sort of become similar. You hand over to these
folks week after week, you start to learn their
practice pattern, and you kind of learn what
makes the unit run smoothly from intensivist
to intensivist. [P3]

Evolving legislative frameworks, institutional culture
and policies, and societal expectations affected physi-
cians’ perceived power over moral decision-making,
with resulting changes in preferred moral orienta-
tion and/or levels of moral distress. For example, the
changing legal context pushed certain physicians to-
ward adopting a resigned type of moral orientation.

I think, at least in Ontario, for the last three
years, weve felt an increasing amount of
pressure because of the College [College of
Physicians and Surgeons of Ontario] policy
around end-of-life care. Basically, requiring
us to provide whatever the patient would re-
quest in terms of life support with very little
autonomy at all to say no. [P8]

[...] once you know that legally you can’t
just do a unilateral withdrawal ... at least,
that was the interpretation of our lawyers and
of the CMPA [Canadian Medical Protective
Association]. Well, what do you want to do?
I'm not going to put myself at risk of a murder
trial to liberate this bed. [P15]

6 www.ccejournal.org

Relationship Between Moral Orientation and
Moral Distress/Sense of Reward

Moral orientation appeared as a “modulator of moral
distress” since it determined in part if and how spe-
cific clinical situations elicited moral distress. Certain
approaches (e.g., virtuous or deferring types) appeared
to shield individuals against experiencing moral dis-
tress, whereas other approaches (e.g., resigned type)
generally resulted in higher levels of moral distress.

We live in a society that has decided that, con-
sidering our current utilization of resources,
we're going to devote a lot of resources to people
who are severely incapacitated [...] that is the
decision that we have made as a society, and ul-
timately, the patient is going to get to decide for
just about every therapy that they want. There
are a few hard ‘NOs;, but for the most part, if
there are reasonable therapeutic options, and
certainly if therapeutic options that have been
initiated, we have decided that autonomy is
valued. And so you have to be able to respect
the family’s decision to go against healthcare
recommendations, or there isn't autonomy. [...]
for decisions around withdrawal of therapy for
patients, I do respect patient autonomy, and I
think that is something which we, as a healthcare
community, need to be the mature party and say
it's not what I want, it’s not what I would do for
my family, but if we're going to have autonomy
in society, they have to be able to go against us.
That is, for me, a very reassuring thought, and it
really eliminates almost all of my moral distress
in these situations. [P15]

I am distressed that this patient is alive. 'm
distressed that we are intervening inappropri-
ately, and we have no control over that deci-
sion-making. My distress with the parent is
that she’s being manipulated by a third-party
advocate, who has different motivations [...].
I'm distressed about seeing my nursing staff,
the staff I work with, not having any control
over the situation, because it’s their job, they
have to be at the bedside. Theyre having dis-
tress, but 'm feeling distress for them. [P10]

Moral orientation also affected participants’ perceived
personal satisfaction and their sense of reward, as
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physicians valued and prioritized differently the pos-
sible moral outcomes of clinical situations. These out-
comes included, for example, the moral satisfaction of
acting according to their own personal beliefs (doing
the “right” thing), of honoring patient/family’s wishes,
or of maintaining positive relationships with families
and colleagues.

I guess that’s an easier type of reward, when
you can reconcile your beliefs with the
patient’s wishes through communication. Like
this person with an esophageal cancer who we
brought to the ICU; it was very rewarding re-
gardless of ongoing moral distress, because the
moral distress I believe was due to the fact that
there was no communication among all in-
terested parties sitting together in one place.
When things were explained and the family

better. And for those people, when others don’t
follow their instructions, they find it frustrat-
ing. [P16]

We as a profession feel self-pity because
we are in a situation where we don't want to
be and there is moral distress coming from
the fact that our values and preferences are
not aligned with patients and families’ values,
that we are forced to do things which we don’t
consider beneficial or right. But I have quite
strong opinions that it is our problem, that
it is self-pity, that the whole healthcare is not
about clinicians but it’s about the other side.
And the moral distress frequently comes from
the fact that we don’t communicate about it to
the patients. And we try to impose our values
without hearing their values. [P1]

clearly heard what we recommended but also
that we would respect their choice; and then
allowed for the realignment of it, it really felt

In contrast, in clinical environments that presented
more homogeneity in terms of moral orientation, col-
leagues were seen as a valuable source of support.

good. Because there was a whole bunch of
people who benefited from it. The anxiety and
anger was gone, the animosity between physi-
cians was gone. And I had no doubt that what
we had done was for the benefit of the patient.
[P1]

I guess I get - I don’t know if pleasure is the
right word - I don't get pleasure out of putting
my foot down on those situations, but I feel
like it’s the right thing to do and I get satisfac-
tion out of doing the right thing. [P7]

Moral Orientations Within a Team

Participants commonly described “clashing moral
orientations within a care team” Working environ-
ments in which healthcare professionals shared patient
care responsibilities could be taxing when moral ori-
entations differed between work colleagues. In these
circumstances, certain physicians expressed strong
judgments about colleagues who dealt with morally
challenging clinical situations in ways that differed
from their usual approach.

And the other thing that is important is that
there’s a group of physicians who really do
have a Dr. God complex. They do believe in
telling people what to do because they know

Critical Care Explorations

I think weve got an ethos in our ICU.
Humanism is important and we try to be very
patient and family centred. We try to have per-
spective about things that are frustrating in
the workplace and try to find workarounds
or acknowledging when they exist and trying
to deal with them on our own. I think we talk
to each other about what’s going on and how
we're thinking and feeling a fair bit. [P20]

[...] at least the medical team and the hos-
pital has rallied around our group to support
us, to try to help us move towards a more pos-
itive outcome. People in the hospital get this
situation, our colleagues have been supportive.
So, as far as relationships, it actually hasn’t
caused any rifts or issues amongst the group,
the nurses, RPs, physicians. We have tried to
support each other. [P10]

What is helpful also is we do have open
discussions within our care team about the
appropriateness of care and explain different
points of view. I think that could be better or
even improved. We are open about sharing our
ideas, but I think it definitely could be facili-
tated if we had additional human resources in
the ICU that were specifically there to help us
manage those discussions. [P13]
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Taken together, these findings illustrate how sociocul-
tural, legal, and clinical contexts influenced individual
physicians’ moral orientation. Moral orientation al-
tered perceived moral distress and moral satisfaction.
The degree of dissonance between individual moral
orientations within care team affected the extent of col-
leagues’ negative judgments and/or social support that
physicians experienced. The balance between levels of
moral distress and moral satisfaction, social judgment,
and social support ultimately affected the type and se-
verity of the negative consequences experienced by
ICU physicians and their ICU teams (Fig. 1).

DISCUSSION

Moral distress is a prevalent and important problem
among healthcare professionals, especially among
critical care clinicians who routinely face morally
challenging decisions (2, 8, 9, 29, 35-37). Yet, levels
of moral distress vary greatly across critical care cli-
nicians and institutions (2, 9). Our study findings in-
dicate that moral orientation partially explains these
variations. Based on our results, moral orientation is
not a personal static trait, but rather an individual ad-
aptation—either rapidly or progressively—to dynamic
surrounding personal and professional circumstances;
it appears to affect individual levels of moral distress
and moral satisfaction. Interestingly, moral distress
and satisfaction could emerge from the same clinical
situations, a finding that has been described by others
(38). In addition, differing moral orientations among
a clinical team represented a common interpersonal
source of distress for our participants and could elicit
harsh judgments among colleagues. Based on these
results, we argue that moral orientation can indirectly
contribute to physician professional wellbeing and ca-
reer choices (Fig. 1).

The concept of moral orientation is not new. Our
findings partially align with the commonly described
moral orientations of “justice” and “care” originally
described by Kohlberg (16) and Gilligan (19), re-
spectively. The virtuous and empathic moral orienta-
tions correspond best to the traditional dual (justice/
care) view of moral orientation. However, we identi-
fied additional orientations (deferring and resigned)
that seem to better capture the complexity of moral
decision-making in real clinical environments. The
perceived ability (or lack thereof) to act upon moral
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values, known as moral empowerment, is likely im-
portant in determining how moral decisions are made.
A lack of moral empowerment was shown to lead to
moral distress in certain study participants, depending
on the strength of their individual moral beliefs and
their acceptance of divergent moral views. Internal dis-
crepancies between strengths of moral values and level
of moral empowerment (like in a resigned orientation
and possibly in an empathic orientation) resulted in
moral distress. Moral empowerment may also relate to
moral satisfaction, which was reported by many physi-
cians, even when a certain amount of moral distress
was present. These findings strongly align with a re-
cent review on moral distress that reported significant
correlations between moral distress on one hand, and
poor ethical climate, deficient collaboration, low psy-
chological empowerment, and limited autonomy on
the other hand (37).

Another important study finding is the effect of
heterogeneous moral orientations within care teams
on individual perceptions of moral distress. Certain
physicians reported important differences among their
colleagues in their approaches to clinical moral dilem-
mas. This heterogeneity led to interpersonal conflicts,
hindered social support in the workplace, and pos-
sibly contributed directly to the negative consequences
associated with moral distress. This finding can be
interpreted in view of the 4D model of moral distress
described by Lamiani et al (37). Building on the pre-
vious 3D model of Hamric et al (14), Lamiani et al (37)
added a fourth dimension, “poor teamwork,” to the
existing dimensions of “ethical misconduct,” “decep-
tive communication,” and “futile care” It is conceivable
that conflicting moral orientations within a clinical
team contribute to perceptions of ethical misconduct,
deceptive communication, and poor teamwork among
colleagues and therefore adds to the moral burden of
individual clinicians.

These results have important implications for the
design of interventions aimed at reducing moral
distress in ethically charged clinical environments.
Inter-disciplinary educational strategies that increase
awareness of different moral orientations and of the
key factors (including those that are modifiable and
those not under the control of clinicians) involved
in moral decision-making may be essential for cli-
nicians to express more compassion toward their
colleagues’ approach to clinical moral dilemmas.
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Education regarding moral orientation should be in-
tegrated early in healthcare training and continue to
be the object of specific educational activities dur-
ing practice (29, 39-41). Interventions focused on
boosting healthcare professionals’ sense of moral em-
powerment may also be highly valuable (42). Even if
moral distress cannot be fully alleviated because of
constraining contextual factors, actively engaging in
clinical moral decision-making may provide intrinsic
benefits and counterbalance the burden of moral dis-
tress. Complete elimination of moral distress may not
be a feasible or even desirable objective, as some level
of distress may be intrinsic to the profession and to
sound ethical decision-making. Institutional struc-
tures that create opportunities to engage with col-
leagues in conversations about morally challenging
cases were identified by participants as constructive
ways to address divergences in moral perspectives
within a clinical team. Prospective (e.g., bedside hud-
dles pre or after family meetings) and retrospective
(e.g., debriefing after challenging ICU admissions)
interventions have the potential to reduce tensions
within clinical teams by explicitly addressing inter-
individual differences in approaches to morally chal-
lenging situations.

This study has strengths and limitations. Our find-
ings align with and add to the existing literature on
moral distress and moral orientation, were supported
by rich and extensive interview content, and have rele-
vant, practical implications for critical care clinicians.
However, our results are based only on interviews of a
selected group of physicians who had participated in a
national, cross-sectional survey on moral distress and
expressed interest in being interviewed. Interviewees
may not be representative of the general ICU phy-
sician population. Given the debate on the role of
gender in the moral orientation literature, additional
interviewees of female participants would have been
useful for gender comparisons. Participants’ verbal
reports of their experiences may not fully reflect their
motivations to act in certain ways. As such, we can-
not exclude the existence of other types of moral ori-
entation and of alternative factors contributing to
moral decision-making in various clinical environ-
ments. Furthermore, in this study, we did not explore
whether our typology of moral orientations applied to
nonphysician healthcare providers and to clinicians in
other contexts.

Critical Care Explorations

CONCLUSIONS

The concept of moral orientation provided an inter-
esting lens to explore the problem of moral distress in
the critical care setting. Diversity in moral orientations
may partially explain the variability in moral distress lev-
els among healthcare professionals and likely contributes
to interpersonal conflicts in the clinical environment.
Additional investigations on the longitudinal develop-
ment, malleability, adaptive advantages, and clinical
consequences of different moral orientations in various
clinical environments are much needed to inform the
design of effective systemic and institutional interven-
tions that adequately address healthcare professionals’
moral distress and/or mitigate its negative consequences.
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