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Abstract  
Background: Moral distress, the psychological anguish experienced when one knows the right action to take but is constrained 

from taking it, is a pervasive and debilitating phenomenon in nursing. Nurses working in high-acuity environments, including 

Critical Care and Oncology, are at exceptional risk given the frequency of ethically complex decisions related to end-of-life 

care, the futility of treatment, and resource allocation. Aim: The purpose of this integrative review was to synthesize a decade 

of literature (2015-2024) focused on the unique causes and consequences of moral distress among Critical Care and Oncology 

nurses and to assess the effectiveness of evidence-based coping and mitigation strategies. Methods: A systematic search of five 

databases (CINAHL, PubMed, PsycINFO, Scopus, and Web of Science) was conducted, yielding peer-reviewed articles for 

final analysis following Whittemore and Knafl's methodology. Results: The analysis identified four primary causative domains: 

perceived futile care, institutional constraints, poor communication, and team dissonance. Consequences were categorized at 

the individual level-burnout, PTSD, turnover intent-and organizational level-compromised care and high turnover. Effective 

interventions were multi-level, ranging from individual-focused strategies of moral resilience training, mindfulness, and peer 

support to system-level initiatives such as ethics debriefings, unit-based ethics committees, and transformative leadership. 

Conclusion: Moral distress is not an individual failing but rather a symptom of systemic ethical conflict. Thus, a sustainable 

solution requires a dual-pronged approach that simultaneously fosters individual moral resilience and transforms organizational 

structure and cultures to support ethical practice. Proactive, system-wide initiatives are required to mitigate this "invisible 

wound" and to preserve the nursing workforce. 

Keywords: Moral Distress, Critical Care Nursing, Oncology Nursing, Ethical Dilemmas, Moral Resilience. 
____________________________________________________________________________________________________________________________________________________________________  

1. Introduction 

Nursing care is fundamentally an ethical 

enterprise, based on principles of beneficence, non-

maleficence, and patient autonomy. However, in the 

technologically advanced and high-stakes 

environments of Critical Care and Oncology, nurses 

frequently confront an extremely complex ethical 

landscape wherein these precepts can conflict, leading 

to profound psychological suffering known as moral 

distress. Initially defined by Andrew Jameton in 1984, 

moral distress arises when an individual is conscious 

of the morally appropriate action to take but is 

prevented from doing so by internal or external 

constraints (Ventura et al., 1921). Unlike burnout, 

which is a more general state of emotional exhaustion, 

moral distress is specifically tied to the compromise of 

one's professional integrity and ethical core (Arnold, 

2020). 

Critical Care and Oncology units are 

epicenters for moral distress. In ICUs, nurses are daily 

engaged in giving what they perceive as "futile" or 

"non-beneficial" care to patients with poor prognoses, 

often due to familial demands or physician imperatives 

(Pendry, 2007). Oncology nurses form close 

relationships with their patients and feel distressed 

when aggressive chemotherapy is continued in the 

palliative setting or if discussions about hospice are 

postponed (Ventovaara et al., 2022). These repeated 
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ethical conflicts have a cumulative impact, in the form 

of burnout, compassion fatigue, PTSD, and finally, the 

decision to leave the professional field altogether 

(Ulrich et al., 2010). 

While the existence of moral distress is well-

documented, there is a lack of a focused, integrative 

review comparing and contrasting manifestations, 

impacts, and solutions across these two high-risk 

specialties. Previous reviews have often been limited 

to a single specialty or a narrower range of 

interventions. This review therefore undertakes a 

comprehensive synthesis of literature from 2015 to 

2024 with three key objectives: (1) to outline the 

specific causes and triggers of moral distress in 

Critical Care and Oncology nursing; (2) to outline the 

multi-level consequences for nurses, patients, and 

healthcare organizations; and (3) to critically appraise 

the evidence for individual and system-level coping 

strategies and interventions. Through an integration of 

findings from these two fields, this review aims to shed 

light on insights that are transferable while advocating 

for a holistic approach toward addressing this 

intractable threat to the quality of the nursing 

workforce and, consequently, patient care. 

Methodology 

The integrative review was the approach used 

in conducting this review, which enables diverse study 

types-experimental, quasi-experimental, qualitative, 

and theoretical be taken into consideration to review 

the understanding of a complex phenomenon. 

Whittemore & Knafl (2005) have proposed a five-

stage framework that was followed in this review: 

problem identification, literature search, data 

evaluation, data analysis, and presentation. 

Search Strategy 

A systematic literature search was performed 

for articles published from January 2015 to March 

2024. The following databases were searched: 

CINAHL, PubMed, PsycINFO, Scopus, and Web of 

Science. The search strategy combined keywords and 

subject headings related to the population and concept: 

("critical care nurse" OR "ICU nurse" OR "oncology 

nurse" OR "palliative care nurse") AND ("moral 

distress" OR "ethical distress" OR "moral stress" OR 

"ethical dilemma") AND ("cause" OR "consequence*" 

OR "impact" OR "coping" OR "intervention" OR 

"resilience"). 

Inclusion and Exclusion Criteria 

The eligibility criteria consisted of studies 

that (1) focused on registered nurses practicing in 

either adult or pediatric critical care or oncology 

settings, (2) specifically examined moral distress as a 

primary or secondary outcome, (3) were published in 

English in a peer-reviewed journal, and (4) consisted 

of primary research, systematic reviews, and meta-

analyses. Exclusion criteria were studies that focused 

on other healthcare professionals in isolation, such as 

physicians only, editorials, commentaries, and studies 

that lacked detailed descriptions of the association 

between the clinical context and moral distress. 

Data Extraction and Synthesis 

The initial search identified 1,582 records. 

After eliminating duplicates and reviewing titles and 

abstracts, 85 articles were taken for full-text review. A 

total of 35 articles were finally selected after a strict 

quality and relevance assessment using the Mixed 

Methods Appraisal Tool. Data extraction used a 

standard matrix for authors, year, design, sample, and 

key findings on causes, consequences, and 

interventions. The data analysis was done through a 

constant comparative approach, where the data were 

coded, themes identified, and then synthesized across 

studies to determine patterns, contrasts, and 

overarching conclusions. 

The Anatomy of Moral Distress: Causes and 

Triggers 

The experience of moral distress is not 

monolithic; specific, recurring clinical situations 

trigger it. Analysis of the literature reveals four 

predominant domains of causes shared yet uniquely 

manifested in Critical Care and Oncology settings 

(Table 1 & Figure 1). 

Perceived Futile or Non-Beneficial Care 

This is the most frequently cited trigger of 

moral distress across both specialties, though the 

context differs (Teixeira et al., 2014). In Critical Care, 

futile care often involves continuing aggressive life-

sustaining treatments example, mechanical 

ventilation, for patients who are unlikely to survive or 

regain any meaningful quality of life (Wocial et al., 

2017; Gagnon & Kunyk, 2022). Nurses report 

profound anguish from being the direct agents of this 

perceived suffering, "torturing" patients at the end of 

life (Yekefallah et al., 2015). In Oncology, the parallel 

experience involves administering late-stage, 

aggressive chemotherapy with a low likelihood of 

success and high toxicity. Nurses in this setting 

describe feeling as if they are "poisoning" patients 

rather than healing them, particularly when the goal of 

therapy shifts from cure to unattainable life extension 

(Ventovaara et al., 2022). This creates a conflict 

between the nurse's role as a caregiver and their direct 

involvement in causing suffering. 

Institutional and Systemic Constraints 

Large, impersonal systems often leave nurses 

feeling powerless. This powerlessness is borne of a 

primary constraint: resource scarcity. Some specific 

resource deficits include inadequate staffing, high 

nurse-to-patient ratios, and lack of access to palliative 

or hospice services (Primc, 2020). In such cases, while 

nurses know the standard of care, they simply cannot 

meet it. This results in distress related to providing 

suboptimal service. Policies and legal fears also drive 

nurses' moral distress. For example, many have to 

apply policies that require following institutional 

protocols that focus on risk management rather than 

patient comfort, or where physicians fear litigation and 
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refuse to discontinue futile care (Willmott et al., 2020; 

Fortier & Malloy, 2019). The COVID-19 pandemic 

greatly magnified these constraints: agonizing triage 

decisions were made, and isolation policies prohibited 

families from being at the bedside, requiring nurses to 

act as surrogate family members for patients dying 

alone (Haghbeen et al., 2023). 

Poor Interprofessional Communication and 

Hierarchical Structures 

A common thread from the studies is distress 

caused by broken communications and a perceived 

powerlessness of the nursing voice. Often, nurses feel 

that their assessment and concerns about the declining 

condition of a patient, or his suffering, are ignored by 

the physician-led care team. This is compounded by 

the hierarchical structures where challenging a 

physician's decision is culturally discouraged or 

professionally risky. The "slow code" or "show code"a 

half-hearted resuscitation effort is a classic example 

where nurses are compelled to participate in a charade 

they find ethically abhorrent due to unspoken team 

agreements. In Oncology, it is possible for nurses to 

know a patient's wish not to continue with further 

treatment; however, if it has not been formally 

documented or communicated by the oncologist, they 

are forced to continue with a care plan that they know 

clashes with the values of the patient. 

Internal Conflicts and Team Dissonance 

Moral distress may also be elicited when 

personal values conflict with professional obligations. 

This includes being asked to deceive patients or 

families, even by omission, or seeing colleagues give 

care the nurse believes is negligent or disrespectful 

(Oh & Gastmans, 2015). Moral residue has been 

described by Epstein and Hamric (2009) as the 

lingering distress from past, unresolved moral 

dilemmas. This residue "primes" the nurse for more 

intense distress in the next situation; however, the 

longer-lasting influence creates a cumulative burden 

that can be profoundly debilitating over a career. 

Table 1: Common Causes of Moral Distress in Critical Care and Oncology Nursing 

Causal Domain Critical Care Manifestations Oncology Manifestations 

Perceived Futile 

Care 

Continuing mechanical ventilation/CRP in 

neurologically devastated patients; Initiating 

dialysis in multi-organ failure with no 

recovery potential. 

Administering high-toxicity 

chemotherapy in terminal cancer; 

Delaying hospice referral until days 

before death. 

Institutional 

Constraints 

Staffing shortages are preventing adequate 

comfort care for the dying; ICU bed 

pressures leading to premature transfers. 

Lack of access to integrative/palliative 

services; High patient loads preventing 

psychosocial support. 

Communication & 

Hierarchy 

Being silenced in family meetings; 

Following "slow code" orders; Feeling 

unable to challenge an intensivist's plan. 

Oncologist delaying "hospice talk"; 

Nurse's assessment of patient suffering 

being overlooked. 

Internal & Team 

Conflict 

Participating in full resuscitation for a frail 

elderly patient against personal values; 

Witnessing colleagues' cynical attitudes. 

Withholding information about 

prognosis per family request; Observing 

variations in pain management practices. 

 
Figure 1: The Anatomy of Moral Distress in 

Critical Care and Oncology Nursing 

The Ripple Effect: Consequences of Moral Distress 
Unaddressed moral distress has far-reaching 

consequences that affect not just the individual nurse 

but can have a ripple effect on patients, teams, and the 

whole healthcare system (Table 2 & Figure 2). 

Individual-Level Consequences 

For the nurse, the psychological and physical 

toll is significant. Morally distressed nurses show high 

levels of burnout, particularly on the emotional 

exhaustion and depersonalization subscales of the 

Maslach Burnout Inventory, or MBI (Larson et al., 

2017). This is often accompanied by symptoms of 

anxiety, depression, and post-traumatic stress (Austin 

et al., 2017). The chronic activation of the stress 

response system can lead to physical symptoms such 

as insomnia, headaches, and gastrointestinal issues. 

Perhaps the most consequential outcome is turnover 

intent. Numerous studies have established a direct 

causal pathway leading from high moral distress to the 

decision to leave a unit or the profession entirely 

(Witton et al., 2023; Chen et al., 2021; Karakachian & 

Colbert, 2019). This represents a catastrophic loss of 

experienced, knowledgeable clinicians. 

Organizational and Patient-Level Consequences 

The organizational consequences are clear. 

High nurse turnover, driven by recruitment and 

orientation costs and temporary staff (Li & Jones, 

2013), is prohibitively expensive. Units where moral 

distress has become endemic are characterized by poor 

morale, team conflict, and a toxic work environment; 

even nurses who have not yet reached their breaking 

point cannot be easily retained. Most concerning of all, 
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however, is the emerging evidence of the link between 

moral distress and compromised patient care. The self-

protective mechanism of withdrawal from patients and 

families may be unconsciously enacted by nurses 

experiencing high levels of moral distress, with 

reduced compassion and degraded communication 

(Rushton, 2023). Additionally, the cognitive load of 

distress may compromise clinical judgment, 

potentially contributing to medication errors or 

failures to rescue (Whitehead et al., 2015). 

Building Moral Resilience: Evidence-Based Coping 

and Mitigation Strategies 

To effectively address the issue of moral 

distress, one needs a multifaceted approach 

empowering the nurse while reforming the systemic 

structures that create the distress. The evidence 

strongly supports a combined strategy for both 

individual and system-level interventions, aiming at 

building a sustainable and ethically resilient nursing 

workforce. 

On an individual basis, interventions should 

be designed in a manner that would provide nurses 

with personal resources to navigate through ethical 

challenges successfully. A cornerstone here could well 

be Moral Resilience Training, which extends the 

concept of general resilience by building the capacity 

to constructively confront moral adversity, manage 

associated distress, and integrate these experiences 

into personal and professional growth (Rushton, 

2016). Several of these programs incorporate case 

studies with reflective practices and are intended to 

help nurses elaborate on what they believe in, develop 

moral courage, and thereby work their way through 

dilemmas more effectively (Faraco et al., 2022). 

Complementing this is Mindfulness and Self-Care, 

including Mindfulness-Based Stress Reduction 

(MBSR), which has been seen to mitigate the 

psychological impact of moral distress through greater 

non-judgmental awareness and a decrease in 

emotional reactivity (Krasner et al., 2009). By 

insufficiently addressing system concerns, these 

practices provide a means for nurses to manage their 

internal responses. Finally, opportunities must be 

provided for structured, confidential Peer Support and 

Moral Debriefings. These sessions offer validation for 

experiences and significantly reduce clinicians' 

feelings of isolation by focusing on the ethical and 

emotional dimensions of a case without any relation to 

the clinical details of it (Cantu & Thomas, 2020). 

However, individual strategies alone cannot 

work without parallel, meaningful changes at the 

organizational level. The most successful 

interventions proactively target the unit or 

organizational culture itself. Ethics Consultation 

Services and Unit-Based Ethics Committees are 

critical because proactive, accessible, rapid-response 

ethics support can prevent conflicts from escalating 

into deep distress. Embedding ethics committees at the 

unit level with direct staff nurse representation brings 

critical ethical deliberation closer to the point of care 

(Morley et al., 2022). Other key system-level 

strategies include the enhancement of Structured 

Communication Protocols. Implementation of tools 

such as SBAR gives nurses a platform for articulately 

voicing their concerns, while specific training in 

conflict mediation and crucial conversations equips 

them with the ability to work out hierarchical 

challenges and be heard within the interprofessional 

team (Eche et al., 2020; Krenz et al., 2020). Of course, 

Transformative Leadership plays a huge role; nurse 

managers and clinical leaders who create a culture of 

ethical practice by encouraging open dialogue, 

supporting staff through difficult events, and modeling 

vulnerability create the psychological safety needed 

for moral distress to be acknowledged and addressed 

(Milliken & Grace, 2017). Last but not least, the 

structural Integration of Palliative Care into Critical 

Care and Oncology practice directly attacks one of the 

primary causes of distress: the perception of futile 

care. Symptom management and treatment plan 

alignments with patients' goals, done via 

communication by palliative care teams, help alleviate 

an ethical burden borne by the primary nursing staff 

(Wolf et al., 2019). 

Table 2: Multi-Level Interventions to Mitigate Moral Distress 

Intervention Level Strategy Key Components Evidence of Efficacy 

Individual Moral Resilience 

Training 

Reflective practice, values 

clarification, moral courage 

building, and case studies. 

Reduces moral distress scores; 

increases confidence in 

addressing ethical issues (Faraco 

et al., 2022). 

Individual Mindfulness & 

Self-Care 

Meditation, body scans, 

mindful communication, 

stress management 

techniques. 

Decreases symptoms of burnout, 

anxiety, and depression 

associated with moral distress 

(Krasner et al., 2009). 

Interprofessional Moral Debriefings 

& Peer Support 

Facilitated, confidential 

sessions focused on the 

emotional/ethical impact of 

specific cases. 

Validates experiences, reduces 

isolation, and promotes shared 

coping (Cantu & Thomas, 

2020). 

System/Unit Ethics 

Consultation & 

Committees 

Rapid-response ethics 

consultation; unit-based 

Helps resolve conflicts, provides 

clarity, and demonstrates 

organizational support for 
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committees with staff nurse 

membership. 

ethical practice (Morley et al., 

2022). 

System/Organization Transformative 

Leadership 

Leaders who model 

vulnerability, create 

psychological safety, and 

advocate for staff. 

Correlated with lower unit-level 

moral distress and turnover rates 

(Milliken & Grace, 2017). 

System/Organization Palliative Care 

Integration 

Early involvement in patient 

care for goals-of-life 

discussion and symptom 

management. 

Directly addresses the root cause 

of futile care distress; improves 

patient and nurse satisfaction 

(Wolf et al., 2019). 

 
Figure 2: Multi-Level Strategies to Mitigate Moral 

Distress  

Gaps in the Literature and Future Directions 
Despite this growing body of evidence, 

significant gaps remain. First, more longitudinal 

studies are urgently needed to prospectively determine 

the trajectory of moral distress in a nurse's career and 

assess the longer-term efficacy of interventions. 

Second, research about moral resilience remains 

nascent, and further robust, validated tools are needed 

to measure this construct and the impact of programs 

intended to enhance it (Rushton, 2023). 

Future research should also delve more 

deeply into specialty-specific nuances. For example, 

while there is distress due to futile care in both 

specialties, interventions to address those might differ; 

ICU interventions might focus on time-limited trials of 

therapy, while oncology interventions might focus 

more on earlier integration of palliative care. The 

effect of new technologies, for instance, artificial 

intelligence on prognostication and expanding life-

support technologies, on moral distress is a virgin 

frontier that needs urgent scholarly attention (Prakash 

et al., 2022; Giannetta et al., 2021). Finally, there is a 

pressing need to go beyond piloting and conduct the 

implementation science necessary to scale identified 

effective, evidence-based interventions (such as moral 

debriefings, ethics committees) in various healthcare 

systems and cultural contexts. 

 

Conclusion 

This integrated review confirms moral 

distress as a deep and systemic issue in both Critical 

Care and Oncology nursing, with causes lodged in 

clinical practices, communication breakdowns, and 

organizational structures. The effects are devastating, 

culminating in lost well-being among nurses and 

degraded care for patients. The evidence is clear: 

mitigation will be effective only if it involves a two-

pronged approach. Empowering individual nurses 

through moral resilience training, mindfulness, and 

peer support is necessary but insufficient; sustainable 

change requires simultaneous, courageous action at 

the system level in order to transform the ethical 

climate of health organizations. This involves 

investment in accessible ethics resources, 

development of transformative leadership, breaking 

down hierarchical barriers, and the structural 

integration of palliative care principles. Moral distress 

in nurses is not a personal weakness; it is an indication 

of ethical system failure. Listening to this signal and 

responding with comprehensive, system-wide reforms 

is an ethical and operational imperative for preserving 

the heart of nursing and ensuring the delivery of 

compassionate, high-quality care for all patients. 
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