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Executive Summary
The main objective of this two year study was to

Participants shared strategies that they believed

distress among nursing caregivers (registered

__ having more hands to do the work; the

explore the nature, extent and effects of moral

nurses, licensed practical nurses and health care
aides) providing care to persons diagnosed with
dementia and living in long term care (LTC) and
assisted living (AL) environments.

The research was undertaken in Southern Alberta

in two phases. Phase one involved interviews with
18 nursing caregivers of persons with dementia,
to understand situations that contributed to

moral distress, and to inform the development of
a survey instrument. Phase two included survey
development and piloting (n=68), followed by a

would decrease their moral distress such as:

presence of supportive managers to listen,

explore solutions and follow up; peer support,

mentorship and opportunities to talk and even
just share laughter; more education to care for
residents with dementia.

Main Findings: Phase Two
Moral distress is prevalent in the nursing care of
residents with dementia in residential care:

__ 75.9% of respondents reported experiencing

survey of a larger sample of nursing caregivers

situations that caused at least a moderate

understand the prevalence of moral distress

the past year

across 30 care facilities (N=389) to better

among caregivers in these settings, the situations
that trigger it, and its effects.

Main Findings: Phase One
Five major themes about sources of moral distress
emerged from the data collected:

__ Managing dementia-related behaviours;
inconsistency of care; poor treatment of

residents; family issues; and a model of care
that doesn’t fit.

degree of moral distress, at least weekly, over
__ Six out of the top 10 most distressing situations
experienced by nursing staff were also among
the situations most frequently experienced
__ For all caregiver designations, the situation

causing the highest levels of moral distress

was reported to be “seeing the care suffer for

residents with dementia because there are not
enough staff to do the work”.

Moral distress had negative effects on nursing
caregivers. At least weekly:

Participants shared the negative effects that moral

__ 49.3% of respondents reported

__ Emotional, psychological, physical and

__ 44.4% reported feeling physically exhausted

distress had on their well-being:

relational costs, as well as impacts related to

reduced job satisfaction and a desire to escape
the workplace.

feeling frustrated

__ 41.6% reported feeling emotionally drained
__ 39% reported feeling powerless
__ 33.1% reported engaging in unhealthy

behaviours as a result of moral distress.
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_ _ _
Moral distress contributes significantly to reduced
job satisfaction:

__ Approximately 40% of respondents

reported that moral distress reduced their
job satisfaction a “large” or “extremely

large” amount, and another 35.6% reported
it had reduced their job satisfaction a
“moderate” amount.

__ More than one-quarter of respondents (25.9%)
reported that moral distress contributes to
them wanting to quit their job a large, or
extremely large amount

__ 84.9% of respondents did not intend to quit
their jobs in the next year

__ Moral distress is a prominent feature of the
nursing care of persons with dementia in
residential care settings.

__ Staffing levels in these settings have been
identified as significant and frequent
contributors to situations creating
moral distress.

__ Moral distress is contributing to a nursing
workforce in these settings that is feeling
frustrated, physically and emotionally
exhausted, powerless and angry.

__ Moral distress is also a significant factor in
reducing job satisfaction; this has serious

Moral distress can possibly be reduced with

implications in a sector that is already

reported as ones that could help reduce moral

turnover, and has potentially very serious

particular strategies. The strategies below were

experiencing staffing shortages and high

distress “an extremely large amount” (proportion

implications for the quality of nursing care

of respondents):

__ “Having enough staff to provide good care for
residents” (65.7%)

__ “Sharing laughter and humour with colleagues”
(49.6%)

__ “Having a manager who will listen to my

concerns, look into them, and get back to me
with possible solutions.” (43.8%)

__ “Having more education and training of staff
about how to better care for people with
dementia” (41.3%)
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Conclusions

__ Leaders in continuing care would be wise to
attend to the magnitude and frequency of

moral distress suggested by this study, as well

as to exploration of the strategies suggested as
potentially helpful in reducing moral distress.
__ Future research should explore the influence
of suggested strategies to reduce moral

distress including interventions focused on

leadership development and team building,

clear performance management processes and
policies, as well as mentorship and knowledge
development in dementia care.

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Introduction

Most people living in residential care facilities
such as long-term care (LTC) or assisted living

(AL) have some form of dementia, with Alzheimer

dementia cannot make their own needs and
preferences known.

disease (AD) being the most common.1 The care

The main objective of this study was to explore

nursing caregivers can be faced with difficult

among nursing caregivers providing care to

care in these settings. Ethical challenges can

and AL environments.

of persons with dementia is often complex, and

the nature, extent and effects of moral distress

ethical decisions about how to best provide

persons diagnosed with dementia living in LTC

be even more difficult when the person with

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
1

Laurel Strain et al., “Designated Assisted Living and Long Term Care in Alberta: Selected Highlights from the Alberta Continuing Care
Epidemiological Studies (ACCES)”. (Edmonton, AB: ACCES Research Group, University of Alberta, May 2011), iii
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Mary C. Corley et al., “Nursing Moral Distress and Ethical Work Environment”, Nursing Ethics 12:4 (2005): 381-90..
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This research is significant for the
following reasons:

1_ Research on moral distress in nurse caregiving
has demonstrated that context is extremely
important. Prior to this study, most of

this research had occurred in acute care

environments,2 and acute care hospitals. 3 4
2_ Caring for persons with dementia can be

physically and emotionally challenging for
nursing caregivers.5 We needed to better

understand the situations that caused moral
distress in these settings.

3_ The presence of moral distress in nursing

caregivers in acute care has been linked to

increases in stress, burnout, higher staff

turnover, and difficulties in the recruitment/
retention of staff.6

4_ Links between high moral distress in nurses
and lower quality care have also been

demonstrated.7 It is reasonable to hypothesize
that the effects of moral distress on nursing
caregivers could influence quality of life

for people living with dementia in LTC and
AL settings.

5_ There are high levels of nursing staff turnover
in residential care environments,8 and we

hypothesize that moral distress related to

dementia care plays a role in this. Given the

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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Bernadette Pauly et al., “Registered Nurses’ Perceptions of Moral Distress and Ethical Climate,” Nursing Ethics 16:5 (2009): 561-73.
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Phyllis B. Whitehead et al. “Moral Distress Among Healthcare Professionals: Report of an Institution-wide Survey,” Journal of
Nursing Scholarship 47:2 (2015): 117-125.

5

Brigid Duffy et al., Burnout Among Care Staff for Older Adults with Dementia, Dementia 8:4 (2009): 515-41.

6

Sarah Elizabeth Hart, “Hospital Ethical Climates and Registered Nurses Turnover Intentions, Journal of Nursing Scholarship 37:2
(2005): 173-77.

7

S. J. Todd and S. C. Watts, “Staff Responses to Challenging Behaviour Shown by People with Dementia: An Application of an
Attributional-Emotional Model of Helping Behaviours”, Aging & Mental Health 9:1 (2005): 71-81.

“rising tide” of dementia in Canada,9 there is

nurse-caregiving staff across both rural and urban

may relate to dementia care, its nature and

of 35 eligible facilities in the region. As this study

some urgency to explore moral distress as it
prevalence, and how it may be contributing
to lower job satisfaction and turnover in
care staff.

The team conducted the research in Southern

Alberta over two years, in two phases. Phase one
involved interviews with nursing caregivers of

persons with dementia, to understand situations
that contributed to moral distress, and to inform
the development of a survey instrument. Phase
two included survey development and piloting,

followed by a survey of a larger sample of nursing
caregivers to better understand the prevalence of

moral distress among caregivers in these settings,
the situations that trigger it, and its effects.

This research generated important findings that
will help managers and decision makers better

understand moral distress in residential facilities,

the effects of moral distress on nursing caregivers,
and how to best support staff to give the best
care for persons with dementia.

settings participated in the study, out of a total

was focused on residential nursing care of people
with dementia, we focused on care facilities

providing more complex care, such as long term
care facilities. This is where the most frail and

medically complex residents reside, and we knew
from earlier research carried out by Strain and

colleagues on residential care environments in
Alberta that approximately 71% of residents in

long term care have a diagnosis of dementia.10

We also included facilities at the highest level
of supportive (or assisted) living, known as

Supportive Living level 4 (SL4). This level of care is
for those with more moderately complex health
needs who are living in a home like setting with
scheduled supports. Again, we know from the

work of Strain and colleagues that approximately

58% of individuals in such environments are living
with some type of dementia.11 We also included a

variant of this level of supportive living – SL4-D: a
living option focused on providing care to those
with dementia or other mental illnesses who

require a secured environment. Facilities included

Setting

in the current study were either wholly-owned

The study was situated in the Southern Zone of

private/corporate facilities contracted by the

September 2012 and March 2015. Thirty different

ranged in size from as small as five beds, to as

and operated by the Health Authority, or were

Alberta Health Services, and took place between

Health Authority to provide services. Facilities

care facilities employing approximately 2900

high as two-hundred beds.

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
8

Rita Jing-Ann Chou, Resident-Centred Job Satisfaction and Turnover Intent Among Direct Care Workers in Assisted Living: A
Mixed Methods Study, Research on Aging 34:3 (2012): 337-64.

9

Alzheimer Society of Canada, Rising Tide: The Impact of Dementia on Canadian Society (Toronto: ON: Author, 2010).

10

(Strain, ACCES, 82)

11

(Strain, ACCES, 21)
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Phase One:
September 2012
– September 2013

Conducting in-depth interviews allowed us to

Findings: Phase One

from the perspective of nursing caregivers directly

Sources of Moral Distress

explore the nature and context of moral distress
involved in the care of persons with dementia.
We invited the participation of registered

emerged from the data collected: Managing

healthcare aides (HCAs) as well as RNs in home

Care, Poor Treatment of Residents, Family Issues

supportive living environments. During this phase,

to ensure the validity of our interpretations, we

the research team for participation. This selection

to a subset of participants once data collection

from nursing staff working in facilities that varied

that we had accurately captured the main ideas

nurses (RNs), licenced practical nurses (LPNs),

Dementia-related behaviours, Inconsistency of

care providing care management for residents in

and A Model of Care that Doesn’t Fit. In order

6 facilities and 3 home care sites were selected by

presented summaries of these main themes back

was based on our intent to obtain perspectives

was completed. Participant responses confirmed

in size, location and age of the facility. In-depth

they had shared with us.

interviews were conducted with 18 nursing staff:
7 RNs, 4 LPNs, and 7 HCAs.
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Five major themes about sources of moral distress

Managing Dementia-Related Behaviours.

suffered. They noted that such residents do better

challenges they faced when managing dementia-

care and that this was too often lacking, leading

Participants provided many examples of

related behaviours. They shared stories about
residents and staff being put at physical risk

when residents became aggressive. It was also

distressing for caregivers when residents refused
needed care or exhibited escalating behaviours

that prevented nursing caregivers from providing
even basic care. Whether or not to medicate
residents to manage their behaviours was a

recurrent subtheme and a frequent source of

disagreement between staff members, as well as

between staff members and families. Participants
expressed concerns about overmedicating

residents thereby reducing their quality of life. The

perception of some participants was that staff too
often used medications to manage behaviours

with consistency in routines and approaches to

to an escalation in behaviours, as well as to moral
distress for the nursing caregiver. One of the

factors stated as contributing to inconsistency

in care was a high turnover of staff or frequent
rotation changes. Participants shared stories

about inconsistent and infrequent assessments,
lack of care planning, and generally poorer care

provided to residents with dementia – situations
that resulted in worsening of conditions.

Additionally, many examples were given of

situations where insufficient pain control was

in place for these residents. Several participants
became distressed as they talked about these
situations during the interviews.

because it was easier and faster than other

Poor Treatment of Residents. Witnessing what

medication was not used often enough to help

was a source of moral distress for participants.

controversy over medication and its appropriate

being rude to residents, calling residents

was a lack of education around dementia care

even when providing care, or treating residents

Most participants believed that staff did not

situations where participants tried to advocate

managing dementia-related behaviours.

ignored. Perceived lack of management follow-

Inconsistency of Care. Inconsistency in care

was also identified as distressing. Participants also

interventions. Others expressed the belief that

they perceived as the poor treatment of residents

manage behaviours. As participants discussed the

Participants related instances of seeing staff

use, they often shared the observation that there

derogatory names, not talking with residents

generally, and behaviour management specifically.

like children. Many examples were provided of

have the knowledge and/or skills to deal with

for residents in their care but felt unheard, or

was another cause of moral distress for those

interviewed. Many concerns were shared about
physician delays in visiting residents, as well
as perceived lapses in ordering appropriate

medications or needed interventions in a timely
manner. Participants expressed the belief that

because residents with dementia were not able
to clearly articulate their needs, their care often

through on addressing staff performance issues

shared the distress experienced when they were

ordered to implement faster or easier solutions to
expedite care. For example, one participant talked
about having to give residents “drinkable” meals
(blending an entire meal into a drink) because

the residents were taking too long to eat. Others
expressed distress about having to rush care,

when a rushed approach is so often upsetting to
the resident with dementia.
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Family Issues. It was acknowledged that family

needing their attention. RNs not being on site

important members of the healthcare team.

from a distance meant that their suggestions

members, especially legal guardians, were

However, participants noted that the expectations
of families and nursing caregivers were at times

very different, creating conflict and moral distress.
Participants shared examples where they felt very
strongly that family decisions were worsening
a resident’s condition, sometimes because the

family thought they were protecting their loved
one, or needed a sense of control over care, or

simply lacked knowledge about dementia. Staff
expressed that they often bore the brunt of

family anger, when families perceived that their
expectations were not being met. Participants

also expressed moral distress when they believed
they knew what a resident needed for comfort
and for care and had communicated this to

a family – but the family did not bring in the
needed supplies for that care.

A Model of Care that Doesn’t Fit. This theme

related to the perception that the model of care
used in residential facilities was a poor match

for the needs of residents, particularly as related
to a lack of resources/funding. Participants

for care planning were not always followed, too

frequently resulting in poorer outcomes and the

need for last minute crisis management. Another
source of moral distress shared by participants

was the lack of recreational activities for residents
with dementia. Numerous examples were shared

about residents being isolated and unstimulated,
which caused moral distress in caregivers who

perceived this as harmful to quality of life. Lack

of occupational therapy staff in supportive living

was also identified as distressing, as the absence

of these resources led to an inability to get needed
equipment/supplies, especially pertaining to skin/
wound care. Staff also indicated they were often

placed in distressing situations because facilities
were not properly set up to handle residents

with aggressive behaviours. Disagreement with
“placement decisions” i.e. what the best living

option might be for a resident also caused distress
for nursing caregivers – participants noted that

many residents were simply in the wrong place to
receive the care they needed.

reported struggling with a “Social Model of Care”

Effects of Moral Distress on Nursing Caregivers

conditions and the majority require mechanical

Participants shared the negative effects that

staff levels were inadequate to meet needs was a

were categorized into several broad themes:

of having to balance the care needs of too many

costs, as well as reduced job satisfaction and

staffed, and having to choose which resident

struggled with feelings of overwhelming anxiety,

morally distressing. Concerns were expressed

fatigue to the point of exhaustion, powerlessness,

non-care tasks, taking them away from residents

in an emotional connection to the residents they

when most residents have at least 3 or 4 medical

10_

was another source of distress: overseeing care

lifts and a high level of physical care. A belief that

moral distress had on their well-being which

strong subtheme. Participants related instances

emotional, psychological, physical and relational

residents at one time, frequently working short-

a desire to escape the workplace. Participants

to help first; these situations were described as

frustration, guilt, anger, mental and physical

that HCAs were required to carry out too many

inadequacy, and deep sadness that was rooted

cared for. It was not surprising that such feelings

caused moral distress. Participants shared

and their desire to withdraw from the workplace.

moral distress, including managers who were

heavily influenced their sense of job satisfaction,
Participants described calling in sick when they

were not actually ill or engaging in more solitary

activities in the workplace to avoid situations that

would cause them distress. Some participants also
described how the consequences of moral distress
reached beyond the workplace into their life and
relationships at home.

Potential Mitigating Factors
Participants reported consistently that having

more hands to do the work, or smaller resident

assignments would help them avoid situations
that pulled them in too many directions, and

strategies that they believed would decrease their
seen to be present and supportive of staff, even if
they could not always solve the issue; just being
heard by someone in authority was described

as helpful in reducing feelings of distress. Peer
support was also noted as helpful in reducing

moral distress, and participants reported taking
opportunities when possible to share their

feelings/concerns with co-workers. More formal
education, hands on training and mentorship

programs were also suggested by participants
as strategies that would help staff care more

consistently and knowledgeably with residents

with dementia and thereby reduce moral distress.

_ 11
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Phase Two:
October 2013
– February 2015

Data from phase one were used by the team to

were asked to indicate on a 5-point scale how

of situations that triggered moral distress for

their feelings of moral distress (ranging from

develop a survey to investigate the frequency

respondents over the past year, the magnitude of

distress caused, the consequences to respondents

in terms of physical health and job satisfaction, as
well as the perceived effectiveness of particular
strategies to mitigate moral distress.

The survey contained 4 sections and a short

section on demographics. The first section listed
28 different situations with two corresponding
5 point response scales, for the respondent

to indicate the frequency of experiencing the

situation (ranging from “has not happened over
last year”, to “daily”) , as well as the magnitude

of moral distress caused (ranging from “none at

all” to “an extremely large amount”). Section two
listed 15 potential effects on the respondent of
moral distress, and a 5-point response scale in

order to capture the frequency of experiencing

the effect over the last year (ranging from “never
to “daily”). Section three contained 8 strategies

that may reduce moral distress, and respondents

12_

much they believed each strategy might reduce
“none at all” to “an extremely large amount”).
Section four consisted of 3 items. One item
asked the respondent to assess how much

moral distress had reduced their job satisfaction
(on a 5-pointscale ranging from “not at all” to

“an extremely large amount”). Item two asked
the extent to which moral distress caused the

respondent to feel like quitting her/his current job
(same scale as above), and item three was a yes/
no choice asking whether or not the respondent
intended to quit her/his current job within the

next year. Each of the sections also had additional
space to include items that respondents wished
to include that were not listed. The survey tool

was piloted in 7 sites, with a 62% response rate
(n=68). Data from the pilot helped us assess
validity and reliability, and informed minor

changes to the survey prior to its final distribution
to the remaining 23 sites. We obtained a 43.6%
response rate across the 23 sites surveyed.

Findings: Phase Two

Table 2 displays the 10 situations that caused the

Demographic data describing the respondents

the top 10 most frequently experienced. In Table 3,

highest levels of moral distress; Table 3 displays

(n=389) that responded to the survey is

note that 6 of the 10 most frequently experienced

displayed in Table1.

events were also represented in the top 10 in

terms of how distressing participants reported

The proportion of responses from nursing

them to be (these are highlighted).

caregivers working in rural and urban settings

was fairly equal: 51.4% of the respondents worked
in urban facilities, while 48.6% worked in rural.

Respondents worked in different types of facilities
such as AHS owned (14.3%), Private for Profit (PFP)
facilities (37.1%) and Private not for Profit (NFP)

There were some differences between caregiver
designations in the reported frequency of

situations causing moral distress. For example,

experiencing moral distress as a result of seeing
a low quality of life for residents with dementia

(48.6%) facilities.

because of a lack of resident activities was

reported most frequently by RNs and LPNs, where

Moral distress was a commonly experienced

this ranked third in frequency for HCAs. For HCAs,

phenomenon in dementia care. 75.9% of

the two situations reported most frequently as

respondents reported experiencing situations

causing moral distress were having to decide

that caused at least a moderate degree of moral

which resident to care for first, and having to rush

distress, at least weekly, over the past year.

the care of residents with dementia due to lack

We were most interested in discovering those

of time. “Seeing the care suffer for residents with

situations that caused the highest levels of

dementia because there was not enough staff to

moral distress in nursing caregivers, as well as

situations that were causing moral distress most
frequently. What was surprising to us was the

degree of overlap between situations that caused
the highest levels of moral distress, and those

do the work” was reported as the second most
frequent cause of moral distress for RNs, third
in frequency for LPNs and fourth in frequency
for HCAs.

situations experienced most frequently.

table 1

gender

designation

age

years of experience

Females – 92.5%

RNs – 18.95%

18-30 years – 24.0%

< 10 years – 60.6%

Males – 7.5%

LPNs – 13.95%

31-42 years – 2.82%

10-20 years – 22.7%

HCAs – 67.1%

43-54 years – 30%

> 20 years – 16.7%

55+ years – 17.8%
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table 2

how distressing?

how often?

% reporting “large
amount”

% reporting at least
once/week or more

% reporting “extremely
large amount”

% reporting daily
occurrence

(total)

(total)

1. Seeing the care suffer for residents with dementia
because there are not enough staff to do the work.

31.8%
40.1%
(71.9%)

26.1%
32.1%
(58.2%)

2. Having to rush the care of residents with dementia
due to lack of time – even though I know it might
upset them.

27.8%
31.8%
(59.6%)

22.0%
31.9%
(53.9%)

3. Seeing care that does not show respect to residents
with dementia.

36.4%
20.2%
(56.6%)

25.0%
8.9%
(33.9%)

4. Seeing the care suffer for residents with dementia
because families do not provide basic necessities
such as clothing and other supplies.

28.4%
25.5%
(53.9%)

15.7%
19.4%
(35.1%)

5. Seeing a low quality of life for residents with
dementia because there are not enough activities.

23.7%
28.8%
(52.5%)

23.5%
35.9%
(59.4%)

6. Seeing residents with dementia living with pain
because it is not treated appropriately.

23.5%
27.7%
(51.2%)

11.0%
14.4%
(25.4%)

7. Seeing poor care for a resident with dementia
because of poor communication between staff
members.

32.0%
18.1%
(50.1%)

18.3%
10.7%
(29%)

8. Having to provide care to aggressive residents with
dementia without the supports I need to feel safe.

21.5%
28.2%
(49.7%)

15.6%
17.4%
(33%)

9. Seeing the care suffer for residents with dementia
because staff lack the knowledge and skills they
need to provide dementia care.

26.2%
23.3%
(49.5%)

14.7%
17.6%
(32.3%)

10. Seeing the care suffer for residents with dementia
because physicians do not visit often enough.

28.6%
20.6%
(49.2%)

18.7%
12.1%
(30.8%)

situations ranked by
how distressing
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table 3

situations ranked by how
frequently they occurred

how often?**

how distressing?

% reporting at least
once/week or more

% reporting “large
amount”

% reporting daily
occurrence

% reporting “extremely
large amount”

(total)

(total)

1. Telling the resident with dementia things that
are not true so he/she won’t get upset.**

25.6
37.1%
(62.7%)

9.4%
2.7%
(12.1%) (ranked 28th/28
in distress level)

2. Having to make a resident with dementia wait
for care because another resident needs me just
as much, at the same time.

24.3%
35.3%
(59.6%)

26.2%
13.6%
(39.8%) (ranked 14th/28
in distress level)

3. Seeing a low quality of life for residents with
dementia because there are not enough
activities.

23.5%
35.9%
(59.4%)

23.7%
28.8%
(52.5%)

4. Seeing the care suffer for residents with
dementia because there are not enough staff
to do the work.

26.1%
32.1%
(58.2%)

31.8%
40.1%
(71.9%)

5. Having to rush the care of residents with
dementia due to lack of time – even though I
know it might upset them.

22.0%
31.9%
(53.9%)

27.8%
31.8%
(59.6%)

6. Seeing the care suffer for residents with
dementia because families do not provide basic
necessities such as clothing and other supplies.

15.7%
19.4%
(35.1%)

28.4%
25.5%
(53.9%)

7. Seeing the care suffer for residents with
dementia because staff lack the knowledge and
skills they need to provide dementia care.

14.7%
17.6%
(32.3%)

26.2%
23.3%
(49.5%)

8. Having to provide care to aggressive residents
with dementia without the supports I need to
feel safe.

15.6%
17.4%
(33%)

21.5%
28.2%
(49.7%)

9. Having to work without the supports I need to
prevent residents with dementia from hurting
other residents.

14.2%
14.2%
(28.4%)

19.4%
26.3%
(45.7%) (ranked 11th
in distress level)

10. Having to follow a family’s wishes for care even
if it doesn’t seem the best for the resident
with dementia.

18.6%
13.2%
(31.8%)

22.9%
5.9%
(28.8%) (ranked 20th/28
in distress level)

** Despite being the most frequent, this item was ranked the very lowest in terms of how distressing it was to participants.
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For all caregiver designations, the situation

causing the highest levels of moral distress was

reported to be “seeing the care suffer for residents
with dementia because there are not enough

staff to do the work”. RNs reported that “seeing

care that does not show respect to residents with
dementia” as the situation causing the second

__ In general, urban1 respondents (in the two large
population centres) reported:

__ A higher frequency of seeing the care suffer
for residents with dementia because of lack
of staff to do the work

__ A higher frequency of seeing the care suffer

highest levels of distress, and “seeing residents

for residents with dementia because they did

treated appropriately” as the third highest. The

as clothing/other supplies

with dementia living with pain because it is not
second most distressing situation reported by

LPNs was “having to rush the care of residents

with dementia due to lack of time – even though
I know it might upset them” followed by “seeing
a low quality of life for residents with dementia

because there are not enough activities “as third.
For HCAS, the situation that caused the second

not have the necessities from families such
__ Higher levels of distress when observing

a lower quality of life because of a lack of
activities for residents with dementia

__ Higher levels of distress when having to

provide care for aggressive residents without
the supports needed to feel safe.

highest levels of moral distress was “having to

Consequences For Nursing Caregivers

lack of time, even though I know it might upset

Moral distress for nursing caregivers did have

rush the care of residents with dementia due to
them”, followed by “seeing the care suffer for

residents with dementia because families do not
provide basic necessities such as clothing and
other supplies”.

Other statistically significant findings:
__ In general, caregivers with fewer years of
experience reported:

__ a higher frequency of having to care for

aggressive residents without the support
they needed to feel safe

__ a higher frequency of feeling the need
to rush care even though they knew it
upset residents

consequences for overall wellbeing.
Daily or at least once/week:

__ 49.3% of respondents reported feeling
frustrated

__ 44.4% reported feeling physically exhausted
__ 41.6% reported feeling emotionally drained
__ 39% reported feeling powerless
__ 33.1% reported engaging in unhealthy

behaviours as a result of moral distress.

On at least a monthly basis:
__ 76.1% of respondents reported
feeling frustrated

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
1
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ERRATUM in original report: these effects were mistakenly reported as of a greater concern in rural environments due to
an editing error between versions in the production process. Corrected information appears in this report.

__ 73.5% reported feeling emotionally drained
__ 73.3% reported feeling physically exhausted
__ 63% reported feeling powerless

Strategies That Could Reduce Moral Distress
Respondents were asked about specific factors

that might reduce their moral distress. In Table 4,
these are listed in descending order according to

__ 62.2% reported feeling angry
__ 54.8% reported that they are losing sleep
__ 52.2% reported feeling sad

how much respondents believed the factor would
reduce moral distress.

table 4

strategy

% reporting
“large amount”

% reporting “extremely
large amount”

total

Having enough staff to provide good care
for residents

22.2%

65.7%

87.9%

Sharing laughter and humor with
colleagues

32.8%

49.6%

82.4%

Having a manager who will listen to my
concerns, look into them, and get back to
me with possible solutions

34.4%

43.8%

78.2%

Having more education and training of
staff about how to better care for people
with dementia

29.6%

41.3%

70.9%

Having co-workers that you can talk to
and vent to*

39.5%

29.2%

68.7%

Having better management policies and
procedures for reporting and disciplining
poor staff performance

28.9%

38.5%

67.4%

Having a manager that listens to your
difficulties and frustrations, even if he/she
is not able to do anything about them*

29.7%

22.9%

52.6%

Making sure I get enough exercise

32.0%

17.4%

49.4%

* reduced distress to a greater level for rural respondents (statistically significant differences as compared to urban)
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Job Satisfaction
Approximately 40% of respondents reported

that moral distress reduced their job satisfaction
a “large” or “extremely large” amount, and

another 35.6% reported it had reduced their job
satisfaction a “moderate” amount. Therefore, a

full three quarters of respondents indicated that
moral distress had reduced their job satisfaction
at least a moderate amount. Although 84.9% of

respondents did not intend to quit their job in the
next year, more than one-quarter of respondents
(25.9%) reported that moral distress contributes
to them wanting to quit their job a large, or

extremely large amount. Another one quarter of

respondents (23.3%) indicated that moral distress
contributes (to a moderate level) to wanting to
quit their current job. Therefore, almost half of
respondents (49.2%) are reporting that moral

distress is contributing in a significant way to the
desire to leave. Further, there were also strong

associations between respondents who reported
higher levels of moral distress and those who

indicated wanting to quit their jobs in all caregiver
categories. Participants who indicated that moral
distress was making a higher level contribution
to feeling like they wanted to quit work were

those who also experienced higher frequency of
the following effects of moral distress: feeling

strain in their relationships outside work, feeling
powerless, not wanting to go into work, feeling

emotionally drained, feeling physically exhausted,
feeling guilty, feeling sad, frustrated, and
physically ill.

18_
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Discussion

The findings of the study suggest that moral

Limitations

care of persons with dementia in residential

This study did have limitations. For example,

numerous situations that triggered moral

area and one point in time, and vulnerable

most distressing situations were also among

of participants into the study and self-report.

in continuing care to be aware that staffing

its design and execution, and is one of the first to

frequent contributor to situations creating moral

care of people with dementia. The study was

to rush care, delay or forgo care, or choose to

a sample size that resulted in good statistical

distress is contributing to a nursing workforce

construct validity and internal consistency.

distress is a prominent feature of the nursing
care settings. Nursing staff encountered

it was limited in its focus on one geographic

distress, and findings indicated that some of the

to the biases that come with self-selection

the most frequent. It is important for leaders

However, this descriptive study was rigorous in

levels have been identified as a significant and

closely examine moral distress in the residential

distress, placing staff in the position of having

strengthened by its mixed method approach,

meet some needs and not others. Further, moral

power, and a survey instrument with high

in these environments that is feeling frustrated,

physically and emotionally exhausted, powerless
and angry. Moral distress is also a significant

factor in reducing job satisfaction, and a reason
that many report wanting to leave their jobs.
This has serious implications in a sector that

is already experiencing staffing shortages and
high turnover, and has potentially very serious
implications for the quality of nursing care in
these settings.

Although further research on moral distress
in residential care is needed, leaders in this

sector of care would be wise to attend to the
magnitude and frequency of moral distress

suggested by this descriptive study, as well as

to the exploration of strategies suggested that

may reduce moral distress. One important area

for future research would include exploring the

influence of these suggested strategies on moral
distress. In particular, interventions focused on
leadership development and team building,

clear performance management processes and
policies, as well as mentorship and knowledge

development in dementia care may be effective in
reducing moral distress in this setting.
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