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Abstract
Background: The COVID-19 pandemic has created ethical challenges for intensive care unit (ICU) professionals,
potentially causing moral distress. This study explored the levels and causes of moral distress and the ethical climate
in Dutch ICUs during COVID-19.
Methods: An extended version of the Measurement of Moral Distress for Healthcare Professionals (MMD-HP) and
Ethical Decision Making Climate Questionnaire (EDMCQ) were online distributed among all 84 ICUs. Moral distress
scores in nurses and intensivists were compared with the historical control group one year before COVID-19.
Results: Three hundred forty-five nurses (70.7%), 40 intensivists (8.2%), and 103 supporting staff (21.1%) completed
the survey. Moral distress levels were higher for nurses than supporting staff. Moral distress levels in intensivists did
not differ significantly from those of nurses and supporting staff. “Inadequate emotional support for patients and their
families” was the highest-ranked cause of moral distress for all groups of professionals. Of all factors, all professions
rated the ethical climate most positively regarding the culture of mutual respect, ethical awareness and support.
“Culture of not avoiding end-of-life-decisions” and “Self-reflective and empowering leadership” received the lowest
mean scores. Moral distress scores during COVID-19 were significantly lower for ICU nurses (p < 0.001) and intensivists
(p < 0.05) compared to one year prior.
Conclusion: Levels and causes of moral distress vary between ICU professionals and differ from the historical control
group. Targeted interventions that address moral distress during a crisis are desirable to improve the mental health
and retention of ICU professionals and the quality of patient care.
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Coronavirus
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Introduction
During a global health crisis, e.g. the COVID-19 pandemic, caregivers encounter ethical issues they usually
do not experience in everyday healthcare [1, 2]. These
issues can be summarized in what Wynia refers to as
the three “Rs”: rationing, restrictions, and responsibilities [3]. Health care professionals have to allocate limited resources fairly, whether they are medical (e.g.,
drugs, ventilators, testing capability, and hospital beds),
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structural (e.g., venue) or human (e.g., medical personnel) [4]. Restrictions such as isolation and quarantining
of patients, their families and health care professionals
may additionally affect the delivery of health care [5].
Furthermore, healthcare professionals are held responsible for the quality of care for their patients despite
their personal risks. As a consequence, these professionals have to balance their own and their loved ones’
physical and mental health needs with those of their
patients.
As the need for intensive care treatment and support
has rapidly increased during the COVID-19 pandemic,
the ethical issues described above may apply in particular
to the intensive care unit (ICU) professionals. This may
cause some to experience so-called “moral distress”.
The term moral distress is defined as knowing what to
do in an ethical situation, but being constrained in some
way from doing this [6]. An important contributor that
either alleviates or aggravates moral distress in health
care professionals is the ethical climate in their units and
organization. Several researchers in health care settings
identified that the more positive the ethical climate is
perceived, the less moral distress is reported [7–9].
Studies examining moral distress and ethical climate in
healthcare professionals have found that both are associated with the intention to leave one’s job [10–20]. In
2019, a questionnaire study in 84 intensive care units in
the Netherlands already revealed that nurses and intensivists experience high levels of moral distress in daily
clinical practice (14.9% and 7.5% respectively) [21]. This
may be compounded during the COVID-19 pandemic.
Experience with previous epidemic health emergencies
has shown that distress during an outbreak can cause
long-term psychological effects on healthcare professionals such as anxiety, post-traumatic stress disorder, and
depression [22–28].
Several studies have investigated the mental health
state and factors contributing to burnout of health care
professionals exposed to the COVID-19 disease [29–34].
Recently, a study conducted among ICU professionals in
a Dutch university medical center and teaching hospital
identified three issues that became significantly more distressing during COVID-19 compared to one year prior:
scarcity of resources, time, and/or staff, and having to
work with colleagues believed insufficiently skilled and/
or work unsafely. Despite their interesting findings, a
national study is so far lacking [35].
Consequently, this study aims to assess levels of moral
distress and quality of ethical climate experienced by
intensive care professionals in the Netherlands during
the COVID-19 pandemic and to determine factors that
cause moral distress in these health care professionals.
Furthermore, this study aims to compare the degree of
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moral distress during the COVID-19 outbreak with those
of a cohort one year before the COVID-19 outbreak.

Method
This study was performed between April and June 2020,
among all 84 ICUs in the Netherlands. This was just after
the first, and so far largest peak of 1320 COVID-19 (suspected) patients admitted to the ICU in the Netherlands
on April 7th. By June 11th, the end of the study period,
this number had been reduced to 115 patients [36].
Participants

All ICU team managers were asked to distribute an
online questionnaire by email to intensivists, ICUnurses, and supporting staff (all personnel from other
departments called upon, but not primarily trained
to deliver ICU care) working in the ICU during the
COVID-19 pandemic. Intensivists and ICU nurses were
also approached by email through their representative
organizations (the Dutch Association for Intensive Care
and the Dutch Intensive Care Association for Nurses &
Healthcare Assistants respectively). At the time of the
study, 3800 ICU-nurses and 826 intensivists were working in the Dutch ICUs, with 63.8% male and 36.2% female
intensivists. The number of supporting staff deployed
in the Dutch ICUs was unknown. For intensivists, the
age distribution was as follows: 30–39 years: 12.5%;
40–49 years: 44.9%; 50–59 years: 31.7% and 60–69 years:
10.9%. The age and gender distribution was unknown for
ICU nurses.
Ethical approval, informed consent, data analysis

This study was approved by the Central COVID-19
Research Committee and the Board of Directors of
Maastricht University Medical Centre. Participation was
strictly voluntary, and no incentives were offered. Participants were provided an information letter and were only
able to participate after providing written informed consent. Data were collected via an online survey software,
Qualtrics [37], and were securely stored and analysed
according to the General Data Protection Regulation.
Data could not be traced back to specific participants.
Questionnaire

The questionnaire included the Measure of Moral Distress for Healthcare Professionals (MMD-HP) [38], the
ethical decision-making climate questionnaire (EDMCQ)
[39], and demographic questions. Twenty items that specifically related to the COVID-19 pandemic were added
to the questionnaire. A copy of the questionnaire is provided in Additional file 1.
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MMD‑HP

The MMD-HP consists of 27 different clinical situations
and an option to suggest other clinical situations of moral
distress. Each item was rated on a five-point Likert scale
for the frequency of occurrence (0 = never; 4 = very frequently) and the level of distress (0 = none; 4 = very distressing). The moral distress score of each item resulted
from multiplying frequency of occurrence and level of
distress (range 0–16). After every page break, a comment field was added to allow respondents to clarify their
responses. The MMD-HP furthermore contains questions about resignation due to moral distress, providing
services that address moral distress and suggestions on
how to reduce moral distress. The MMD-HP was back
and forth translated from English to Dutch.
EDMCQ

The EDMCQ consists of 32 items to assess the ethical climate in the ICU context in the domains of team climate,
leadership by physicians, and end-of-life (EOL) care. The
original Dutch version of the EDMCQ was used. Each
item was scored on a five-point Likert scale from strongly
disagree to strongly agree. A comment field was added
after each domain.
Development of COVID‑19 related items

The previously validated MMD-HP was extended by adding eight items regarding specific COVID-19 aspects,
such as family and patient support and contamination fear. Also, twelve items were added to the original
EMDCQ questionnaire. To compile these extra questions, an initial pool of questionnaire items was generated
based on the available literature [40–43]. Relevance and
possible difficulties of comprehensibility or interpretation of the added items were discussed in an expert panel
consisting of ICU-professionals. Items were adjusted or
discarded if deemed necessary. The questionnaire was
subsequently distributed among the participants, no pilot
study was performed. However, Cronbach’s alpha calculated for the items added to the MMD-HP and EDMCQ
evidenced a rather high internal consistency (0.85 and
0.87 respectively). Exploratory factor analysis (EFA) of
the extended MMD-HP and extended EDMCQ was
performed (see analysis). Additional factors with high
internal consistencies emerged from the extra items,
indicating an added value of the extra items. See Additional files 2 and 3.
Analysis
Quantitative analysis

Quantitative data were analysed using SPSS v25.0.0.1
[44]. The chi-square goodness-of-fit-test was conducted
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to assess whether the respondents are representative for
the entire population of ICU professionals. The distribution of age and gender of the intensivist group was compared with the numbers expected based on the national
distribution. A non-response bias analysis for ICU nurses
and supporting staff could not be performed due to the
lack of available national data.
Exploratory factor analysis (EFA) was performed to
identify the underlying constructs between item scores in
the extended MMD-HP and EDMCQ, and thus to check
the construct validity of the scales. Principal axis factoring was conducted on the 35 items with oblique rotation.
The number of factors to be retained was determined by
using the Kaiser Criterion and the scree plot. The factors
were interpreted by examining the pattern matrix. Only
those items correlating 0.30 or higher with a factor in the
rotated solution were considered to be associated with
that factor. The score for each factor was calculated by
summing the item scores (frequency times level of distress) of the items associated with a factor and dividing
this sum by the number of items per factor. EFA of the
extended EDMCQ was conducted in the same manner, as
well as the calculation of the factor scores, except that no
multiplication was needed to obtain the item scores. The
identified factors and factor loadings per item are provided in Additional file 2. The internal consistency of the
sets of items associated with the identified factors of the
extended MMD-HP and extended EDMCQ was measured by Cronbach’s alpha, which ranged from acceptable
to very good and from good to very good respectively.
The internal consistency was also very good for all items
of the original and extended MMD-HP, as well as for all
items of the original and extended EDMCQ. More details
can be found in Additional file 3.
Descriptive statistics were calculated for demographics and answers to each additional question. Comparisons between intensivists, ICU nurses and supporting
staff on continuous variables were made using Analysis
of Variance (ANOVA) with Games Howell post hoc tests
to correct for multiple testing. The Pearson correlation
coefficient was calculated to measure the strength and
direction of the association between moral distress levels
and several continuous variables expected to be related
to moral distress. When testing these Pearson correlations, the Bonferroni method was used to correct for
multiple testing. Since seven correlations were examined,
overall and for each profession, the associated p-values
were inflated by multiplying these by 7.
Comparison with the historical control group

One year before COVID-19, a nationwide moral distress study using the original MMD-HP was conducted
among all ICU-nurses and intensivists working in the
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Netherlands, of whom 120 intensivists (18.7%) and 499
ICU nurses (10.1%) in the Netherlands completed the
questionnaire [21]. In the current study, moral distress
outcomes and the highest-ranking moral distress items
of the original MMD-HP of intensivists and ICU nurses
were compared with this historical control group using
independent samples t tests.
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Moral distress
Overall moral distress level per profession

Moral distress levels were higher for nurses than for
supporting staff. Moral distress levels in intensivists did
not differ significantly with those of nurses and supporting staff. See Table 2.
Exploratory factor analysis

Qualitative analysis

Participants were able to provide narrative commentary by responding to the open-ended questions
and comment fields in the questionnaire, which was
anonymized down to the subgroup level. Data were
analysed using ATLAS.ti v8.4.18 [45]. Qualitative data
were analysed independently by two researchers (MD
and SP), both medical students. An inductive thematic
analysis with the widely accepted six-step process was
used to explore deeper themes within the data [46].
First the researchers familiarised themselves with the
data (step 1) and generated initial codes (step 2). From
these codes common and relevant themes were identified (step 3). Units of comments consisting of one
grammatical clause, yet covering different topics were
coded as different units. Initial codes were subsumed
into more abstract categories, which were eventually
collapsed into core-categories using a constant comparative approach (step 4). A codebook was formulated after reaching consensus, which was then used
to independently recode the data (step 5). Full coding
was initially done by one researcher (MD), while randomly selected parts were double-coded by one other
independent researcher (SP). Codes were modified if
considered necessary. The pre-final analysis was then
checked and any disagreements in coding were resolved
by discussion among members of the research team
until consensus was reached. Finally, step six of the thematic analysis was completed: reporting the findings.
This study was reported according to the Standards for
Reporting Qualitative Research [47].

Results
Demographic data

The extended MMD-HP was completed by 41 intensivists (5.0%), 355 ICU nurses (9.3%), and 108 supporting
staff, the extended EDMCQ by 40 intensivists (4.8%), 345
ICU nurses (9.1%), and 103 supporting staff. Every item
was completed for every survey returned. Distribution
of gender and age in the intensivist group did not differ
significantly from the national population (p = 0.71 and
p = 0.07 respectively). An overview of the participants’
characteristics is given in Table 1.

EFA of the extended MMD-HP revealed seven factors
(see Table 2) which explained 58.8% of the variance.
The factor “Inadequate emotional support for
patients and their families” was considered most morally distressing by all professions (see Table 2). Of the
individual items in this factor, the items “Being unable
to provide patients and their families optimal emotional support” and “Being unable to allow patients and
their families to have a dignified farewell” received the
highest mean scores in all professions (see Table 3).
“Fear of contamination” was also experienced as relatively highly morally distressing by all professions. The
highest scoring item in this factor in all professionals
was “Feeling obligated to provide care to patients where
the health of my loved ones is at risk”.
The mean factor score of “Suboptimal patient care
due to organizational restrictions” was particularly high
for ICU nurses. “Being required to work with other
healthcare team members who are less experienced
than patient care requires” and “Being required to care
for more patients than I can safely care for” were the
highest scoring items in this factor. An overview of
items with the highest and lowest scores per factor per
profession are shown in Additional file 4.
Qualitative comments

Among the 207 qualitative comments regarding the
extended MMD-HP, most were related to working
with non-standard equipment and resources (16%) and
the inability to provide psychosocial care to patients
and their families (14%). For example, one ICU nurse
commented:
Sometimes I had to beg if the family could visit when
the patient was so ill that discontinuing treatment
was considered. Rules were regularly eased, but not
this rule. (ICU nurse)
ICU nurses in particular frequently reported dilemmas
concerning the shortage of nursing staff. Among the 106
comments from ICU nurses, 18 related to a suboptimal
level of competence of colleagues and 14 to the high
number of patients they had to care for. Other frequently
reported comments from ICU nurses concerned poor
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Table 1 Demographics of participants
Nurse (n = 355)

Intensivist (n = 41)

Supporting
staff
(n = 108)

Sex
Male

81 (22.8%)

25 (61.0%)

18 (16.7%)

Female

274 (77.2%)

16 (39.0%)

90 (83.3%)

Mean age

43.64 (11.4)

45.78 (6.7)

40.17 (10.4)

40 (11.3%)

0 (0.0%)

18 (16.7%)

Age categories
< 30
30–49

177 (73.2%)

30 (73.2%)

65 (60.2%)

≥ 50

138 (38.9%)

11 (26.8%)

25 (23.1%)

Hospital type
Tertiary, academic

32 (9.0%)

10 (24.4%)

4 (3.7%)

Top referral

189 (53.2%)

20 (48.8%)

77 (71.3%)

Secondary center

131 (36.9%)

11 (26.8%)

27 (25.0%)

Total years of work experience
<5

68 (19.2%)

8 (19.5%)

38 (35.8%)

5–19

153 (43.1%)

31 (75.6%)

46 (43.4%)

≥ 20

134 (37.7%)

2 (4.9%)

22 (20.8%)

Years of work experience on current workplace
<5

87 (25.5%)

14 (35.9%)

45 (42.9%)

5–19

165 (48.4%)

23 (59.0%)

43 (41.0%)

≥ 20

89 (26.1%)

2 (5.1%)

17 (16.2%)

Normal ICU-bed count
< 10

47 (13.3%)

7 (17.1%)

7 (6.7%)

10–29

193 (54.7%)

16 (39.0%)

92 (87.6%)

≥ 30

113 (32.0%)

18 (43.9%)

6 (5.7%)

ICU-Bed count during COVID-19
< 10

15 (4.3%)

0 (0.0%)

4 (3.8%)

10–29

86 (24.5%)

9 (22.0%)

27 (25.5%)

  ≥ 30

250 (71.2%)

32 (78.0%)

75 (70.8%)

Percentage increase in bed count
< 20%

48 (13.7%)

3 (7.3%)

19 (18.3%)

20–49%

95 (27.1%)

6 (14.6%)

14 (13.5%)

50–79%

107 (30.5%)

16 (39.0%)

19 (18.3%)

≥ 80%

101 (28.8%)

16 (39.0%)

52 (50.0%)

communication about rules, regulations and guidelines
by their supervisors (n = 18). One nurse wrote:
Regulations are sometimes changed per half-day. It
is impossible to keep up. (ICU nurse)

Associations between moral distress, ethical climate
and respondents’ characteristics

Response-percentages of each professional group per
additional question are provided in Additional file 5.
Higher moral distress scores were associated with lower
ethical climate scores in ICU nurses (r =  − 0.55, p < 0.001)
and supporting staff (r =  − 0.47, p < 0.001). No significant

correlation was found for intensivists. As shown in
Table 4, ICU professionals who considered quitting their
position reported significantly higher moral distress
scores than those who did not (p < 0.001). Higher moral
distress scores were likewise seen in participants considering using psychosocial help (p < 0.001) and in participants who indicated that the attention paid to moral
distress was insufficient (p < 0.001). A greater number of
ICU beds was significantly correlated with higher moral
distress scores in ICU nurses (r = 0.21, p < 0.001), but not
for intensivists or supporting staff. No statistically significant correlation was found for moral distress regarding
age and work experience for all professions.
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Table 2 Moral distress score and standard deviation per profession with Games–Howell correction for differences between
professions
Mean (SD)a

Overall moral distress score

p value

Nurse (n = 355)

Intensivist (n = 41)

2.97 (2.06)

2.56 (1.38)

Support‑
ing staff
(n = 108)
2.09 (1.71)

N–Ib

N–Sc

I–Sd

0.22

< 0.001

0.19
0.40

Factors
1. Suboptimal patientcare due to organizational restrictions

5.01 (3.45)

3.34 (2.39)

2.77 (2.51)

< 0.001

< 0.001

2. Inadequate emotional support for patients and their families

5.73 (3.89)

6.20 (3.27)

4.63 (3.91)

0.67

0.030

< 0.05

3. Fear of contamination

3.86 (4.28)

3.59 (3.86)

3.77 (3.86)

0.91

0.98

0.97

4. Collaboration with patients and their families

1.54 (1.75)

1.53 (1.29)

0.78 (1.11)

1.00

< 0.001

< 0.05

5. Culture of fear and hierarchy

0.85 (1.54)

1.03 (1.31)

0.53 (0.91)

0.69

< 0.05

< 0.05

6. Administrative burden

2.96 (3.61)

2.43 (2.63)

2.07 (2.82)

0.47

< 0.05

0.76

7. Disproportional and aimless care

2.68 (2.76)

1.83 (1.55)

1.49 (1.77)

0.010

< 0.001

0.50

a

Score range 0–16 (higher scores reflect more moral distress)

b

Nurse vs. intensivist

c

Nurse vs. supporting staff

d

Intensivist vs. supporting staff

Table 3 Highest ranking moral distress situations across nurses for the extended MMD-HP
Nurses (n = 355)

Intensivists
(n = 41)

Supporting staff
(n = 108)

Item no Item

Mean (SD)a Rank Mean (SD) Rank Mean (SD) Rank p value

30

Be unable to provide optimal emotional support to anxious and
distressed patients/family members

7.69 (5.31)

1

7.22 (4.64)

2

5.38 (5.23)

2

< 0.001

29

Be unable to allow patients/family members to have a dignified
farewell

7.00 (5.43)

2

8.02 (4.87)

1

6.55 (5.25)

1

0.32

13

Be required to work with other healthcare team members who are
less experienced than patient care requires

6.57 (4.94)

3

3.32 (3.45)

10

2.59 (3.57)

12

< 0.001

16

Be required to care for more patients than I can safely care for

6.22 (4.19)

4

3.05 (3.99)

13

2.42 (4.19)

13

< 0.001

28

Working with other healthcare team members whom I do not
know well

6.00 (4.61)

5

2.54 (2.97)

15

4.81 (4.28)

3

< 0.001

17

Experience compromised patient care due to a lack of resources/
equipment/bed capacity

5.23 (4.97)

6

6.10 (5.25)

3

3.38 (4.23)

7

0.001

9

Watch patient care suffer because of a lack of provider continuity

5.00 (4.65)

7

3.83 (3.67)

7

3.10 (3.88)

9

< 0.001

35

Providing care to patients of whom the course of the disease and
proper treatment is unclear

4.38 (4.24)

8

5.46 (4.76)

4

4.54 (4.94)

4

0.33

32

Feeling obligated to provide care to patients, where the health of
my loved ones is at risk

4.30 (5.10)

9

4.22 (4.87)

5

4.37 (4.86)

5

0.99

a

Score range 0–16 (higher scores reflect more moral distress)

Services addressing moral distress

Most participants (93.4%) declared that services providing support for moral distress were implemented
during COVID-19. A total of 764 narrative comments
were received to the question what services were
provided to address moral distress. The provision
of professional moral distress support was most frequently reported (60%), e.g., support by psychologists,
social workers, spiritual counsellors, peer supporters, and other mental health support team members.

Furthermore, an “open” culture in which managers
are approachable and professional problems and feelings or emotions could be shared with colleagues was
frequently mentioned (18%). Debriefing as an intervention was also reported by all professions (15%),
sometimes in the presence of a psychosocial support
worker.

Donkers et al. BMC Med Ethics

(2021) 22:73

Page 7 of 12

Table 4 Associations between moral distress and respondents’
characteristics
Variable

n (%)

Not considering leaving job nowa

470 (93.1) 2.57 (1.80)

Considering leaving job now

35 (6.9)

Enough attention is paid to moral distressb

410 (81.7) 2.44 (1.72)

Not enough attention is paid to moral distress 92 (18.3)

Moral
distress
score (SD)

5.03 (2.63)
4.10 (2.37)

Not considering using psychosocial help nowc 450 (93.8) 2.65 (1.92)
Considering using psychosocial help now
a

30 (6.3)

4.05 (2.25)

Not considering leaving now vs. considering leaving now (p < 0.001)

b

Enough attention is paid vs. not enough attention is paid (p < 0.001)

c

Not considering using help now vs. considering using help now (p < 0.001)

Suggestions regarding the reduction of moral distress

Of all respondents, 18.4% indicated that the attention paid to addressing moral distress was insufficient.
Respondents provided 154 suggestions how to address
moral distress. Some suggested to make psychosocial
support more accessible and individually tailored and to
continue offering this support after the crisis is over, as
one supporting staff member describes:
Aftercare will be necessary. We now find ourselves in
the eye of the storm. When the worst is over, we will
realize what happened.
Others proposed to improve mutual respect and support
within the team by showing more appreciation by the
supervisor and sharing experiences and feelings. Furthermore, respondents suggested to organize more frequent
evaluations and to improve interdisciplinary shared decision making, for example by increasing involvement of
nurses in decision making.
Too little attention was paid to relevant questions
from the nursing ward. There was a clear top-down
atmosphere, probably due to time constraints. I felt
my voice was not being heard, even though my usual
focus is infection prevention. (ICU nurse)
Some described how working conditions should be
improved. Some ICU nurses for example called upon
financial investments from the government to improve
working conditions. Respondents furthermore described
how they wanted to be able to provide better psychosocial care to patients and their families.
There should be more room for families to visit
patients, by providing more and better protective
measures. Better contact and more dignified patient

care would reduce much moral distress. (ICU nurse)
Ethical climate
Exploratory factor analysis

EFA of the extended EDMCQ revealed eight factors,
which explained 61.8% of the variance.
Ethical climate per profession

While the ethical climate factor scores of ICU nurses and
supporting staff were mostly comparable, intensivists
had significantly higher ethical climate scores on all factors except for “Practice and culture of ethical awareness
and support”. “Practice and culture of ethical awareness
and support” and “Culture of mutual respect within the
interdisciplinary team” were the highest perceived ethical
climate factors in all professions. “Culture of not avoiding
end-of-life-decisions” and “Self-reflective and empowering leadership” received the lowest mean scores (see
Table 5). “Patients with little chance of recovery are not
frequently admitted” and “Physicians in charge dare to
show their vulnerability” were the lowest scoring ethical
climate items in all professions. Additional file 6 shows
the lowest ranking ethical climate items in the extended
EMDCQ per profession.
Qualitative comments

From the 504 respondents 157 narrative comments to
the open ended questions relating to the ethical climate
were received, respectively by 133 ICU nurses, 8 intensivists and 36 supporting staff. Comments concerning team
climate (n = 42) were mainly related to the themes of a
lack of interdisciplinary shared decision making (48%), as
illustrated below:
Nurses no longer participate in the multidisciplinary
consultation. No ifs or buts, just work! (ICU nurse)
Also, a lack of reflective practice (21%), and feeling
undervalued (17%) were often mentioned in the context
of the team climate.
While 18% of the comments on leadership culture
(n = 37) indicated satisfaction, some described hierarchy
(22%).
We are not equals… certainly not in a crisis situation. (ICU nurse)
Others found there was a lack of self-reflective and firm
leadership (10%).
The problems regarding psychosocial health (n = 46)
that participants most frequently reported were fatigue
(56%) and sleeping difficulty (36%), as one described:
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Table 5 Ethical climate score per profession per factor with Games–Howell correction for differences between professions

Overall ethical climate score

Mean (SD)a

P-value

Nurse (n = 345) Intensivist (n = 40) Supporting
staff
(n = 103)

N–Ib

3.90 (0.54)

4.11 (0.38)

3.89 (0.43)

< 0.05

N–Sc

I–Sd

0.96 < 0.05

Factor
1. Practice and culture of ethical awareness and support

4.34 (0.59)

4.23 (0.60)

4.23 (0.62)

0.56

2. Self-reflective and empowering leadership by physicians

3.48 (0.67)

3.74 (0.51)

3.52 (0.54)

< 0.05

3. Culture of not avoiding end-of-life decisions

0.30

1.00

0.76 < 0.05

3.36 (0.91)

3.81 (0.75)

3.40 (0.65)

< 0.05

0.97 < 0.05

4. Practice and culture of open interdisciplinary reflection/discussion 3.74 (0.85)

4.14 (0.61)

3.85 (0.70)

< 0.05

0.40 < 0.05

5. Active involvement of nurses in end-of-life care and decision
making

4.02 (0.56)

3.77 (0.58)

< 0.05

0.83 < 0.05

3.73 (0.65)

6. Relaxation after or during work

3.80 (0.84)

4.12 (0.60)

4.00 (0.67)

< 0.05 < 0.05

7. Culture of mutual respect within the interdisciplinary team

4.34 (0.72)

4.63 (0.52)

4.04 (0.81)

< 0.05 < 0.05 < 0.001

8. Active decision making by physicians

4.22 (0.77)

4.58 (0.59)

4.19 (0.67)

< 0.05

a

0.52

0.94 < 0.05

Score range 1–5 (higher scores reflect better perceived ethical climate)

b

Nurse vs. intensivist

c

Nurse vs. supporting staff

d

Intensivist vs. supporting staff

Especially in the onset of the crisis, I had many
sleepiness nights as I couldn’t stop worrying. I had
thoughts like: when will it start? How bad will it get?
How long will it take? Will I get sick? Will my family get sick? Will we end up in the same situation as
Italy? (ICU nurse)
Other comments were related to hectic in the ICU during the peak of the pandemic (33%). Comments on EOLcare (n = 15) were related to the unpredictability of the
COVID-19 disease (25%), postponement of EOL-decisions (8%), and not being involved in decision making
(8%).
End-of-life care during COVID-19 is very different
from normal… there is no consultation between physicians and nurses. (ICU nurse)

Comparison with the historical control group

When comparing the original MMD-HP with the historical control group, the total mean moral distress score for
ICU nurses (2.35 versus 3.00, p < 0.001) and intensivists
(1.91 versus 2.67, p < 0.05) decreased significantly.
A comparison of the original MMD-HP was made for
the most morally distressing items per profession during COVID-19 and the historical control group one year
before COVID-19 (see Additional file 7). For nurses this
comparison revealed significant differences, while in
intensivists the stress score is comparable to one year
prior. In particular, “Be required to work with colleagues
who are less experienced than patient care requires”

and “Caring for more patients than I can safely care for”
received significant higher stress scores in ICU nurses
than one year prior.

Discussion
This study is the first nationwide survey regarding moral
distress among intensive care professionals in the Netherlands during the COVID-19 pandemic and also the first
comparison with a national historical control group one
year before the COVID-19 outbreak.
The main results are discussed below.
Moral distress

While in pre-COVID-19 studies nurses had higher moral
distress levels than intensivists, our results show that
these differences have decreased during the pandemic
[7, 21]. However, nurses had significantly higher moral
distress levels than supporting staff. The moral distress
scores reported are relatively small. However, some situations did not or rarely occur as reported by the participants, and therefore the impact of these situations
regarding moral distress is minimal or absent.
Different root causes for moral distress among ICU
professionals have been identified. Our findings underscore that the inability to provide psychosocial care to
patients and their families was a major problematic issue
for all professions. Families were banned from visiting
their seriously ill and dying loved ones due to the need
for social distancing. This may not only feel inhuman,
but has also adverse consequences for shared decision
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making about treatment and EOL-care [48, 49]. As previously described [35], during the COVID pandemic, a
constantly impending dilemma of safe working conditions versus high quality of care occurred. ICU professionals were afraid of becoming infected and worried
about the consequences of the latter for themselves and
their environment. Furthermore, our respondents frequently reported they experienced moral distress from
working in unfamiliar working environments and participating in unfamiliar processes, which is known to have
consequences for quality and safety of patient care [50,
51]. In addition, the communication by supervisors was
reported to be poor, which is in line with other studies
[29, 32]. However, transparent communication in a crisis
situation is known to be challenging as new policies have
to be constantly adapted and implemented.
Both the ranking of morally distressing situations and
the response to the open-ended questions show that
ICU nurses often experienced moral distress from caring for too many patients. ICU nurses had to care for
three (85%) or four (36%) patients during the first peak
of the pandemic instead of applying the usual one nurse
to one patient ratio [52]. The contemporary and increasing shortage of nursing staff worldwide has become even
more pronounced and problematic during the pandemic
[53]. To address the shortage of ICU staff and increase
the ICU bed capacity during the pandemic, personnel
from other departments, who were not primarily qualified to deliver ICU care, were temporarily deployed.
However, this study confirms that working with less
trained team members is particularly morally distressing
for ICU nurses [35]. This may increase the symptoms of
burnout [35], which puts the ICU care in an untenable
situation.
Respondents provided multiple suggestions to address
moral distress. Supportive engagement, a clear vision and
good feedback to healthcare professionals from supervisors is needed to protect against psychological outcomes
[54]. Regular and structural debriefing sessions have been
proven to mitigate moral distress in ICU nursing staff
[55] and is expected to improve shared decision making.
Furthermore, respondents voiced their need for better
accessible and individually tailored psychosocial support.
However, in this study, 18.4% of all respondents reported
that the attention paid to moral distress was insufficient,
compared to 67.7% in 2019. ICU management and the
government seem to have made progress in recognizing and addressing the hazards of moral distress within
healthcare settings. As higher moral distress scores
were seen in ICU professionals who declared to consider using professional psychosocial help, it is interesting to discuss what the particular needs different groups
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of professionals have and by what group of professionals
psychosocial support should be provided.
Ethical climate

This study corroborates the negative association between
moral distress levels and healthier ethical climates in
nurses and supporting staff [7], but not in intensivists.
Perhaps this is due to the number of intensivists that
participated. Our findings suggest that a feeling of solidarity prevailed during COVID-19. Nevertheless, leadership should be more self-reflective and empowering.
A remarkable issue is the large number of ICU professionals who reported being fatigued and having sleeping
difficulties. A recent review on the prevalence of depression, anxiety and insomnia among healthcare workers,
reported that one in three healthcare workers suffered
from insomnia during COVID-19 [56]. These results
underscore the relevance of this recently recognized
problem associated with a significant risk of morbidity
[57].
Comparison with the historical control group

Strikingly, the overall moral distress score for ICU nurses
and intensivists during the COVID-19 pandemic turned
out to be significantly lower compared to the historical control group. We postulate several possible explanations. First, moral distress levels might have been
higher very early during the pandemic, when there was
much uncertainty about the course of the disease and
little organizational control. Second, ICU professionals
may have gone into survival mode as a strategy to make
it through the crisis, neglecting their own mental health
needs. In this perspective, moral distress levels might
have increased sometime after this stressful period.
Third, proactively provided professional psychosocial
care and the feeling of solidarity that prevailed during the
crisis may have reduced the feeling of moral distress. Furthermore, selection bias might have occurred in that only
the least morally distressed professionals participated.
Lastly, it can be hypothesized that factors that elicit
high moral distress levels during normal circumstances
may apply less during a crisis. Since the additional factors emerging from the extra items received relatively
high moral distress scores in all professions, the extended
MMD-HP may be more valid to measure moral distress
during a pandemic than the original MMD-HP. The
revised version is expert and psychometrically validated
and can perhaps be used in future studies.
Limitations

Limitations of this study include a limited response rate,
which could have resulted in selection bias. Especially
the limited number of participating intensivists hampers
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the interpretation of responses. However, there were no
indications of non-response bias for this group. As data
on the age and gender distribution of ICU nurses and
supporting staff were unavailable, it is unclear whether
the respondents of these professions are representative
for their entire population. Furthermore, interregional
differences of moral distress levels were not taken into
account, although the pressure on critically ill patient
care delivery and experienced moral distress is likely to
have differed between Dutch regions [58]. In addition,
moral distress among ICU professionals in the Netherlands during COVID-19 may differ from that in other
countries. Replicating the study in other countries would
be necessary to establish its generalizability.

Conclusions
ICU professionals in the Netherlands have experienced
moral distress to varying degrees during the COVID19 pandemic. All professional groups experienced high
levels of moral distress from the inability of providing
psychosocial support for patients and their families, but
other causes of moral distress differed. The overall moral
distress scores of the original MMD-HP were significantly lower in ICU nurses and intensivists compared to
the historical control group one year before COVID-19.
However, it is questionable whether the original MMDHP is an adequate tool to measure moral distress during
a pandemic. The revised version is sufficiently reliable
and valid and can be used in future studies. To address
moral distress during a crisis, leaders must provide a supportive environment, communicate clearly, and encourage group reflective debriefings. By minimizing moral
distress, intensive care professionals’ mental health and
staff retention, as well as patient care quality and safety,
increase.
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