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Abstract
Background: Many healthcare professionals have left their professions recently be-
cause of increased moral distress, and the COVID- 19 pandemic has had a further 
major impact on the ever- changing healthcare environment.
Aim: The purpose of the study was to examine care leaders’ experiences of moral 
distress in their daily work in older adult care.
Methodology: A qualitative design was used. The data consisted of texts from inter-
views with care leaders (N = 8) in an older adult care context. Content analysis was 
used to analyse the data.
Findings: Five themes emerged: (1) moral distress arises from a lack of time, (2) 
moral distress contributes to a sense of inadequacy but also a sense of responsibility, 
(3) moral distress arises from an imbalance in values, (4) increased knowledge and 
open discussion help reduce moral distress and (5) reflection, increased support and 
increased resources can reduce moral distress.
Conclusion: Moral distress is something that care leaders, according to this study, 
experience daily in an older adult care context and it is considered to have increased. 
Care leaders can experience moral distress from a lack of time; patient- related, 
relative- related or other ethically difficult situations or an imbalance between own 
values and an organisation's, other caregivers’, patients’ and/or patients’ relatives 
values. Increased staffing resources, more knowledge (training and lectures) and 
time for reflection individually, in groups or with an outside expert could increase 
care leaders’ insights into and ability to reduce moral distress. Although situations 
that are characterised by moral distress are burdensome, care leaders have the op-
portunity to learn from such situations through reflection and discussion and can 
develop strategies for future ethical challenges. Future research could focus on ex-
ploring caregivers’ experiences of moral distress.
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INTRODUCTION

An increased emphasis on efficiency in healthcare today 
has led to ethical conflicts becoming highly common in 
care environments [1,2]. Ethical conflicts can arise, for 
example, when top management introduces changes or 
issues directives that conflict with care leaders’ ethical 
values [2]. This in turn can result in care leaders experi-
encing moral dilemmas or stress [2]. The ever- changing 
healthcare environment [3,4]. Deschenes et al. [4] has 
also been further majorly impacted by the COVID- 19 pan-
demic [5,6]. More attention has been placed on the “moral 
distress” that caregivers may experience [7] when they are 
unable to act in the way they wish because of an exter-
nal obstacle, such as the COVID- 19 pandemic [8]. Moral 
distress has been identified as the reason underlying why 
many caregivers have chosen to leave their professions in 
recent years and given its major impact on care, the topic 
should be further researched [9].

Background

Used alongside the terms “ethical problems” and “ethi-
cal stress,” moral distress is defined as a psychological 
imbalance that occurs when people are aware of the ethi-
cally appropriate action that a situation would require 
but cannot perform this action due to external obstacles 
[4,10,11]. Moral distress is thus linked to moral judgment: 
when a person understands what the “right thing” to do is 
but is unable to act in a manner in accordance with such 
understanding due to, for example, external obstacles 
[1,9,10,12,13]. The concept of moral distress, therefore, 
can be broadened to include not only the awareness of the 
right action or measure but also that the action or measure 
cannot be realised or implemented in a satisfactory man-
ner due to factors beyond a person's control [12- 14]. Such 
factors can include, for example, power structures, legal 
constraints or lack of time [10].

Moral distress can lead to work- related stress, reduced 
self- esteem or negative emotions such as frustration, anx-
iety, sadness or fear [4,9,10,11]. It can also lead to pro-
fessional growth or positive emotions such as improved 
self- reflection [4]. While it can be considered an ethical 
phenomenon, where ethical and moral obligations come 
into conflict, caregivers nonetheless also can experience 
moral distress without experiencing a sense of conflict 
[12,13].

Some of the factors leading to greater complexity in 
the daily care environment include reduced staffing, 
the increased number of patients with greater and more 
challenging needs, the need to simultaneously maintain 
high- quality care while minimising care costs [4,15], that 

populations are getting older and patients are more un-
well, and that care throughout the world is being restruc-
tured [16]. Improved methods for ethical problem- solving 
are required [3,4]. Caregivers commonly experience moral 
distress in their daily work [4]. Ethical problems arise 
when caregivers are required to act in a way they per-
ceive is not in the patient's best interests [17- 19]. Being 
required to defend patients’ best interests and right to self- 
determination can give rise to a great deal of stress in care-
givers’ everyday work life [16].

Caregivers can be required to prioritise, especially if 
limited resources or a limited budget conflict with meet-
ing patients’ basic needs [19]. In such cases, a tension 
arises between the organisation's values and needs and/
or caregivers’, patients’ and patients’ relatives needs and 
values [2]. Care leaders act as an intermediary between 
these values and thereby have considerable influence on 
the caring atmosphere [1,2]. As previously noted, when 
the primary emphasis in an organisation is placed on 
costs and productivity, conflict can arise between such or-
ganisational values and care values, where patient care is 
the most important [1,2,19]. Some of the most common 
ethical problems that caregivers experience are a lack of 
resources, patients who are more and more unwell, and 
not being able to develop and produce high- quality care 
[1,2,11,19,20]. Common ethical problems in care can be 
related to an organisation, staff, patients or other factors 
[1,3,20]. For example, care leaders can experience ethical 
problems linked to a lack of appreciation or interprofes-
sional conflicts in different practical situations [20], and 
increased work stress can be linked to situations where 
patients or relatives are uncooperative or behave inappro-
priately [17].

Care leaders can experience moral distress as con-
tributing to emotional and/or mental harm [21]. When 
caregivers are required to take “incorrect” measures, 
even though they have knowledge of and are aware of 
the measures that should be taken, they can experience 
feelings of shame, guilt or remorse [10,21]. When care-
givers are obliged to take measures that go against their 
ethical principles, their emotional integrity is damaged, 
which can lead to burnout [21]. Moral distress does 
not dissipate once a situation has passed; care leaders 
and other caregivers continue to experience moral dis-
tress even after the actual care situation is over [10]. 
Some caregivers even perceive that moral distress can 
lead to a disinclination to work [18]. Moral distress can 
contribute to mental suffering as well as reduced self- 
esteem, which in turn can lead to a change of profes-
sion [10,18,21,22]. Researchers have shown that care 
leaders prioritise organisational responsibilities over 
their human and ethical responsibilities [10,21]. The 
experience of consciously doing what one perceives to 
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be incorrect also contributes to psycho- emotional dam-
age and damage to professionalism [18,21]. This can be 
considered hidden suffering caused by being forced to 
betray one's ethical principles [21]. Perceived moral dis-
tress even leads to more medical errors, which can result 
in increased costs and reduced patient satisfaction [22].

Several new ethical dilemmas have emerged in con-
junction with the COVID- 19 pandemic that contrib-
utes to caregivers’ moral distress, and many of these are 
linked to a lack of resources, both medical and human [8]. 
Patients’ moral distress has even increased, which in turn 
affects caregivers [7]. Care leaders’ and other caregivers’ 
work pace has increased and their workload has grown, 
and they do not have the same time as before to reflect 
on ethical problems and/or prioritise work tasks [8,23]. 
Care leaders are experiencing great stress because of the 
constant stream of new information from national health 
authorities, which often requires rapid change [5]. Care 
leaders and other caregivers are experiencing increased 
moral distress linked to patients’ unalleviated moral suf-
fering [7,24]. Care leaders and other caregivers are even 
experiencing increased moral distress caused by uncer-
tainty about the future, uncertainty linked to decision 
making and the fear of failure [7]. Care leaders face a sig-
nificant task in seeking to meet the challenges part of the 
ongoing COVID- 19 pandemic [23].

As seen above, there is an urgent need for new and bet-
ter strategies for dealing with moral distress in healthcare 
[16]. The development of high- level ethical leadership is 
needed, which will improve the quality of patient care, 
improve caregivers’ welfare and streamline care organisa-
tions [19,20].

AIMS

The purpose of the study was to examine care leaders’ 
experiences of moral distress in their daily work in older 
adult care.

METHODOLOGICAL ASPECTS

The research question was: How do care leaders experi-
ence moral distress in their daily work in older adult care?

Data material and data collection

A qualitative design was used in this study. The data ma-
terial consisted of texts from interviews with eight (N = 
8) care leaders (aged 28– 62 years) in Finland regarding 
their experiences of moral distress in their daily work T
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in older adult care. The participants worked within dif-
ferent older adult care settings: home care, care wards 
for older adults, older adults daycare centers and service 
housing. The participants were selected in collaboration 
with the head nurse of the organisation. The selected 
participants first received a written invitation to partici-
pate in the study by email and secondly a telephone call 
was made to orally inform them about the study. The 
information letter detailing the study and participation 
in an interview on the topic of moral distress was sent 
by email. The participants’ experience varied from 4 to 
43 years in different nursing contexts and from one to 
21  years of experience as a care leader in older adult 
care.

Analysis

Semi- structured interviews were conducted digitally (on-
line) during February and March 2021, because of the 
COVID- 19 pandemic. The interviews lasted between 40 
and 60 min and were recorded and transcribed. The data 
material was analysed using qualitative content analysis 
[25]. Both researchers analysed the material by reading it 
several times to open up the subject. Sentence units were 
found, condensed, coded and categorised. The analysis 
generated five main themes. Through qualitative con-
tent analysis, similarities, variations and differences were 
revealed. Both researchers discussed and agreed on the 
choice of final themes. For an example of the data analysis 
conducted see Table 1.

Ethical considerations

The research has been conducted in accordance with the 
guidelines for the Finnish National Board on Research 
Integrity TENK [26]. One researcher contacted care 
leaders working at the care organisations included in 
the study and invited them to participate in the study by 
email. Those indicating that they wished to participate 
received oral and written information about the study 
purpose, confidentiality and the intention to publish the 
research results. Permission to conduct the interviews was 
given by the included care organisations and written in-
formed consent was obtained from the study participants. 
The ethical permit to conduct the study was approved by 
a research ethics committee at the university where the 
researchers are based. If the interview caused unpleas-
ant feelings in participants and they felt they needed to 
discuss these, they were encouraged to contact the inter-
viewer afterward.

FINDINGS

Five themes were generated (see Table 2). These five 
themes are described in more detail below.

Moral distress arises from a lack of time

The participants revealed that they wanted to spend more 
time with their patients but could not. They experienced 
that only having the time for the most necessary care 
measures was difficult.

… you would need to have sufficient time 
for your patients, that’s the biggest [problem 
linked to moral distress] … It’s reflected onto 
the patients … even if the caregivers are as 
nice and capable as you like they don’t have 
time to perform the work properly. The phys-
ical [work] but the mental [work] becomes 
probably left half- done. 

(P2)

The participants also noted that they needed to prioritise 
between patients, that is, due to a lack of time they were re-
quired to choose which patient received more of their time. 
“[Caregivers] don't know how much extra time they can give 
to this patient so that other patients don't suffer too much… 
we are struggling to be sure with time pressure and staff 
shortages that it's crazy right now [during the pandemic]” 
(P5).

The participants stated that the COVID- 19 pandemic 
had led to an even greater time pressure, which conse-
quently increased their moral distress. Not only were the 
care leaders affected by such a lack of time; caregivers’ 
lack of sufficient time for work tasks impacted patient 
care, regardless of how good the caregivers were. The par-
ticipants revealed that increased sick leaves and quaran-
tine periods during the COVID- 19 pandemic had resulted 
in the need to employ underqualified temporary staff and 
that as a result competency was sometimes lacking. Also, 
the participants noted that the inability to perform certain 
tasks that are delineated but for which resources do not 
exist could cause moral distress, for example, the inability 
to take patients out for individual walks. The participants 
perceived that more staffing resources would lead to the 
reduction of moral distress.

The participants also experienced that their moral 
distress increased when they as care leaders were re-
quired to assist caregivers or provide direct- patient care 
because of a lack of staffing resources, which resulted 
in their administrative work being left uncompleted. 
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Most participants stated that they prioritised the work 
that was most urgent, thus they could assist in direct- 
patient care despite other important work being left un-
completed. “If I’m at work in the field with the patients 
and do a good job there but then you know that e-mails 
and other [administrative] tasks are tumbling in that 
you should do… and my boss asks when will you send in 
that and that report…” (P8).

Moral distress contributes to a 
sense of inadequacy but also a sense of 
responsibility

The participants experienced that it was difficult to ac-
cept that although one had done one's best, it could still 
feel as if one had done too little. A sense of inadequacy 
was also linked to staffing resources, with the participants 

T A B L E  2  Study findings

Main themes Core findings within the themes

Moral distress arises from a lack of time Only having time for the most necessary care measures was experienced as 
difficult.

Being forced to prioritise between patients and having to choose which patient 
should receive more of their time caused moral distress.

The COVID−19 pandemic had led to an even greater time pressure, which 
consequently increased their moral distress and impacted patient care

Moral distress contributes to a sense of inadequacy 
but also a sense of responsibility

Inadequacy was linked to staffing resources, with the participants revealing 
that there was nothing further they could do to acquire more staffing 
resources, even if more resources were needed.

More fully qualified staff would result in a “calmer” work tempo, which 
thereby would facilitate the sharing of responsibility and reduce moral 
distress.

Moral distress could arise when caregivers who are not really interested in 
older adult care were employed.

Moral distress could lead to the development of a stronger sense of 
responsibility for patients and could awaken a desire and vision for the 
future

Moral distress arises from an imbalance in values Economic values were used to steer the organisation's ethical values, 
which created moral distress since participants did not always have the 
opportunity to emanate from their ethical values because economic factors 
were paramount.

The patients’ relatives could sometimes have a different opinion on a 
matter than caregivers or even the patients themselves, which created 
an imbalance in values. The participants perceived that they were often 
“caught in the middle” when seeking to reconcile differing opinions

Increased knowledge and open discussion help 
reduce moral distress

Several caregivers lacked knowledge about moral distress and greater 
knowledge on the topic was needed.

Newly graduated caregivers were more aware of ethics than previous 
generations.

It was seen as important to discuss moral distress during meetings and make 
one's organisation more aware of the topic.

The participants emphasised the importance of openness in the workplace to 
reduce moral distress

Reflection, increased support and increased 
resources can reduce moral distress

Reflecting on the day's events or engaging in therapeutic writing could help 
reduce moral distress. Thinking positively about the future and/or realising 
that opportunities to influence matters and act differently in the future do 
exist could be helpful.

A request for support from upper management regarding how to reduce moral 
distress was expressed.

Regular work supervision was seen as important and speaking to an outside 
expert or therapist who is familiar with what one has been through or with 
a work colleague was a good way to relieve moral distress.

An open atmosphere where caregivers could “dare” talk about moral distress 
was an essential key to reducing moral distress
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revealing that there was nothing further they could do to 
acquire more staffing resources, even if more resources 
were needed. The participants perceived that more fully 
qualified staff would result in a “calmer” work tempo, 
which thereby would facilitate the sharing of responsibil-
ity and reduce moral distress. The participants noted that 
not only their work was affected by moral distress but also 
their leisure time. Bearing the responsibility as care leader 
for all of the various care tasks that should be performed 
as well as the immense task of supporting staff could 
quickly lead to a sense of inadequacy and thus moral dis-
tress. “The sense of inadequacy that you go home from 
work and think you have a thousand things that you think 
that you should have done and done a little better…” (P8). 
This same participant emphasised that her way of allay-
ing moral distress was to make staff feel seen and that she 
typically sought to “boost” staff so that they felt important. 
Moral distress even could arise from the sense that one is 
unable to maintain a sense of responsibility for patients to 
the extent one would like.

The most important is probably that you 
should have insight into that no matter how 
much you work, the work will never be fin-
ished. … sometimes you have to be tough and 
prioritize. … even if a lot feels like routine 
… so you must plan your work to be able to 
manage. 

(P8)

The participants experienced that moral distress could 
arise when caregivers who are not really interested in older 
adult care were employed. Nonetheless, the participants re-
vealed that such caregivers must be tolerated, because of the 
shortage of fully- qualified staff. This could cause care lead-
ers moral distress. “We do not have enough qualified staff 
here in healthcare… so it is to be sure a great moral distress… 
some are not as interested in older adult care who nonethe-
less work… so it is to be sure stressful…that they maybe don't 
do their job with all of their heart” (P2).

A positive aspect of moral distress was that it could 
lead to the development of a stronger sense of responsi-
bility for patients and could awaken a desire and vision for 
the future. The participants revealed that a stronger sense 
of responsibility for patients could lead them to seek more 
staffing resources and staff who would be “available” for 
patients, all to ensure patients’ well- being and sense of se-
curity. “So that you don't have to think that ‘Oh, now we 
should do so and so!’. Or: ‘This we should do differently 
[because of too few staff]’ without having the situation 
under control so that all parties are satisfied” (P1).

The participants furthermore experienced that their 
moral distress had grown concurrent with the COVID- 19 

pandemic and ever- stricter pandemic- related guid-
ance. They revealed that caregivers who did not follow 
pandemic- related guidance could cause them moral 
distress.

… you become stressed by colleagues who 
haven’t followed restrictions and now are 
in quarantine … and that not even you as a 
caregiver follow these restrictions …. we to be 
sure even have people from the contact trac-
ing team who don’t follow the restrictions … it 
has probably to do with trust …that you have 
missed sound judgment… 

(P3)

Moral distress arises from an imbalance 
in values

Some participants experienced that the ethical values de-
lineated at the organisation they worked at and their own 
values were comparable, while others experienced that 
other, for example, economic values were used to steer the 
organisation's ethical values, which created moral distress 
in their daily work.

… the budget really steers us more than ethi-
cal values … unfortunately … money steers. … 
we’re here for our patients and I don’t think 
the organization should forget, that it’s about 
the city’s residents and their well- being. More 
and more there is talk about money rather 
than about people. 

(P5)

Many participants perceived the organisation's budget as 
being strict and that they did not always have the opportu-
nity to emanate from their ethical values, because economic 
factors were paramount. The participants experienced this 
as being morally distressing; they knew what they should 
and would like to do but were required to act in a differ-
ent way. Organisations in the private sector were perceived 
as having unbalanced ethical values because there was a 
focus on money and profit. “Yeah, and it's to be sure about 
money and profit. And I believe you shouldn't make a profit 
off healthcare. It's simply unethical” (P2). The participants 
maintained that some moral distress was acceptable, but 
that when there were several simultaneous, active stress fac-
tors over a longer period of time that moral distress became 
unsustainable and negatively impacted their well- being.

The participants even experienced that they as care 
leaders could have different ethical values than other 
caregivers. They furthermore noted that situations could 
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sometimes occur where it was difficult to “satisfy” all par-
ties and that in such situations they were required to pri-
oritise the tasks to be performed in accordance with their 
own values. “It's probably both and…enough stress is per-
fectly okay, but it will probably become burdensome when 
you have to take care of both the patient's situation and 
then also the staff 's situation. And sometimes then per-
haps the staff 's situation may in such cases have to wait” 
(P1).

Some participants also experienced that moral dis-
tress could arise if official organisational “views” dif-
fered from the views held by themselves and other 
caregivers:

… then with age so comes more illnesses … 
which get worse; such that make that [pa-
tients] can no longer live in their apartments. 
And … to make decision- makers understand 
that [patients] can’t forever live in an apart-
ment … but instead they need to move to a 
unit where they have staff around the clock… 
this is a difficult chapter. 

(P5)

The participants experienced that patients’ relatives 
could sometimes have a different opinion on a matter than 
caregivers or even the patients themselves, which can be 
considered an imbalance in values. The participants per-
ceived that they were often “caught in the middle” when 
seeking to reconcile differing opinions and that they often 
were required to compromise their own values because of a 
patient's right to self- determination.

That you in some way make both [the pa-
tient and his/her relatives] satisfied, even 
if they have very different opinions about 
what the patient needs due to, e.g., his/her 
illness. It can be difficult… you must either 
step on [someone] or back up your own 
cause … that we do like this then… despite 
everything… 

(P1)

The participants even mentioned that when a care rela-
tionship ends and relatives not only are unappreciative but 
also express dissatisfaction they could experience moral 
distress.

And finally the patient dies and relatives 
leave us by slamming the door shut… It to be 
sure passes with time. But it’s no doubt really 
quite hard if they just say how wretched we 
are … and it becomes a resignation in that I 

have tried but that they still think I am com-
pletely useless, both as a boss and as a person 
… you think about it and sometimes it feels as 
if you could do nothing more, but sometimes 
it feels as if you did not do your best. 

(P4)

Increased knowledge and open discussion 
help reduce moral distress

Many participants experienced that several caregivers did 
not know what moral distress is and that greater knowl-
edge on the topic was needed. One participant said that 
caregivers could be aware of ethics but not moral distress 
nor how it was linked to work processes. They advocated 
increased discussion and knowledge and also more train-
ing and lectures on the topic. The participants experienced 
that newly graduated caregivers were more aware of eth-
ics than previous generations. Nonetheless, the general 
perception was that only one or two caregivers being more 
aware of both ethics and moral distress was insufficient; 
both topics should be highlighted so that everyone was 
aware of them. The participants emphasised that these 
topics should not only be discussed in workplace settings 
but also generally in society. “… maybe it would be useful 
if you would be given lectures on ethics and moral dis-
tress… so you would dare to talk about things to get rid 
of the shame” (P7). Another participant stated: “Thanks 
to training you have aha experiences… how you should 
think and do. It awakens thoughts and discussion among 
the staff… reading a book is also good but it is different to 
listen to someone who lectures and [who] really burns for 
this” (P5).

While some participants perhaps considered an imbal-
ance in values to be natural, one participant stated that it 
was important to discuss moral distress during meetings 
and make one's organisation more aware of the topic. 
Some participants perceived that they had a relatively good 
relationship with their managers and noted that they met 
with their managers every week to discuss and jointly find 
solutions to eventual problems. The participants empha-
sised the importance of openness in the workplace, argu-
ing that moral distress would not “disappear” but instead 
increase. They maintained that ever greater financial con-
straints (stricter budgets) and a growing older population 
would result in more instances of moral distress, related to 
the need to prioritise tasks and/or other ethical concerns.

I also think that in the future …then we will 
have increasingly unwell people and fewer 
resources that [will] lead to many challenges 
… economic … that will come as well. But to 
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support the staff now in their endeavor to re-
member that bit … and that you cannot simply 
forget the patient. But instead emanate from 
that the patient should have it good. 

(P7)

Reflection, increased 
support and increased resources can 
reduce moral distress

The participants experienced that despite urging their 
staff not to ruminate over work matters when not at work 
they themselves had difficulty following their own advice. 
The participants described occasionally sleepless nights, 
which they attributed to moral distress linked to various 
work- related matters. They revealed that while hobbies 
or activities such as handicrafts or going for a walk could 
help them compose their thoughts for a while, they often 
were still “bothered” by disconcerting thoughts. They 
noted that giving both themselves and other caregivers 
time to reflect on current and future work could possibly 
reduce moral distress. “… you should have more time for 
reflection and simply to be able to think in your work. To 
think both as a care leader about your own work and plan 
how you would like it in the unit. But above all to get the 
staff to sit down and just discuss” (P7). The participants 
stated that soliloquising (engaging in self- talk) or gener-
ally reflecting on the day's events were other approaches 
that could help reduce moral distress. They also noted that 
thinking positively about the future and/or realising that 
opportunities to influence matters and act differently in 
the future do exist could be helpful. Another approach 
mentioned was taking a moment at the beginning of or 
during the day to gather and write down one's thoughts 
and reread these thoughts at the end of the day, that is, 
therapeutic writing.

… I write emails that I never send. That you 
get to write out [your feelings] during the 
day and write things that are negative and 
weighty. The whole then becomes a little less 
of a problem… You read it at the end of the 
day and see what you thought… and come to 
the conclusion that there are probably other 
more important things. 

(P4)

The participants also expressed a desire for support from 
upper management regarding how to reduce moral distress 
among staff. “That you should receive help with how to dis-
cuss advice on how to talk with staff or how they should feel 
that they more easily can come and talk if they feel stressed. 

And it is perhaps very fixed in oneself too… how one is as a 
boss…how the staff then feel that ‘[him/her] I can talk to’…” 
(P1). The participants even expressed that they would like 
upper management to listen to them more because they 
wanted to be respected for their vast knowledge, noting that 
they believed this could reduce moral distress. They more-
over experienced that upper management seldom initiated 
discussions about moral distress and observed that they as 
care leaders could not discuss their work or feelings about 
their work outside of the workplace, because of their duty 
of confidentiality. However, they mentioned that regular 
work supervision was possible and perceived that speak-
ing to an outside expert or therapist who is familiar with 
what one has been through or with a work colleague was 
a good way to relieve moral distress. They stated that the 
COVID- 19 pandemic had reduced their opportunities for 
work supervision, with the result that they found it more 
difficult to manage their moral distress. The participants 
experienced that the key to reducing moral distress was an 
open atmosphere where caregivers could “dare” talk about 
moral distress. “… that you deal with things as soon as you 
see them and that you don't try to sweep it under the rug” 
(P6). Despite perceiving situations characterised by moral 
distress as being burdensome, the participants still felt that 
they could learn from such situations and apply this knowl-
edge in future situations.

DISCUSSION

The purpose of this study was to examine care leaders’ 
experiences of moral distress in their daily work in older 
adult care. Moral distress was seen to arise from a lack of 
time. The participants revealed that they only had time for 
the most necessary care measures, but that they would like 
to spend more time with patients because doing so would 
contribute to better- quality and more comprehensive pa-
tient care. This is in line with previous research, where the 
greatest and most common ethical problems are linked 
to a lack of resources and the need to realise and further 
develop high- quality care [1,2,19,20,27]. The participants 
noted that a lack of time contributed to an inability to pro-
vide sufficient mental care for patients and led to the need 
to prioritise physical work, which negatively affected pa-
tients. The COVID- 19 pandemic, resulting in among other 
things increased sick leaves and quarantines, also exacer-
bated this problem [7]. For example, certain tasks such as 
taking patients for outdoor walks had to be deprioritised 
because of scarce resources [19]. Catania, Zanini, Hayter, 
Timmins, Dasso et al. [5] also found that the COVID- 19 
pandemic had resulted in a lack of resources, linked to 
sick leave and relocations, while in this study we saw 
an increased lack of time linked to increased sick leave, 
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quarantine periods and the need to employ underquali-
fied temporary staff. The participants in this study per-
ceived that more staffing resources could reduce moral 
distress. They furthermore noted that their moral distress 
increased when their administrative work was left uncom-
pleted, linked to a lack of staffing resources and the need 
to assist caregivers by engaging in direct patient care [28].

Moral distress was seen to contribute to a sense of in-
adequacy –  but also responsibility. The participants ex-
perienced that they were unable to maintain a sense of 
responsibility for patients to the extent they would like. 
This can be compared with previous research, in which 
moral distress is found to contribute to negative emo-
tions, work- related stress and even reduced self- esteem 
[4,10,11]. The participants in this study noted that not 
only were more staffing resources needed but also high-
lighted that the “type” of caregiver was important. Moral 
distress was experienced when caregivers who are not re-
ally interested in older adult care were employed. Other 
researchers have also shown the challenges that care lead-
ers face in finding sufficient staffing resources for the large 
workloads experienced [28]. Researchers have found that 
patient numbers are increasing but budget allocations for 
staff are being minimised and staffing resources are scarce 
[4,15]. Caregivers’ fatigue affects the quality of care, and a 
larger workforce would ensure quality [28]. The partici-
pants here also highlighted that moral distress could lead 
to the development of a stronger sense of responsibility 
for patients and a desire and vision for the future. This in 
turn could lead them to seek more staffing resources and 
staff who would be “available” for patients, with the aim 
to ensure patients’ well- being and sense of security. In pre-
vious research, improved self- reflection and professional 
growth have been found to be positive consequences of 
moral distress,4 but not increased sense of responsibility. 
The participants in this study experienced that their moral 
distress increased because of the COVID- 19 pandemic and 
ever- stricter pandemic- related guidance [5], revealing that 
caregivers who do not follow pandemic- related guidance 
could cause them moral distress. This result differs from 
findings in other studies, where caregivers were instead 
found to prefer isolating during the COVID- 19 pandemic 
because of their significant fear of becoming infected [5].

Moral distress was found to arise from an imbalance in 
values. Some participants experienced that organisational 
values linked to patient issues could differ from the values 
held by those who worked with patients on a daily basis. 
Researchers have shown that care leaders have perceived 
that organisational responsibilities have priority over their 
human and ethical responsibilities [10,21]. The experience 
of consciously doing what one perceives to be incorrect 
contributes to psycho- emotional damage and damages 
professionalism [18,21]. We found that not only was there 

an imbalance in values between the organisation and the 
care leaders, but also between the care leaders and their 
staff. The participants furthermore experienced that it was 
burdensome when patients’ relatives had a different opin-
ion on a matter than caregivers or the patient. This was 
linked to the sense that participants were often “caught 
in the middle,” that they needed to “step on someone's 
toes” or that they were required to compromise their own 
values because of the patient's right to self- determination. 
These experiences are in line with previous research, in 
which common ethical problems are found to arise when 
caregivers are forced to act in a way they perceive is not 
in the patient's best interests [17,18]. Feeling required to 
“fight” on a daily basis to protect patients’ rights and right 
to self- determination contributes to caregivers experienc-
ing a great deal of stress in their everyday work life [15]. 
The participants in this study also experienced moral dis-
tress when patients’ relatives expressed dissatisfaction or 
were seen to be unappreciative [17].

Increased knowledge and open discussion were found to 
help reduce moral distress. Many participants experienced 
that a greater awareness of moral distress was needed be-
cause not all caregivers are aware of what it means. The 
participants emphasised the importance of open discus-
sions about moral distress within an organisation [2]. As 
seen in previous research, participants often use discus-
sion to solve ethical problems [3,17], not only with other 
caregivers but also doctors [17]. Caregivers who encounter 
ethical issues related to themselves more often use the sup-
port of external experts [3]. Greater variation in the meth-
ods used to solve ethical problems and the use of external 
experts would facilitate ethical problem- solving, and ethics 
literature, codes of ethics, ethical reasoning and decision- 
making should be combined to create new dimensions and 
gain external knowledge [3]. Researchers have also found 
that open dialogue, an understanding of caregivers’ vulner-
ability [23] and a more varied range of methods would be 
helpful in ethical problem- solving [3]. We found that the 
participants in this study wanted more training and lectures 
on moral distress because it would increase knowledge on 
the topic [1,17,20] and could lead to personal growth [18]. 
The participants experienced that there was a clear differ-
ence between newly graduated caregivers and previous 
generations regarding their knowledge of ethics, which can 
be attributed to ethics being more prominent in current 
nursing education programs. Moreover, in line with previ-
ous research [4,15], the participants maintained that moral 
distress would increase over time, in step with increased 
financial constraints (stricter budgets) and a growing older 
population, which they linked to an increased need to pri-
oritise tasks and/or other ethical concerns.

Reflection, increased support and increased re-
sources can reduce moral distress. We saw that despite 
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encouraging their staff not to do so, the participants 
ruminated over work matters when not at work. The 
participants revealed that they sought to compose their 
thoughts by engaging in hobbies or activities. Other re-
searchers have found that leisure activities, a focus on 
good food and a good night's sleep can help caregivers 
relax [28] and that reflection can be used to reduce care-
givers’ moral distress [15]. The participants in this study 
also noted that being given the time to reflect on current 
and future work could reduce moral distress; engaging 
in open discussion and reflection, in which different 
points of view are included, could increase both own and 
others’ insights. The participants in this study revealed 
that they even used different strategies to reduce their 
experiences of moral distress, for example, soliloquising 
(engaging in self- talk), generally reflecting on the day's 
events or therapeutic writing. This is in line with other 
studies, where care leaders have been shown to use self- 
management strategies to relax from difficult thoughts 
linked to a large workload [28].

The participants expressed a desire for support from 
upper management regarding how to discuss moral 
distress with their staff. They also wanted upper man-
agement to listen to them more and respect their vast 
knowledge, perceiving that this could lead to reduced 
moral distress. The importance of care leaders receiv-
ing support from management has been highlighted in 
other studies, with researchers finding that care leaders 
cannot support their own staff unless they themselves 
are supported by upper management [23]. The partici-
pants in this study stated that discussing moral distress 
outside of the workplace was not possible because of 
their duty of confidentiality and noted that work super-
vision was possible, perceiving speaking to an outside 
expert or therapist to be an important support function. 
However, the COVID- 19 pandemic had reduced oppor-
tunities for work supervision and consequently, the par-
ticipants found it more difficult to manage their moral 
distress. Other researchers have seen that open dialogue 
can help identify caregivers’ need for support [23]. The 
participants experienced that the key to reducing moral 
distress was an open atmosphere, where people could 
talk about difficult things. Despite perceiving situations 
characterised by moral distress as being burdensome, 
the participants still felt that through reflection and 
discussion they could learn something from such situa-
tions and gain new insights and approaches.

Strengths and limitations

One limitation may be that there were only female par-
ticipants; the results could have been different if male 

participants had been included. To strengthen the study's 
credibility, the focus was placed on ensuring reliability 
and transferability. In terms of credibility in the selec-
tion of participants, all those included had experienced 
moral distress in their work as care leaders. The num-
ber of participants in the study was considered sufficient 
because the data were considered to have reached satu-
ration. Most of the participants had significant work ex-
perience. Credibility was sought during analysis through 
the certification of each step of the analysis. To inhibit 
the researchers’ own pre- understanding from guiding the 
interpretation, the data analysis was carried out in close 
collaboration between the researchers, one of whom is 
also an experienced researcher in qualitative methods. 
Descriptive quotes have been used to answer the require-
ments of reliability in the results. To strengthen the re-
liability, a clear and comprehensive description of the 
methodological procedure has been given.

CONCLUSION

Moral distress is something that care leaders, accord-
ing to this study, experience daily in an older adult care 
context, and it is considered to have increased. Care lead-
ers can experience moral distress from a lack of time; 
patient- related, relative- related or other ethically difficult 
situations; or an imbalance between own values and an 
organisation's, other caregivers’, patients’ and/or pa-
tients’ relatives values. Increased staffing resources, more 
knowledge (training and lectures) and time for reflection 
individually, in groups or with an outside expert could 
increase care leaders’ insights into and ability to reduce 
moral distress. Although situations that are characterised 
by moral distress are burdensome, care leaders have the 
opportunity to learn from such situations through reflec-
tion and discussion and can develop strategies for future 
ethical challenges. Future research could focus on explor-
ing caregivers’ experiences of moral distress.
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