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EOLC education in the past year (r=.22l,p=.00l). Total PEI scores negatively 

correlated with moral distress frequency scores (r=-. 194;/?=. 010). Multiple regression 

analysis indicated that for every 1- point increase on the PEI, moral distress frequency 

scores decreased by 0.222 points (/?=<.01). 

Conclusion This study contributes to the understanding of the relationship between moral 

distress and psychological empowerment in critical care nurses caring for patients in end 

of life. The significant negative correlation between psychological empowerment and 

moral distress frequency in this population of nurses is of particular interest and can serve 

as the first step in testing interventions to decrease moral distress. 
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CHAPTER 1 

One-fifth of the patients cared for by critical care nurses die in the intensive care 

unit (Bechstrand & Kirchhoff, 2005). There is a growing concern by the American 

Association of Colleges of Nursing (2007) and the International Council of Nurses (2006) 

related to an increase in the use of inappropriate life support treatments related to end of 

life care (EOLC). In cases of futility, aggressive medical treatment during end of life 

(EOL) is well documented in the literature as a cause for moral distress in critical care 

nurses (Guteirrez, 2005). Moral distress results in nurses when they are unable to 

perform according to what they believe to be ethically correct. Increasing psychological 

empowerment in nurses is a means of strengthening the impact nurses have to 

innovatively influence patient care decision-making (Knol & van Linge, 2009). A lack of 

psychological empowerment may be contributing to moral distress in critical care nurses 

caring for adults at EOL. 

Overview of the Problem 

The advent of life support technology over the last half century has drastically 

changed the focus of caring for the dying individual. Critical care units were developed 

in order to appropriately monitor critically ill patients and critical care nurses were 
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provided specialized education for the purpose of optimally caring for critically ill patient 

populations. Although advanced technology has brought with it the promise of more 

efficient treatment modalities, extending life inappropriately and the futile prolongation 

of patient suffering have become commonplace phenomena for critical care nurses now 

caring for patients at end of life (EOL) (Morton & Fontaine, 2009), thus potentiating 

moral distress in critical care nurses. Jameton (1984) was the first to define moral 

distress in the nursing literature. Moral distress was defined as discomfort or internal 

conflict related to ethical dilemmas encountered in nursing practice when constraints 

prevented the nurse from following the course of action believed to be right. Obstacles 

contributing to the inability to act upon what the nurse believes to be right have many 

origins. Bechstrand and Kirchhoff (2005) identified several obstacles that critical care 

nurses perceived while providing EOLC (N=864) as coinciding with moral distress. 

These obstacles included nurses having to continue the provision of treatments to dying 

patients because of financial benefit to the hospital and nurses' perceiving that nurses' 

opinions related to patient EOLC care decisions were not being recognized and valued. 

In 2006, The American Association of Critical Care Nurses (AACN) identified 

EOLC challenges as a significant source of moral distress in critical care nurses. AACN 

has established a position statement on moral distress proclaiming it a serious problem in 

nursing (2006): 

It (moral distress) results in significant physical and emotional stress, which 

contributes to nurses' feelings of loss of integrity and dissatisfaction with their 

work environment. Studies demonstrate that moral distress is a major contributor 

to nurses leaving the work setting and profession. It affects relationships with 
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patients and others and.can affect the quality, quantity, and cost of nursing care 

(p.l). 

Empowerment is defined as giving power or authority, enabling or permitting. 

Synonyms for empowerment include warrant, commission, license, qualification or the 

investment of power from one individual or group to another, especially legally or 

officially (Pickett, 2000). Empowerment is a mechanism by which people gain mastery 

over their affairs. It may come from within or it may be facilitated externally. Perceived 

empowerment in nursing refers to the nurse's view of oneself as having control over 

one's practice (Page, 2004) and the ability to act according to one's knowledge and 

judgment in the context of one's nursing practice (Laschinger, Finegan, Shamian, & 

Wilk, 2004). 

Psychological empowerment is a motivational construct demonstrated in four 

cognitions: meaning, competence, self-determination, and impact (Thomas & Velthouse, 

1990), and will be the type of empowerment measured in this study. A lack of 

psychological empowerment in critical care nurses caring for adults during EOL may 

contribute to moral distress in critical care nurses. No studies have been found to date 

that specifically examine the relationship between moral distress and empowerment in 

nursing, thus this study seeks to determine if this relationship exists. 

Background and Significance 

Situations surrounding caring for adults during EOLC have been identified as 

causing significant moral distress in critical care nurses. Identifying factors that 

determine the relationship between levels of moral distress and perceived empowerment 

may potentially provide additional information used to decrease levels of moral distress 
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by establishing and promoting ways of increasing perceived empowerment. As critical 

care nurses develop a more active voice in collaboration with physicians, ethics 

committees, and members of the multidisciplinary health care team, the facilitation of 

empowerment among them may have the potential to decrease moral distress and 

enhance patient care outcomes at EOL. 

Moral Distress 

Prior to Jameton (1984), nurses' perceived adverse experience related to ethical 

dilemmas was referred to as nursing stress. In nursing stress the course of action is 

uncertain while in moral distress the ethically correct course of action is known, however 

the nurse is unable to carry out the action. The origins of the inability to carry out ones 

actions believed to be correct were identified as obstacles related to conflicting medical 

or family decisions, hospital policy or legal issues (Corley, Elswick, Gorman, & Clor, 

2001). 

Corley (1995) differentiated between moral distress intensity and moral distress 

frequency. Moral distress intensity was defined as the level of painful feeling 

experienced by the nurse as a result of the stressful situation and moral distress frequency 

was defined as how often the nurse experienced the painful feeling. Corley (2001) 

identified three categories of situations within moral distress intensity and moral distress 

frequency whereby nurses experience moral distress: 1) not in patient's best interest, 

2) individual responsibility, and 3) deception. Not in patient's best interest is defined as 

participating in care that the nurse considers inappropriate due to futility for the patient. 

Individual responsibility refers to the nurse participating in care not agreed with or 

ignoring actions the nurse should take. Deception refers to the nurse not addressing 
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issues related to impending death of a patient honestly. These categories became 

subscales in Corley's moral distress instrumentation for intensity and frequency. 

Corley (2002) identified sources of moral distress in nurses as inadequate staffing 

and conflicting organizational policies and procedures that make it difficult for nurses to 

meet the needs of patients. Lack of collaboration between members of the health care 

team related to patient care decision making has been identified as one of the major 

causes of moral distress (Gutierrez, 2005). Such lack of collaboration increases the sense 

of powerlessness in the nurse, and may potentially increase the moral distress the nurse 

experiences. 

LaSala & Bjarnason (2010) suggest that working environments that support moral 

courage in nurses may have the potential to combat moral distress. Nurses who 

consistently practice moral courage base their decisions on ethical principles and 

standards they believe to be right regardless of personal risk. LaSala further suggests that 

working environments that are supportive of empowerment in nurses may have a greater 

propensity to decrease moral distress in nurses resulting in the promotion of more 

positive patient care outcomes. 

Following Jameton's (1984) identification of the phenomena of moral distress, 

studies have continued to explore and identify moral distress in nurses working in various 

areas of nursing practice (Fenton,1987; Rodney, 1988; Corley, 1995; Powell, 1998; 

Hefferman & Heilig 1999; Hamric, 2000; Gutierrez, 2005; Corley, 2005; Hamric & 

Blackhall, 2007; Kain, 2007; Zuzelo, 2007; Rice, Rady, Hamrick, Verheijde & 

Pendergast, 2008; Pauly, Vercoe, Storch, & Newton, 2009). Examples of target 

populations include adult and neonatal critical care nurses, adult medical surgical nurses, 
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nursing supervisors, and nurse educators. The majority of the studies conducted on moral 

distress have been performed in critical care settings. 

End of life care (EOLC): cause for moral distress in critical care nurses. 

Following Jameton's initial work on moral distress, Wilkinson (1987/88) studied moral 

distress specifically in intensive care nurses. Moral distress in critical care nurses caring 

for adults at EOL, has been selected for this study because moral distress related to 

EOLC decision-making has been identified as a significant problem that critical care 

nurses frequently encounter (Guitierrez 2005). Guiteirrez reported that in critical care 

nurses' perceptions of moral distress, 92% of the participants identified overly aggressive 

treatment as a source of moral conflict. Other sources of moral distress identified in this 

study included inappropriate use of healthcare resources and patient wishes being 

disregarded by physicians. 

Situations in which adults are being cared for in critical care units at EOL are 

prolific. More than 2.4 million deaths are recorded yearly in the United States. Most of 

these deaths (80%) occur in hospital settings, where one-fifth of intensive care unit 

patients die (Beckstrand & Kirchhoff, 2005). 

The adverse effects of moral distress in critical care nurses related to EOLC are 

well documented in the literature (AACN, 2006; Gutierrez, 2005; Elpern, 2005; Meltzer 

& Huckabay 2004). The administration of aggressive medical care, when the patient is 

not expected to benefit from that care, produced the highest level of moral distress for 

critical care staff nurses (Elpern, 2005). 
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Empowerment 

Although empowerment is thought to be a contemporary concept that has 

accelerated in the span of its interpretive meaning since the civil rights and women's 

movements of the sixties and seventies, the concept actually dates back to the mid-171 

century, having its origin in legal terminology. Soon after its original usage its meaning 

expanded encompassing, "to enable or permit." Its most popular usage today is in the 

fields of politics, business, sociology, and psychology, with increasing application in 

professional nursing. 

Conger and Kanungo (1988) suggested that when subordinates feel powerless, 

empowerment is necessary for optimum productivity. They expounded on the definition 

of empowerment to include self-efficacy. Self-efficacy is the tendency of an individual 

or group to perform a given behavior, influenced by the expectation of ones ability to 

perform successfully. The intended result is then improved behavioral outcomes. 

Thomas and Velthouse (1990) conjectured that empowerment is complex and 

cannot be represented by a one dimensional concept such as self-efficacy. Therefore, 

they expanded the definition of empowerment, focusing on the psychological aspect of 

empowerment as having four cognitions: 1) Meaning 2) Competence (synonymous with 

self-efficacy) 3) Self-determination and 4) Impact. Psychological empowerment in 

nursing, as it will be examined in this study, is the nurse's view of oneself as having 

control over ones practice (Page, 2004) and the ability to act according to ones 

knowledge and judgment in context of ones nursing practice (Laschinger et al., 2004). 

Having to act in ways not in accordance with ones personal and professional 

values can cause significant disruption in motivation and in ones confidence and sense of 
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self-efficacy. Moral distress may be associated with the nurse's perceived lack of 

empowerment resulting in a lack of ability to act in accordance with the Nurses' Code of 

Ethics in the areas of patient advocacy, veracity, justice, beneficence and maleficence 

(American Nurses Association, 2001). 

Purpose of the Study 

The primary purpose of this cross sectional, descriptive study was to examine the 

relationship between moral distress and psychological empowerment in critical care 

nurses caring for adults during EOL. 

Secondly, the following nursing characteristics: age, years of practice in critical 

care, work status, active collaboration in EOL patient care conferences, educational level, 

American Association of Critical Care Nurses (AACN) Certification, End-of-Life 

Nursing Education Consortium (ELNEC) critical care training, EOLC continuing 

education in the previous year, and AACN membership were examined in their 

relationship to moral distress and psychological empowerment in critical care nurses 

caring for adults at EOL. 

This research study sought to examine if a relationship existed between moral 

distress and nurses' psychological empowerment. No studies to date have examined if 

such a relationship exists. If increased psychological empowerment is related to 

decreased moral distress in critical care nurses, then future strategies designed to increase 

empowerment may have the potential to decrease moral distress in critical care nurses. 

This descriptive study is the first step in a program of research. 

The Research Questions 

This research study sought to answer three questions: 
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Question 1: 

What is the degree of moral distress [not in patient's best interest, individual 

responsibility, and deception] intensity and moral distress [not in patient's best interest, 

individual responsibility, and deception] frequency and psychological empowerment 

[meaning, competence, self-determination and impact] in critical care nurses caring for 

adults at EOL? 

Question 2a: 

Is there a relationship between moral distress [not in patient's best interest, 

individual responsibility, and deception] intensity and moral distress [not in patient's best 

interest, individual responsibility, and deception] frequency in critical care nurses caring 

for adults at EOL and select nurse demographics [age, years of critical care nursing 

experience, work status, active collaboration in EOL patient care conferences, level of 

education, AACN (American Association of Critical Care Nurses) certification, End-of-

Life Nursing Education Consortium (ELNEC) critical care training, continuing EOLC 

education in the last year and AACN membership]? 

Question 2b: 

Is there a relationship between psychological empowerment [meaning, 

competence, self-determination and impact] in critical care nurses caring for adults at 

EOL and select demographics [age, years of critical care nursing experience, work status, 

active collaboration in EOL patient care conferences, level of education, AACN 

certification, End-of-Life Nursing Education Consortium (ELNEC) critical care training, 

continuing EOLC education in the last year, and AACN membership]? 
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Question 3a: 

What is the relationship between psychological empowerment [meaning, 

competence, self-determination and impact] and moral distress [not in patient's best 

interest, individual responsibility, and deception] intensity and moral distress [not in 

patient's best interest, individual responsibility, and deception] frequency in critical care 

nurses caring for adults at EOL? 

Question 3b: 

What is the relationship/association of psychological empowerment [meaning, 

competence, self-determination and impact] and select demographics [age, years of 

critical care nursing experience, work status, active collaboration in EOL patient care 

conferences, level of education, AACN certification, End-of-Life Nursing Education 

Consortium (ELNEC) critical care training, continuing EOLC education in the last year, 

and AACN membership] with moral distress [not in patient's best interest, individual 

responsibility, and deception] intensity and moral distress [not in patient's best interest, 

individual responsibility, and deception] frequency? 

Conceptual Framework 

Investigating a possible relationship between moral distress and psychological 

empowerment and examining the relationship between these two phenomena and select 

demographics informed the foundation of the conceptual framework. Three instruments, 

the moral distress scale (MDS), the psychological empowerment instrument (PEI), and a 

demographic questionnaire were used to examine all associations. 

Moral distress as it is found in the conceptual framework refers to a feeling of 

frustration or unrest experienced by critical care nurses when caring for adults during 
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EOL, when the nurse is unable to carry out the course of action that the nurse perceives to 

be ethically correct. Moral distress has three attributes a) not in patient's best interest, b) 

individual responsibility, and c) deception. Each of these attributes is conceptualized in 

terms ofmoral distress intensity and moral distress frequency. Psychological 

empowerment as it is found in the conceptual framework refers to the critical care nurse's 

sense of having control over the influence the nurse has related to the nurse's individual 

practice and in his or her contribution to appropriate EOLC decisions for adult patients 

being cared for in the critical care unit. Nursing characteristics that may be associated 

with nurses' moral distress intensity and moral distress frequency and psychological 

empowerment in critical care nurses caring for adults at EOL are as follows, listed in the 

conceptual framework. 

Empowerment may be maintained through increased knowledge that is acquired 

by furthering ones education and level of expertise (Rafael, 1996). Although nurses may 

perceive themselves as having some degree of empowerment in relationship to nursing 

practice and the ability to be autonomous according to their knowledge base, nurses 

perceive themselves as frequently unable to significantly contribute to ethical decisions 

believed to be correct related to patient care. This "gap" between nurses having 

empirical knowledge and not being able to effectively apply that knowledge led to the 

impetus of this study that sought to explore the association between moral distress 

intensity, moral distress frequency and psychological empowerment in critical care nurses 

caring for adults at EOL. 



NURSING 
CHARACTERISTICS 

• Age 

• Number of Years in 
Critical Care 

• Level of Education 

• Work Status 

• AACN membership 

• AACN specialty 
certification 

• Active Collaboration in 
EOL Patient 
Care Conferences 

• ELNEC Critical Care 
Training 

• EOLC Continuing 
Education (withm the last 
year) 

Conceptual Framework for the relationship between Moral Distress (Intensity and 
Frequency), Psychological Empowerment, and select demographics 
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Definition of Terms 

Moral Distress is defined as discomfort or internal conflict related to ethical dilemmas 

encountered in nursing practice when constraints prevent the nurse from following the 

course of action believed to be right (Jameton, 1984). 

Moral distress (not in patient's best interest) refers to participating in care that the nurse 

considers inappropriate due to futility for the patient. 

Moral distress (individual responsibility) refers to the nurse participating in care not 

agreed with or ignoring actions one should take. 

Moral distress (deception) refers to the nurse not addressing issues related to impending 

death of a patient honestly. 

Moral Distress Intensity is defined as the level at which the nurse experiences painful 

feelings related to a given situation. 

Moral Distress Frequency is defined as how often the nurse experiences the situation 

causing painful feelings. 

Empowerment is a mechanism by which people gain mastery over their affairs. 

Psychological empowerment is defined as a motivational construct demonstrated in four 

cognitions: meaning, competence, self-determination, and impact (Thomas & Velthouse, 

1990). 

Psychological empowerment (meaning) is the value the nurse places on his/her work 

based upon the individual's beliefs. 

Psychological empowerment (competence) is the belief that the nurse perceives 

him/herself capable of performing the job related work well. 
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Psychological empowerment (self-determination) is the individual's sense of having 

choice in initiating and regulating work situations. 

Psychological empowerment (impact) is the degree to which the nurse feels he or she 

influences ultimate outcomes related to work situations. 

Perceived empowerment in nursing is the nurse's view of oneself as having control over 

ones practice (Page, 2004) and the ability to act according to ones knowledge and 

judgment in context of ones nursing practice. 

Work Status is defined as full-time (36 hours a week or greater), part-time (less than 36 

hours a week) and per diem (hours worked per week or month as defined by individual 

institution). 

AACN Certification is the certification granted by the American Association of Critical 

Care Nurses. Types of AACN certifications include CCRN (adult, neonatal and 

pediatric), PCCN (progressive care), CCNS (adult, neonatal, and pediatric clinical nurse 

specialist), CMC (Cardiac machine), CSC (cardiac surgery), ACNPC (acute care nurse 

practitioner), and CNML (certified nurse manager and leader). Certification validates a 

nurse's qualifications and knowledge in critical care nursing, promotes continuing 

excellence in the specialty area, and enhances continued competence (AACN, 2010). 

Multidisciplinary refers to a holistic approach to patient care involving several disciplines 

developing the patient's plan of care. These disciplines may include medicine, nursing, 

social services, chaplaincy, pharmacy, respiratory therapy, among others. 

Collaboration is the articulation of the nurse's reasoning for decisions related to patient 

care; the facilitation of the nurse's views in a multidisciplinary milieu. 


