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Research article for critique 

Henrich NJ, Dodek PM, Alden L, Keenan SP, Reynolds S, Rodney P. Causes of moral distress in the 

intensive care unit: a qualitative study. Journal of Critical Care 2016; 3: 57-62. 

1. Objective  

To examine the causes and consequences of moral distress in members of the intensive care unit 

(ICU) team in community and tertiary ICUs.1 

 

2. Design and setting 

 This was a qualitative study conducted using focus groups and telephone interviews with ICU 

doctors, ICU nurses and other ICU health professionals in two tertiary hospitals and one community 

hospital in the Vancouver area, Canada. The study was undertaken by a multi-disciplinary research 

team. 

 

3. Research process 

 Focus groups and interviews were conducted in three hospital sites previously involved in a moral 

distress survey undertaken by the team.2 Stratified sampling was carried out to ensure 

representation of discipline-specific focus groups in each site. Focus groups and interviews explored 

moral distress that resulted from conflicts in care and were conducted by an experienced health 

researcher. Focus groups and interviews were audio recorded and transcribed. NVivo9 facilitated 

data management and data analysis. Data were coded and themes developed to qualitatively 

describe the study findings. Data was also described quantitatively using attribution analysis. 

 

4. Findings  

Ten focus groups were held and four interviews conducted; a total of 56 intensive care staff 

participated in this study. At each hospital site, individual focus groups were conducted with 

registered nurses, physicians, and other health professionals. An additional focus group was held 

with clinical nurse leaders in one site, and four interviews (three nurses, one other health 



professional) were undertaken. Eight causes of moral distress were identified and broadly described 

as: quality of care; amount of care provided; inconsistent care plans; poor communication; end-oflife 

decision making; interaction and conflict with families; recommendations for patient care ignored; 

lack of support and resources.  The most frequently cited concerns were about care provided by 

other health care workers, the amount of care provided (especially too much care at end of life), and 

poor communication. There was some variation in response across intensive care disciplines, for 

example, nurses specifically spoke of inconsistency in care planning, and other health professionals 

raised end-of-life decision making as a cause of concern. Some site-specific responses were noted, 

specifically concern by physicians and other health professionals in the community hospital site 

about possible early withdrawal of life-sustaining treatment in patients. 

 

5. Conclusion  

Concerns about quality and amount of care, communication about care provided, and the 

availability of support and resource available to staff were key issues causing moral distress in 

intensive care staff. There were some discipline-specific and site-specific factors that led to concern 

about care in staff. With lack of autonomy and control purported to be a principal factor in moral 

distress, specific low-cost within-ICU changes could address some causes of moral distress in 

intensive care. 

 

6. Critique  

With increased understanding of the consequences of moral distress on health care staff2 and 

recognition that intensive care staff are at high risk of moral distress,3 further research in this area is 

always welcomed. As such, the paper by Henrich et al.1 offers perspectives that both confirm and 

extend what we know about moral distress in intensive care settings, and across ICU disciplines. In 

drawing attention to concerns about care and communication, it supports similar health care work 

undertaken in Australasia4,5 and in intensive care settings worldwide.6,7 Furthermore, in offering a 

multi-disciplinary perspective on moral distress, this study addresses a recognised limitation in this 

research area.8 

To assist readers assess the rigour of this qualitative study, the authors give detail about many 

aspects of the study and study design including reference to previous survey work, and access to 

Supplemental Digital Content. There is also information about the development and support of the 

researcher, an area often lacking when reporting studies. In offering critical commentary on this 

paper, there are three specific methodological areas requiring review: study coherence; auditability 

of the research; and the nature of the recommendations made. 

Study coherence concerns whether a study achieves its stated purpose; whether it uses methods 

that are aligned with espoused theories and paradigms; and whether the literature, research aim, 

methods, and findings all interrelate.9 Whilst the literature, paradigms, methods and findings in the 

paper are aligned, it is less clear as to whether the study achieved its stated purpose. For example, 

the causes of moral distress are described, but the consequences are not clearly articulated. The 

sampling approach supports the study aim of exploring moral distress in diverse team members 

across community and tertiary sites, but these are not well explored. There is some description of 

the sites in the paper and supplemental digital content, but specific detail of is lacking. This would 

have been useful for readers to make judgement about the transferability of findings to their own 



setting. Similarly, it would have been informative to see a more in-depth discussion in study findings 

and discussion sections about the similarities and differences across team members, and across 

settings. For example, quantitative reporting on attribution analysis per site could have supported 

this, as could greater discussion about moral distress reported by physicians and other health 

professionals in the community hospital site about early withdrawal of life-sustaining treatment. For 

qualitative research to be of high quality, it must be rigorous. Auditability is one criteria to 

determine qualitative research rigour.10 Auditability can be assessed through the clear and 

transparent description of the research process including how raw data are organised and analysed. 

In the paper, there is information about how thematic and attribution analysis was developed, and 

the research quality checking processes. However, use of attribution analysis undertaken on the 

findings raised some interesting questions. There has been little published about attribution 

analysis, a form of content analysis using quantitative description to make judgements about data 

importance,11 since the 1960’s. Quantifying data in thematic analysis is unusual and, given that only 
sub-themes were quantified in this paper, this approach would have benefitted from further 

methodological justification and discussion. Given the impact of moral distress on the provision of 

safe patient care and retention of health care staff, understanding what elicits moral distress is 

important. As Henrich et al.1 identify, this can help tailor specific interventions to address causative 

factors and indeed, practical recommendations are made by the authors to address the ‘more easily 
modifiable causes’ of moral distress. However, it is less clear how some of these recommendations 
can minimise moral distress, or how these address the lack of autonomy and control experienced by 

intensive care staff when caring for critically ill patients. That said, this paper clearly highlights how 

changing unit culture to reduce moral distress continues to be a significant challenge for intensive 

care teams, and across settings. 
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