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Background: Researchers have regarded moral distress as a major concern in the health care system. Symptoms associated with moral
distress may manifest as frustration, dissatisfaction, and anxiety and may lead to burnout, job leaving, and finally, failure to provide safe
and competent care to patients. Proper management of this phenomenon can be fulfilled through study of its causes at different levels of
health services and taking necessary measures to solve them.

Objectives: This study aimed to determine the status of moral distress in physicians practicing in hospitals affiliated to Medical Sciences
Universities in Tehran.

Materials and Methods: This cross-sectional study was carried out using the Standard Hamric Scale to collect data after modification and
evaluation of its reliability and validity. A total of 399 physicians responded to the scale. Data analysis was performed using descriptive and
correlation statistics with respect to the variables.

Results: Results showed that the frequency of moral distress of physicians was1.24 + 0.63 and the intensity of moral distress and composite
score of moral distress were 2.14 + 0.80 and 2.94 + 2.38, respectively. A significant negative correlation existed between age and frequency
and composite score (r=-0.15, P < 0.01and r =-0.16, P < 0.01, respectively) as well as years of experience and composite score (r=-0.11, P=
0.04). Moral distress composite score in adults specialists was higher than pediatricians (P = 0.002), but lower in physicians participated
in medical ethics training courses compared to those not participated.

Conclusions: Physicians may encounter moral distress during their practice; therefore, the common causes of distress should be

identified in order to prevent its occurrence.
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1. Background

In the last three decades, moral distress has been re-
garded as a growing concern in the health care system
and has turned to a focus of research in health care. Re-
searchers and theorists have proven that moral distress
has both short- and long-term consequences such as job
dissatisfaction of health care providers, burnout, and job
leaving (1-10); more importantly, it interferes with safe
and competent care to patients (1). Research during the
last decade on approaches of ethical action has shown
that nurses, physicians, and other care practitioners have
frequently referred moral distress as a concern and re-
quested actions in this area (1).

Jameton introduced the term “moral distress” in 1984
(11). He believed that moral distress arises when a nurse
cannot perform the action, which is morally correct. Ja-
meton later divided moral distress into two categories of
initial and reactive (12). The initial type occurs following
institutional constraints or conflict with the values of

others appears as feeling hopeless, nervous, and anxious.
The reactive type results from inaction to eliminate the
initial type and appears as depression, nightmare, and
feeling worthless (11-13).

Kalvemark et al. revised Jameton’s moral distress defini-
tion and defined it as “traditional negative stress symp-
toms that occur due to situations that involve ethical
dimensions and where the healthcare provider feels she|
he is not able to preserve all interests and values at stake”
(14). Hence, obviously she focused more on personal and
structural factors. In 2000, Webster and Baylis empha-
sized specifically “personal and perceived constraints,”
including personal weaknesses that prevent to act in a
manner that jeopardizes his/her personal honesty and
integrity (15). In 2009, Epstein and Hamric stated that
moral residue (i.e. unresolved and reactive moral dis-
tress) is more common than was previously thought and
may exacerbate in the presence of problematic situations
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in ward, group, or institution, resulting in the crescendo
effect in which moral distress and moral residue increase
and ultimately destroy irreversibly individual’s ethical
integrity (6).

Moral distress arises when clinicians are unable to op-
erate their ethical choices; in other words, they had per-
formed the correct diagnostic moral action but internal
and external constraints prevent it to be carried out (12).
In these situations, acting against personal and profes-
sional values harms individual’s reputation and integ-
rity (16). Ethical obligations and commitments cannot be
fulfilled, thus the person cannot control his or her judg-
ment and reasoning resulting in error (17).

The complications of psychological imbalance arisen
from moral distress may appear as anger, frustration, de-
pression, shame, confusion, sadness, heartbreak, miser-
able, emptiness (17-20), which may lead to job dissatisfac-
tion, burnout, and job leaving (2,17, 18).

Different studies showed that failure to address moral
distress, besides affecting physical, mental, and behavioral
health of clinicians, impairs health care service (6, 21-23).
Most national and international research in this field was
limited to nursing, while the causes and circumstances of
the occurrence of moral distress vary in different profes-
sions (7). Only a few countries have carried out surveys on
physicians (24-29); while, physicians are always subject to
moral distress in the light of factors such as unconscio-
nable act, failure to provide complete treatment because
of economic weakness of the patient, ineffective manage-
ment, lack of time, waiting of patients, lack of resources,
ethical dilemmas, and organizational factors (28).

2. Objectives

In this study, we examined this problem, specifically in
physicians to identify important factors causing moral
distress in them in order to help health policy-makers to
provide effective solutions for preventing and resolving
this problem.

3. Materials and Methods

The present cross-sectional study was performed on
physicians practicing in hospitals affiliated to all Medi-
cal Sciences Universities in Tehran, including Shahid Be-
heshti, Tehran, Artesh, Baqiyatallah, Azad, Iran, and Sha-
hed from May 2013 to January 2014. We excluded private
hospitals. The research was launched after IRB approval
(5 Oct 2013, N-153). Among physicians practicing in the
mentioned hospitals, 722 were selected through cluster
sampling. All doctors in the selected hospitals affiliated
to the medical universities in Tehran which accounted
for 722 persons. A total of 399 physicians responded to
the questionnaire. The formula for sample size was:

2 202
n=4"9°_ 32/

In this formula, the P value of 0.05 was considered signifi-
cant. Based on the results of Hamric (26) study (on physi-
cians who had experienced moral distress), the mean was
62.58 and the standard deviation was 21.91, and taking d
equal to 3. Putting all those numbers in the above equa-
tion, the maximum sample size would be 204. We did not
expect all participants to answer to the questionnaire;
therefore, all participants were enrolled and finally 399
of them entered the study. The inclusion criteria were re-
cruitment in the hospital, having at least one year of ex-
perience, and lack of managerial roles.

The study tool was a questionnaire, including two sec-
tions; the first part collected physicians’ demographic
status and the second was the Standard Hamric Moral
Distress Scale-Revised (MDS-R). Demographic informa-
tion included age, gender, academic level, marital status,
specialty, medical experience, and history of medical eth-
ics training courses. To formulate moral distress assess-
ment questionnaire, Professor Corley, the inventor of the
first moral distress assessment tool recommended the
Standard Harmic Moral Distress Scale-Revised (MDS-R)
for adults physicians and pediatricians. Prior to use, an
official permission was obtained from Professor Hamric,
and the scale was translated into Farsi using forward-
backward method, and then matched. Content validity
index (CVI) was used for this study. The scale was sent to
10 medical ethics specialists for validation and after twice
validations, it was accepted with an interrater agreement
of 0.89 and the required modifications were done as fol-
lows; items 17 and 21 were removed, item 9 was modified,
and finally items 20, 21, and 22 were added.

The internal consistency coefficient was used for assess-
ing reliability. To this end, the scale was presented to 20
physicians. Cronbach o and test-retest were calculated as
0.92 (P < 0.01) and 0.86, respectively, (Kendall t = 0.97, P
< 0.001 for 2 consecutive administrations of the scales 1
week apart). The Final version MDS-R included 22 items,
with some questions at the end of the scale about intend-
ing or attempting to leave clinical position due to moral
distress.

The items of MDS-R were categorized according to Lik-
ert scale from zero (none) to 4 (largely) to assess the in-
tensity of moral distress and from zero (never) to 4 (of-
ten) to assess the frequency of moral distress.

Then, the Likert scale data can be computed into a com-
posite score or actual moral distress using a 2-part pro-
cedure. First, the frequency is multiplied by intensity to
obtain fxi score, which can range from 0 to 16, where the
items that are less distressing have low fxi scores versus
more distressing items, which have higher fxi scores (24).
Reporting fxi scores allows you to identify individual items
or situations that are distressing. Second, the composite or
actual moral distress score is obtained by summing each
item’s fxi score, resulting in a range of 0 to 336, where less
actual distress has low composite score and more actual
moral distress has higher composite score (24).

A cover letter accompanied the scale, containing the
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research objective, voluntary participation, anonymity,
and introduction of the researcher and scale provider.
Given their tacit consent, the participants were included
in the study. Data were collected for three weeks, and only
399 physicians were participated in the study. We had no
ceiling and floor effect in our questionnaire.

Two-stage random cluster sampling method was used.
In this method, we first referred to the intended univer-
sity and a few affiliated hospitals were randomly select-
ed. Then, the subjects were selected from these hospitals
based on all hired physicians. The required samples in-
cluded 113 (28.4%) physicians from Shahid Beheshti Uni-
versity of Medical Sciences, 41 (10.3%) physicians from
Bagiyatallah University of Medical Sciences, 101 (25.4%)
physicians from Tehran University of Medical Sciences, 15
(3.8%) physicians from Shahed University of Medical Sci-
ences, 77 (19.3%) physicians from Iran University of Medi-
cal Sciences, 21 (5.0%) physicians from Azad University
of Medical Sciences, and 31 (7.8%) physicians from Army
University of Medical Sciences. The selection was based
on the population of each above-mentioned universities.
After making necessary coordination with the relevant
authorities, we referred to each mentioned universities.

Descriptive statistics was used for demographic data.
Appropriate correlational (Pearson, Spearman) statistics,
based on the variable type (normal or non-normally),
were used to examine relationships among variables.
Three dependent variables, including moral distress in-
tensity, moral distress frequency, and composite score
were assessed separately. In this paper, for measuring
questionnaire validity, CVI was used. We did not use anal-
ysis of variance (ANOVA) test because of abnormality in
some groups and instead, its nonparametric equivalent,
the Kruskal-Wallis test, was used.

Quantitative variables were compared between groups
using the Student t test and Kruskal-Wallis and Mann-Whit-
ney U test, depending on whether normal or non-normally
distributed variables were used, respectively. We checked
all data for a normal distribution using the Kolmogorov-
Smirnov test, and then the data were analyzed using SPSS
20 software (SPSS, Chicago, IL, USA). A Pvalue less than 0.05
were considered statistically significant.

4.Results

Out of 722 persons of the sample size, 399 physicians
completed the questionnaire; 114 surgeon, 110 internist,
28 anesthesiologist, 38 podiatrist, 14 specialists in emer-
gency medicine, 78 general practitioners, and 17 other
specialists. This study had a response rate of 55.2% and
non-response rate of 44.8%. Table 1 depicts demographics
of the study sample with respect to the specialty of physi-
cians. The mean * SD age of the participants was 40.81 +
6.63 y, and 218 (54.6%) physicians were male. Mean * SD
years of experience working as physician was reported
as12.12 + 6.64 y. A total of 321 (80.5%) of participants were
married and 183 (45.9%) of them were participated in
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medical ethics training courses.

We analyzed data and listed the 22 items from the MDS-
Rsurvey questions in Table 2 with the mean and standard
deviation scores of the physicians for intensity, frequency
and composite score of moral distress. Mean scores for
items on the moral distress intensity score ranged from
0.79 to 3.34, with an overall total mean score of 2.14 (SD
0.80). Also, mean = SD scores for items on the moral dis-
tress frequency and composite scores were 1.24 £ 0.63 and
2.94 £2.38, respectively.

The highest-scoring items for moral distress compos-
ite scores belonged to “Witness diminished patient care
quality due to poor team communication” (mean * SD,
9.26 + 6.07). The lowest-scoring item for moral distress
composite score was “Increase the dose of sedatives/opi-
ates for an unconscious patient that I believe could has-
ten the patient’s death” (mean * SD, 0.19 + 0.89).

The mean + SD composite score was 60.38 + 33.18 in fe-
males and 65.90 *+38.78 in males. The difference of mean
composite scores between the female and male was not
statistically significant (P = 0.13). We found significant
negative correlations between the frequency of moral
distress and composite moral distress score with age (r
= 0.15,P<0.01,r=-0.16 and P < 0.01, respectively), also no
significant correlation was found between the intensity
of moral distress and age (r =-0.03, P = 0.72). Significant
correlation was found between the composite moral dis-
tress score and years of experience in their profession (r
=-0.11, P=0.04) (Table 3). There were no significant corre-
lations between the frequency, or intensity of moral dis-
tress score and physician’s experience (r =-0.09, P=0.08;
r =-0.03, P = 0.5, respectively). The mean + SD composite
score was 62.10 £35.04 in married physicians and 70.48 +
48.20 in single physicians (P=0.23).

The composite score of physicians with medical ethics
training were 58.17 £ 3111, while the composite score in
those lacking medical ethics training courses were 69.65
* 40.92; a significant difference existed between these
two groups (P < 0.001). The composite score of moral
distress was statistically higher in adults physicians com-
pared with pediatricians (P=0.002) (Table 4).

Fifteen participants (3.8%) intended to leave their clini-
cal position (Table 5). The mean of composite score + SD
in those who recently intended leaving the clinical posi-
tion was 88.53 * 42.41 and higher than the mean of com-
posite score of the others, i.e. 62.32 £35.56 (P=0.006).

The mean of composite score + SD of physicians’ moral
distress with a previous leaving of clinical position due
to moral stress was 102.12 £ 23.99, which was statistically
higher than the mean of composite score + SD (55.00 +
31.51) of physicians’ moral distress who did not intend
or act to leave clinical position (P < 0.001). The mean of
composite score * SD of physicians’ moral distress who
intended to leave their clinical position but stayed was
87.90 *39.05; this was statistically more significant than
the mean of composite score of physicians neither acted
nor intended to leave the clinical position because of
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moral distress. Statistical analysis showed no significant  of moral stress and the mean of composite score of physi-
difference between the mean of composite score of phy-  cianswho intended to leave because of moral distress but
sicians’ moral distress who left a clinical position because stayed (P = 0.710) (Table 5).

Table 1. Demographics of the Physicians &P

Characteristic Surgeon Internist An Pediatri- SEM GP Others
clan

Age, mean +SD,y 41.82+7.44 4122+6.89 41.7316.09 42.61+6.46 37.66+5.78 38.73+5.69 37.61%6.27

Gender, No. (%)

Male 68.1(77) 52.8 (57) 60.7(17) 26.3(10) 78.6 (1) 50(39) 47.1(8)
Female 31.9 (37) 47.2(51) 39.3 (11) 73.7(28) 21.4 (3) 50(39) 52.9(9)
Years of Experience, mean + SD 12744716 12.02+710 12.84+6.30 13.82+6.32 9.63+4.65 10.85+5.59 10.00+4.65

Moral training background, No. (%)
No 63.6(70)  36.7(40) 55.6 (15) 18.4 (7) 92.9(13) 413 (31) 43.8(7)
Yes 36.4(40)  63.3(69) 44.4(12) 81.6 (31) 7.1(1) 58.7(44) 56.2(9)
Marital status, No. (%)
Married 89.2(91) 89.4(93) 88.9 (24) 94.3(33) 91.7 (11) 82.6 (57) 80 (12)
Single 10.8 (11) 10.6 (11) 111(3) 5.7(2) 83 (1) 69 (17.4) 20(3)

@ Abbreviations: SEM, Specialist in Emergency Medicine; GP, general practitioner; An, Anesthesiologist.
data are presented as No.(%) or Mean * SD.

Table 2. The 22 MDS-R Survey Items and Mean Scores of Different Medical Physicians 2

Moral Distress Scale Items Frequency Intensity Compos-
ite

Provide less than optimal care due to pressures from administrators or insurers toreduce 0.99+117 3.00+148 3.31%4.37
costs.

Witness healthcare providers giving “false hope” to the patient or family 1.90+1.26 0.88%125 1.86+3.53
Follow the family’s wishes to continue life support even though I believe it is not in the 127+113 1.86%112 233+3.08
best interest of the patient

Initiate extensive life-saving actions when I think they only prolong death 137+133 1.84%111 2.45%3.47

Follow the family’s request not to discuss death with a dying patient who asks about dying 129+117 0.88+128 115+2.84

Feel pressure from others to order what I consider to be unnecessary tests and treatments 0.70+1.15 224+118 177%3.69

Continue to participate in care for a hopelessly ill person who is being sustainedonaven- 1.44+1.25 2.06+1.09 3.05+3.49

tilator, when no one will make a decision to withdraw support

Avoid taking action when Ilearn that a physician or nurse colleague has made amedical  0.77£114 2.93%112 215%3.60

error and does not report it

Assist physician or other health care providers who in my opinion are not as competentas 1.43+117 242+111 3.28+3.06

the patient care requires

Be required to care for patients I do not feel qualified to care for 134+1.04 1.99+1.04 2.72+2.82

Let medical students perform painful procedures on patients solely to improve their skill  1.27+113 2.12%1.09 2.67+2.98

Provide care that does not relieve the patient’s suffering because I fear that increasing the 1.02+1.05 0.79+1.28 0.94 +2.59

dose of pain medication will cause death

Request nurses or others not to discuss the patient’s prognosis with the patient or family 0.72+0.87 1.50+110 0.98+1.57

Increase the dose of sedatives/opiates for an unconscious patient that I believe could has- 0.10+0.43 2.44+136 0.19+0.8

ten the patient’s death

Take no action about an observed ethical issue because the involved staff member or 1.08+1.08 230%138 2.39+2.88

someone in a position of authority requested that I do nothing

Follow the family’s wishes of the patient’s care when I do not agree with them,butdoso  0.60+0.90 1.98+136 1.23+2.57

because of fears of a lawsuit

Witness diminished patient care quality due to poor team communication 2.61+145 333%112 9.26%6.07

Ignore situations in which patients have not been given adequate information toinsure  0.29+0.73 0.85+133 0.32%1.27

informed consent

Watch patient care suffer because of a lack of provider continuity 132£1.02 2.62+113 3.66+3.48

Because of insufficient time, I cannot admit patient and provide complete and appropri-  2.19+158 2.55+1.26 5.79 £4.95

ate treatment

Because of shortage of drugs and medical equipment, I could not provide the appropriate 2.55+1.46 3.32%1.16 8.94+6.06

treatment for the patient

Ido not give the right treatment to the patient because he cannot pay the hospital costs 121+134 334+%125 419%4.97
@ All of the values are presented as Mean + SD.
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Table 3. Correlation Between Variables

Items Frequency Intensity Composite
Age 0154 0.03 -0.164
Years of experience -0.09 -0.03 -011°

a pvalue is less than 0.01.

Pvalue is less than 0.05.

Table 4. Mean (SD) Composite Moral Distress Score of Physicians Respect to Specialty &P

Items Frequency Intensity Composite
Surgeons 30.07 +37.81,31.5 (0-60) 38.55+16.56,37 (2-83) 64.14 +37.81, 66 (0-201)
Internists 24.87+10.51, 23 (0-63) 54.74 +14.57, 54 (9-88) 69.89 +37.30, 64 (0-229)
Anesthesiologist 32.42 £18.28, 38 (0-58) 40.33£16.53,40 (16-88) 61.14 + 40.38, 66 (0-144)
Pediatricians 16.05 (7.35),17 (0-32) 55.42 +23.31,59 (0-88) 43.47+27.31,38 (0-93)

Specialist in Emergency Medicine 51.37 £2.92,52(46-56)
27.08 £13.51, 25 (0-56)
18.52 + 8.06,17 (0-32)

<0.001

General Physician
Other specialists

Pvalue

36.71£5.16,37 (28-48)
43.54+15.95, 44 (0-70)
51.88 £13.66, 54 (18-80)

<0.001

89.71+13.00, 85.5 (72-124)
61.87 +34.48,60.5 (0-175)
47.76 +25.35, 42 (0-111)
<0.001

a Kruskal-Wallis test used for comparison between groups.
Data are presented as Mean + SD, Median (Min-Max).

Table 5. Intentions to Leave the Profession With Mean MDS-R Scores

Variables No. (%) Mean * SD, Median (Min-Max) P Value
No, I've never considered quitting or left a position 75 (299) 55.00 *31.51%, 58 (0-229)

Yes, I considered quitting but did not leave 22.5(90) 87.90 +39.05, 87 (9-201) <0.001P
Yes, I left a position 2.5(10) 102.12 £23.99, 97 (87-134)

Not considering leaving now 96.2(384) 62.32+35.56, 64 (0-229) 0.0062

Considering leaving now 3.8(15) 88.53 £ 42.41,98 (18-176)

a pvalue less than 0.001, significant respect to others groups using Mann-Whitney U test.

Kruskal-Wallis test used for comparison between groups.

5. Discussion

Although most studies on moral distress emphasize
the problem in nurses, our study on Iranian physicians
showed a moderate level of moral distress among them.
This finding is consistent with the result of Wiggleton et
al. (27) and Hamric et al. (26) who found that moral dis-
tress arises not only in nurses but also in physicians; al-
though physicians showed lower levels of moral distress,
the majority of clinical situations leading to moral dis-
tress were the same in both groups.

The mean of composite score of moral distress in our
study had no significant difference between two sexes.
Forde et al. (29) found that female Norwegian physicians
are more affected by moral distress than their male part-
ners. In Wiggleton’s study (27), men showed more dis-
tress than women, although women were significantly
more faced with potentially distressing situations.

According to this study, pediatricians and emergency
specialists showed the minimum and maximum mean
of composite score of moral distress, respectively (Table
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2). Interestingly, the lowest moral distress frequency
and the highest moral distress intensity were seen in
pediatrics wards, while the highest moral distress fre-
quency and lowest moral distress intensity were seen in
emergency wards. No similar study was found assessing
moral distress in specialty-separated physicians. In other
words, particular conditions of emergency patients and
urgency of the therapeutic measures may underlie moral
distress in emergency units. This indicates that moral dis-
tress is not merely the result of internal constraints such
as self-doubt, lack of confidence, fear, and anxiety; rather
external constraints are involved such as intersectoral
policies, legal and financial constraints, as well as com-
munications between treatment team members. To put
it another way, difference in the moral atmosphere of
different wards is an important factor for frequency and
intensity of moral distress; the more positive perception
of individual from moral atmosphere, less moral distress
level develops (27,30, 31).
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Our study showed that the highest mean of composite
score of moral distress in all categories of Table 3 is relat-
ed to the items “Witness diminished patient-care quality
due to poor team communication” and “Due to the short-
age of drugs and medical equipment, I could not provide
the appropriate treatment to the patient,” respectively
(Table 2). Besides stressfulness of these two factors (weak
teamwork of clinicians and unfair resources allocation),
they indicate a high sense of personal responsibility in
the studied physicians, because they were affected by
moral distress when observing failure to provide quality
care to patients owning to lack of teamwork or inabil-
ity to provide adequate treatment to patients because
of lack of resources. The studies of Iglesias et al. (28) in
physicians and Browning (32) and Pauly (13) in nurses
showed similar results. However, in some other studies,
items associated with the provision and continuation of
“futile treatment and not in patients’ best interest” cre-
ated the highest level of moral distress (33-39).

In our study, high mean of composite scores of moral
distress in physicians who had not participated in eth-
ics training courses compared with those participated,
indicated the effective role of training in moral distress
reduction. We found that traditional medical ethics edu-
cation, which is academically provided during general
medicine education and only emphasizes the principles
and ethical dilemmas, is not sufficient to address moral
distress. Therefore, holding medical ethics training
courses, which familiarize medical staff with predispos-
ing social, institutional, and legal factors of moral dis-
tress seems necessary. On the other hand, according to
Jameton’s definition, the key component in the creation
of moral distress is inability to perform the action, which
is morally acceptable to person; thus psychological em-
powerment or promotion of person’s ability to practice
his or her faith will have an important role in reducing
moral distress. Since education can improve psychologi-
cal empowerment, it can reduce moral distress (12). In
addition, other studies have shown that positive percep-
tion of ethical atmosphere is an effective step in reducing
moral distress and training makes it happen (40, 41).

A significant negative relationship was found between
age and frequency and the composite score of moral
distress, while, there was no significant relationship be-
tween age and intensity of moral distress. Perhaps this
can be attributed to age-related desensitization to per-
son’s surrounding. Elpern also found the similar results
(34). While Corley et al. reported a negative correlation
between age and the level of moral distress (42).

According to the results, despite a weak negative rela-
tionship between years of experience and the combined
score of moral distress, no relationship was found be-
tween years of experience and the frequency and intensi-
ty of moral distress. Also, Allen et al. (24) did not find a re-
lationship between work experience and moral distress
level. This result showed that moral distress is a personal
experience rather than a situational experience. Because

individual’s perception of obligations varies, perhaps
some designed items in our assessment were not very
consistent with specialties.

Regarding strong points of our study, this research was
done for the first time in our country. It evaluated moral
distress between different medical specialists in several
universities in a large city, and it helped to recognize
moral distress among different physicians, and finally
the results may help the healthcare policy makers im-
prove the ethical problems in the medical community.
This study could form the basis for further quantitative
and qualitative research in the field of medical ethics
to establish the moral distress. Most previous studies of
moral distress studied nurses as their subjects and phy-
sicians were ignored. With regard to limitation of this
research, although the response rate was not high in
this survey, this study had a response rate of 55.2%, and
compared with similar articles, this figure is very good.
Another problem of this research is to obtain the hospital
authorities’ approval to distribute the questionnaires. Of
course each hospital had its own rules, but with frequent
follow-up by the project manager, these obstacles were
resolved.

Our results showed that physicians who intended to
leave their clinical position had experienced more moral
distress than others. Similarly, those who had left the po-
sition were more affected by moral distress than those
neither intended nor left the clinical position. This result
is consistent with the results of Allen et al. (24).

In addition to great financial and professional costs,
leaving the clinical position dissatisfies patient and ul-
timately, creates problems for organization and com-
munity (43). Research shows the relationship between
moral distress and burnout (44) which is a cause of job
leaving (44).

There was a moderate amount of moral distress in the
studied physicians. According to the results of this study,
one can claim that the medical ethics course provided ac-
ademically during medical education is not adequate to
reduce moral stress and training courses of medical eth-
ics proportional to profession seems necessary. This can
enhance individuals’ moral reasoning and their percep-
tion level of ethical atmosphere, and then reduce their
moral distress level and its acute complications such as
burnout and leaving the profession. It should be noted
that leaving clinical position and profession not only af-
fects national economy and creates turmoil in organiza-
tion and ultimately in the community, but also and more
importantly causes failure to provide competent treat-
ment to patients. Therefore, health policy makers should
try to reduce moral distress through proper planning.

According to common causes of moral distress, it is
necessary that the health sector appropriately allocate
resources by adopting required measures and prioritiz-
ing community health needs in order to prevent moral
distress in therapists who provide appropriate treatment
for the patients. In addition, holding training-practical
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workshops can improve communication skills among
members of the treatment team. With respect to the
items causing moral distress in this study, interventional
studies can be attempted in this field, which its results
may be used to propose practical solutions to resolve
moral distress.
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