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Abstract
Objective: Analyze associations between moral distress and sociodemographic and work-related characteristics of Brazilian nurses.
Methods: Cross-sectional study developed across the Brazilian territory between November 2015 and May 2016, in a sample of 1227 nurses, 
based on the application of the Brazilian Moral Distress Scale in Nurses (EDME-Br), by means of an electronic questionnaire. Descriptive and 
analytical statistics were used for the analysis.
Results: Statistically signifi cant associations were established in all six factors, namely: 1. Recognition, power and personal identity; 2. Safe and 
qualifi ed care; 3. Defense of values and rights; 4. Working conditions; 5. Ethical infringements; 6. Work teams. The variables with the largest 
number of associations were: hour load; graduate degree, nature of service care/complexity, nature, type and duration of employment bond. The 
role of experience and enhanced education in higher perceived and/or experienced moral distress stood out.
Conclusion: The range of the study and the diversity of the context reveal specifi cities in the occurrence of moral distress in the Brazilian context, 
highlighting the need to discover elements that play a role in the nurses’ moral experience.

Resumo
Objetivo: Analisar associações entre distresse moral e características sociodemográfi cas e laborais de enfermeiros brasileiros.
Métodos: Estudo transversal realizado em todo território brasileiro, no período de novembro de 2015 a maio de 2016, com uma amostra de 
1227 enfermeiros, a partir da aplicação da Escala Brasileira de Distresse Moral em Enfermeiros (EDME-Br), por meio de questionário eletrônico. 
A análise empregou estatística descritiva e analítica. 
Resultados: Associações estatisticamente signifi cativas foram estabelecidas em todos os seis fatores, são eles: 1. Reconhecimento, poder 
e identidade pessoal; 2. Cuidado seguro e qualifi cado; 3. Defesa de valores e de direitos; 4. Condições de trabalho; 5. Infrações éticas; 6. 
Equipes de trabalho. As variáveis que apresentaram maior número de associações foram: carga horária; pós-graduação, natureza da atenção/
complexidade do serviço, natureza, tipo e tempo do vínculo. Destacou-se o papel da experiência e da formação ampliada na maior percepção e/
ou vivência do distresse moral. 
Conclusão: A amplitude do estudo e a diversidade do contexto revelam especifi cidades quanto à ocorrência do distresse moral no cenário 
brasileiro, reforçando a necessidade de conhecer elementos que participam da experiência moral dos enfermeiros.

Resumen
Objetivo: analizar asociaciones entre distrés moral y características sociodemográfi cas y laborales de enfermeros brasileños.
Métodos: estudio transversal realizado en todo el territorio brasileño, en el período de noviembre de 2015 a mayo de 2016, con una muestra 
de 1.227 enfermeros, a partir de la aplicación de la Escala Brasileña de Distrés Moral en Enfermeros (EDME-Br), por medio de cuestionario 
electrónico. El análisis empleó estadística descriptiva y analítica. 
Resultados: se establecieron asociaciones estadísticamente signifi cativas en los seis factores, que son: 1) reconocimiento, poder e identidad 
personal, 2) cuidado seguro y califi cado, 3) defensa de valores y derechos, 4) condiciones de trabajo, 5) infracciones éticas, y 6) equipos 
de trabajo. Las variables que presentaron mayor número de asociaciones fueron: carga horaria, posgraduación, naturaleza de la atención/
complejidad del servicio, naturaleza, tipo y tiempo del vínculo. Se destacó el papel de la experiencia y de la formación ampliada en la mayor 
percepción o vivencia del distrés moral. 
Conclusión: la amplitud del estudio y la diversidad del contexto revelan especifi cidades respecto a los casos de distrés moral en el escenario 
brasileño, lo que refuerza la necesidad de conocer elementos que participan de la experiencia moral de los enfermeros.
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Introduction

The nurses experience intense moral problems in 
their daily work, among other reasons, because 
they work twenty-four hours per day in the care 
of patients and their families, being responsible for 
the care, teaching, research and management in the 
various work scenarios.(1,2) Moral problems can be 
a source of moral distress when nurses encounter 
barriers that prevent them from deliberating, caus-
ing anguish, sadness, anger, frustration, and impo-
tence, among other manifestations.

Moral distress is considered a process with a 
singular moral experience, as each individual takes 
responsibility and judges moral problems in differ-
ent ways. It can be triggered when the professional, 
faced with a moral problem, weaves his judgment, 
but is unable to act, when the process of moral de-
liberation is curtailed due to obstacles that impede 
the ethical-moral positioning.(3) After the use of 
international studies to analyze Moral Distress in 
nurses, a group of researchers constructed and val-
idated the Brazilian Moral Distress Scale in Nurses 
(EDME-Br), intended to measure the intensity 
and frequency of moral distress in nurses, consid-
ering some sociodemographic and work-related 
variables.(4)

Different influences can affect the nurses’ ex-
perience of moral distress, including their gender 
conditions, ethnicity and the context they are active 
in.(5) Specifically, sociodemographic and work-re-
lated characteristics can influence the nurse’s moral 
sensitivity to the problems she is confronted with 
in practice. Moral sensitivity is considered as the 
“capacity for differentiated perception, refinement, 
education or instrumentalization of perception.”(3) 
For this refinement, the authors also mention that 
being a nurse is developed throughout life and 
one’s ethical-moral and professional formation. 
Therefore, several variables can influence moral 
sensitivity, participating in the intense processes of 
socialization that contribute to the professionaliza-
tion of nurses.

Studies either point to the association between 
moral distress and sociodemographic variables such 
as age, sex, and religion,(5-7) or do not mention this 

relationship, although they express the association 
of moral distress with work-related factors.(8) The 
experience of situational stressors in the work en-
vironment, which prevent nurses from acting in ac-
cordance with their values, can arouse anguish that, 
when accumulated (moral residue), produces mor-
al distress.(9) Based on this perspective, it is argued 
that the main barriers related to nurses’ moral com-
mitment are related to institutional factors and the 
nurses’ work.(10) Therefore, the organization of work 
and the ways in which nursing practice is inserted 
in institutions (interfering in different work-related 
aspects) can be sources of moral problems and thus 
trigger moral distress.

Studies related to moral distress need to go be-
yond descriptive research limited to knowing the 
underlying reasons and to explore other options, as 
is the proposal of this study. The aim of this article 
was to analyze associations between moral distress 
and sociodemographic and work-related character-
istics of Brazilian nurses.

The results may arouse reflections about moral 
distress and its relation with the context and with 
particularities of professional practice, also appoint-
ing new associations with the theme of moral dis-
tress. In addition, it can provide support that sur-
passes the palpable and already studied causes on the 
subject, permitting the discussion of tendencies that 
a sociodemographic and work-related profile can 
generate in the experiences of moral distress among 
nurses who work in different health scenarios.

Methods

Cross-sectional study involving nurses from all over 
Brazil, based on a population of 451,666 profession-
als in the database of the Federal Nursing Council. 
The calculation of the sample estimated at least 380 
participants, a 95% confidence interval and preci-
sion of 50 ± 2% of the estimation, in accordance 
with the parameters for a finite population.(11) The 
non-probabilistic sample was expanded, given the 
range of the population and of the professional ac-
tivity contexts and services, up to the largest num-
ber of instruments answered within the expanded 
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data collection period, reaching 1227 participants. 
The inclusion criteria were: undergraduate degree 
in Nursing and current or background experience 
in care of at least six months.

The data were collected by means of an elec-
tronic form (Google.docs) over a six-month period 
(November 2015 till May 2016), stimulating: ini-
tially, by an (convenience-based) e-mail invitation 
to professionals from teaching institutions and care 
services, particularly managers, located by means of 
a search in the institutional registers, requesting fur-
ther dissemination of the study; to reach the sample 
and achieve regional representation, social network-
ing served as a catalyst, focusing on the user profile 
identified as “nurse”. The participants only got ac-
cess to the instrument after reading further infor-
mation on the research, confirming the inclusion 
criteria and reading and signing of the informed 
consent form.

The Brazilian Moral Distress Scale in Nurses 
(EDME-Br) was applied, an instrument that was 
constructed and validated in the Brazilian con-
text.(4,12) The scale consists of 49 items that present-
ing predictors or triggers of moral distress on a dou-
ble seven-point Likert scale, being one for frequen-
cy (ranging from 0 = never to 6 = very frequently) 
and one for intensity (ranging from 0 = none to 
6 = very intense). Sociodemographic and work-re-
lated variables were surveyed on the identification 
page, considering: age; sex; state of the Brazilian 
Federation; time since graduation; complementa-
ry education (type); number of bonds; type and 
nature of the bond; place/service of activity; expe-
rience; weekly workload. The instrument items re-
late to six factors, being: “Recognition, power and 
personal identity” (11 items), “Safe and qualified 
care” (11 items), “Defense of values and rights” 
(eight items), “Working conditions” (six items), 
“Ethical infringements” (six items” and “Work 
teams” (seven items).(12)

For the analytical procedure, SPSS (PASW 
Statistic®, PredictiveAnalytics Software) software, 
version 23.0 was used. Descriptive statistics were 
used to analyze the qualitative variables by means 
of relative and absolute frequency distribution. 
Data normality was tested using the Kolmogorov-

Smirnov test, showing asymmetric distribution of 
the data. Mann-Whitney’s U and Kruskal-Wallis 
tests were applied, depending on the number of 
groups of the variables tested. For the variables with 
three or more groups, paired comparisons were 
made, such as the post-hoc test to identify inter-
group differences, with 95% significance (p<0.05).

The research complied with the Brazilian and 
international research guidelines. Approval was ob-
tained from the Ethics Committees for Research 
involving Human Beings at the three universities 
engaged in the Multicenter Project – opinions 
602.598-0 from 02/10/2014 (UFSC); 602.603-
0 from 01/31/2014 (UFMG) and 511.634 from 
01/17/2014 (FURG). 

Results

The 1227 Brazilian nurses who participated in the 
study were characterized as follows (Table 1): most-
ly women; being 30 and 49 years of age; graduated 
between 1 and 10 years earlier; lato sensu post-grad-
uation degree; one employment bond; up to 10 
years of experience at the same institution; weekly 
workload of 31 to 40 hours and tenured or con-
tracted in accordance with the Brazilian labor law. 
Representativeness was achieved in terms of differ-
ent types of main employment service and region; 
in the latter, the professionals’ distribution across 
the different regions was considered, in line with 
the COFEN register, despite the smaller share of 
the Brazilian Northeast and the larger share from 
the South of the country in comparative terms.

In table 2, the associations between the moral 
distress factors and the nurses’ sociodemographic 
and work-related variables are shown. 

Statistically significant associations were evi-
denced with all factors and different variables. The 
variables that presented the highest number of as-
sociations with different factors were weekly work-
load; (level of complexity of the service), nature, 
type and time of the bond (associations between 
five and three factors).

The weekly workload was the variable with the 
highest number of associations, with five factors (all 
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Table 1. Participants’ characteristics (n = 1227)
Variables n(%)

Age

20 to 29 years 210(17.1)

30 to 39 years 512(41.8)

40 to 49 years 299(24.4)

50 years or older 204(16.6)

Sex

Female 1148(93.6)

Male 78(6.4)

Time since graduation

Less than 1 year 24(2.0)

1 to 5 years 349(28.5)

6 to 10 years 386(31.5)

11 to 15 years 178(14.5)

16 to 20 years 93(7.6)

More than 20 years 189(15.4)

Complementary and postgraduate education

Undergraduate with or without training 168(22.3)

Specialization/Residency 800(65.3)

Master’s 127(10.4)

Doctoral 20(1.6)

Number of jobs

One 863(70.4)

Two 323(26.3)

Three or more 33(2.7)

Nature of bond

Public 824(67.2)

Private 347(28.3)

Other 49(4.0)

Type of contract (Main)

Brazilian Labor Code 523(42.7)

Tenured 531(43.3)

Self-employed 16(1.3)

Temporary 80(6.5)

Other 71(5.8)

Length of experience/bond (Main)

Up to 5 years 625(51.0)

6 to 10 years 269(21.9)

11 to 15 years 144(11.7)

16 to 20 years 69(5.6)

More than 20 years 116(9.5)

Weekly workload (Main)

Up to 20 hours 38(3.1)

21 to 30 hours 237(19.3)

31 to 40 hours 619(50.5)

More than 40 hours 330(26.9)

Institution/service (Main)

Primary Care services 273(22.3)

General and specialized inpatient services 231(18.8)

Emergency and mobile services 207(16.9)

Intensive Care Units 150(12.2)

Other services and specialized and support services 365(29.7)

Regions of the Country

North 87(6.6)

Northeast 186(14.1)

Central-West 111(8.4)

South 292(22.2)

Southeast 552(41.9)

except factor 1). There is no linear relationship be-
tween higher workloads and higher MD. It can be 
observed from the post-hoc test that the difference 
is in the group with a workload of 21 to 30 hours, 
which presents higher MD compared to the groups 
of 31 to 40 hours in factors 2 (p = 0.002), 3 (p = 
0.004), 4 (p = 0.009), 5 (p = 0.002) and 6 (p = 
0.025). Although it is the group with the highest 
MD, those who work from 21 to 30 hours are not 
the majority of the workers.

We also identified an association between post-
graduate education and MD in factors 2, 3, 4, 5 
and 6. Regarding the intergroup difference, profes-
sionals holding a master’s (Factor 2: p <0.001, fac-
tor 3: p <0.001, factor 4: p = 0.014, factor 5: p = 
0.012, and factor 6: p = 0.015) and doctoral degree 
(factor 2: p = 0.001, factor 3: p = 0.049, factor 4: 
p = 0.022, factor 6: p = 0.003) presented higher 
MD and differed in all these factors from profes-
sionals who do not hold a postgraduate degree. In 
addition, Master’s and doctoral graduates present-
ed higher MD compared to those with training 
and specialization or residency in factors 2, 3 and 
6. In all these cases, increasing MD intensities are 
observed when the level of training is higher, with 
doctoral graduates presenting the highest rates.

Regarding the nature of care, the professionals 
who worked in secondary care showed higher MD 
compared to primary care in factors 2 (p = 0.039), 
3 (p = 0.023) and 5 (p <0.001). Regarding factor 
5, tertiary care patients also presented higher MD 
compared to primary care (p = 0.001). The only fac-
tor in which those who work in primary care have 
higher MD was 4 when compared to tertiary care 
(p = 0.036).

Regarding the nurses’ affiliation, the associa-
tion between the nature, type and time and MD 
was investigated. In relation to the nature of the 
bond, the highest MD occurred in the public ser-
vice when compared to the private service, in fac-
tors 2 (p <0.001), 3 (p = 0.001), 4 (p <0.001) and 
6 (p = 0.016). Corroborating this finding, tenured 
workers also presented higher MD compared to 
the Brazilian Labor Law in factors 2 (p <0.001), 
3 (p = 0.002) and 4 (p <0.001). Only in factor 4 
did professionals working on a temporary contract 
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Table 2. Associations between nurses’ moral distress and sociodemographic and work-related variables

Variables
Factor1-RPI Factor2-SQC Factor3-DVR Factor4-WC Factor5-EI Factor6-WT

n** Md p Md p Md p Md p Md p Md p

Sex

Male 78 626.76 0.438 648.05 0.160 654.15 0.076 572.14 0.638 679.27 0.017* 644.72 0.169

Female 1116 595.45 590.84 581.94 591.21 582.40 588.92

Age

Younger than 30 208 591.15 0.005* 567.82 0.640 565.64 0.353 541.12 0.140 587.11 0.488 574.36 0.755

30 to 39 years 507 625.90 603.52 606.41 603.70 601.71 601.37

40 a 49 years 285 600.42 591.59 569.78 602.15 585.57 596.09

50 years or older 193 522.34 600.79 579.16 586.22 557.00 580.51

Time since graduation

Up to 5 years 366 587.31 0.497 561.20 0.026* 565.46 0.160 537.66 <0.001* 593.25 0.479 566.36 0.081

6 years or more 828 602.00 609.15 595.68 612.92 586.39 604.01

Postgraduate education

No 164 533.25 0.176 510.29 <0.001* 515.37 <0.001* 518.32 0.001* 527.84 0.004* 519.33 0.001*

Training 100 597.13 526.76 564.61 537.27 598.49 567.83

Spec/Resid 780 604.10 593.06 580.31 593.43 580.49 592.24

Master’s 127 613.56 701.43 682.71 648.31 658.31 648.38

Doctoral 18 620.39 856.47 751.58 770.26 757.44 825.28

Number of Bonds

1 840 599.27 0.785 581.66 0.046* 578.12 0.188 575.58 0.024* 585.14 0.598 585.55 0.278

2 or more bonds 354 593.31 625.24 606.68 624.57 596.60 609.20

Nature bond

Public 802 603.44 0.386 632.42 <0.001* 606.99 0.001* 644.74 <0.001* 600.01 0.104 609.84 0.012*

Private 339 579.04 496.99 524.32 453.28 554.98 548.05

Other 47 553.53 568.61 599.60 558.35 555.96 538.86

Type Contract

Labor law 513 587.01 0.265 533.91 <0.001* 543.81 0.001* 504.31 <0.001* 561.09 0.073 565.73 0.071

Tenured 521 612.57 656.85 623.06 670.49 615.04 617.81

Self-employed 15 591.40 566.00 692.36 624.50 670.29 641.25

Temporary 74 598.68 583.09 611.19 628.18 574.36 607.04

Other 66 515.09 543.77 526.30 523.54 542.31 528.44

Length bond

Up to 5 years 614 603.95 <0.001* 571.08 0.015* 584.87 0.071 560.28 0.011* 589.26 0.172 582.99 0.217

6 to 10 years 264 606.79 599.16 570.16 617.17 594.67 610.83

11 to 15 years 136 643.04 674.01 643.15 659.81 613.99 627.24

16 to 20 years 66 619.03 647.44 626.21 621.66 606.06 604.17

More than 20 years 111 455.04 568.41 527.90 569.04 514.22 535.81

Nature 

Primary care 368 593.19 0.181 570.74 0.029* 555.83 0.027* 615.09 0.016* 525.09 <0.001* 560.20 0.086

Secondary 352 624.83 634.51 623.79 610.94 626.91 613.77

Tertiary 474 580.55 582.98 582.48 555.11 609.03 601.53

Weekly workload

Up to 20 hours 37 478.05 0.058 552.10 0.002* 607.75 0.008* 589.03 0.010* 544.58 0.004* 490.47 0.026*

21 to 30 hours 232 614.21 671.11 649.83 656.88 654.54 632.23

31 to 40 hours 600 583.71 575.51 559.99 573.38 560.40 572.78

More than 40 hours 323 621.11 575.50 584.28 570.63 594.34 610.24

** Obs.: “n” changes according to the association with different variables, as only the valid answers of the two test variables are taken into account 
Factor 1: RPI (Recognition, power and personal identity) 
Factor 2: SQC (Safe and qualified care) 
Factor 3: DVR (Defense of values and rights)  
Factor 4 WC (Working conditions)  
Factor 5 EI (Ethical infringements) 
Factor 6 WT (Work teams)

also present a higher MD compared to the profes-
sionals governed by the Brazilian Labor Law (p = 
0.035) and other (p = 0.012). Regarding the dura-
tion of the bond, factor 1 showed that those with 
more than 20 years of experience presented lower 
MD compared to all other groups, that is, up to 

five years (p <0.001), six to 10 years (p = 0.001), 
11 to 15 years (p <0.001), and 16 to 20 years (p = 
0.022). In factors 2 and 4, those with 11 to 15 years 
of experience presented higher MD compared to 
those of up to five years (p = 0.016 and p = 0.021, 
respectively). MD thus increased with the length of 
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experience and dropped only after 20 years or more 
of experience.

Finally, other variables such as sex, age, gradua-
tion time and the number of bonds were also asso-
ciated with MD in a smaller number of factors. The 
gender variable was associated with factor 5, and 
male nurses presented higher MD regarding this as-
pect. On the other hand, the age variable showed an 
association when professionals between 30 and 39 
years old presented a higher MD intensity in factor 
1 when compared to the group of 50 years or older 
(p = 0.002). Finally, professionals who graduated six 
or more years earlier and have two or more work 
bonds showed higher MD in factors 2 and 4.

Discussion

The relation between sociodemographic and 
work-related variables and the MD of Brazilian 
nurses expresses important aspects whose distinc-
tions need further analysis and consideration in re-
lation to the international context.

The first aspect refers to the nature of the in-
stitution of professional affiliation, which seems 
to modify the type of MD predictors that is most 
significant. Thus, public servants demonstrated 
higher MD rates related to the constructs. Safe and 
qualified care (unfitness of practices and routines, 
insufficient welcoming, integration, continuity, hu-
manization and problem-solving ability of care), 
Working conditions (insufficient quantity and 
quality of material conditions), Defense of values 
and rights and work teams (insufficient quantity 
and quality/ preparation/skills of the nursing and 
multiprofessional team members). It is difficult to 
compare this data with international studies, as 
most studies are carried out in hospitals, sometimes 
institutions or specific clinical sectors, when com-
parisons are not always made between public and 
private service characteristics.

In addition, not all international studies per-
mit associations with sociodemographic variables, 
and when they do, the associations are well distin-
guished, leading to the assertion that there is no 
clear congruence on sociodemographic variables 

and moral distress in the expanded scenario of the 
studies, which may be due to cultural and contex-
tual differences.(13)

No linear analysis was possible about the associ-
ation between the care/service complexity level and 
moral distress, as the associations appear blurred 
between the three levels. Nevertheless, MD was not 
associated with the working conditions in second-
ary care. This can be inferred from the compatible 
logistics, material and personnel infrastructures 
(material and non-material technologies) of these 
services when compared to primary care, although 
the care logic of attention in health networks is tak-
en into account, in which good practices at one care 
level enhance the problem-solving ability of anoth-
er level.(14)

On the other hand, there is an association be-
tween high MD and primary care professionals re-
garding the Working Condition when compared 
to tertiary care. Studies have pointed to the nurses’ 
precarious working conditions in this context, in-
volving longer work hours, low remuneration, diffi-
culties in health teamwork, lack of material, human 
resources and equipment.(15,16) This association was 
also found in a study that validated the instrument 
to identify situations triggering MD in nurses in the 
specific context of Primary Health Care.(17)

In addition, linear interpretations of cause and 
effect are also impossible, as if lesser feelings report-
ed in the situations described in all constructs indi-
cated better conditions or fewer problems faced, or 
only less awareness/attention to them. Nor can it be 
supposed that some associations, such as the ethical 
infringements factor (only with sex and level of ed-
ucation), indicate more or less importance of these 
situations, but only that there is greater homoge-
neity in their perception, in different contexts. We 
start from a productive conception of MD, which 
relates it to moral sensitivity and the development 
of moral competencies for the deliberation, judg-
ment, and positioning of nurses.

The moral sensitivity and its articulation with 
the development of moral competencies are ex-
pressed in the fact of considering them as part of 
the social construct of the subjects, guiding their 
perceptions. These perceptions are accompanied by 
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feelings of restlessness and uncertainty, which mo-
bilize nurses to confront or experience moral dis-
tress.(3) Ethical sensitivity is linked to practice, being 
limited by knowledge gaps related to ethics, lack of 
work experience, hierarchical organizational climate 
and conformist attitude; differently, positive cultur-
al environments at work enhance such sensitivity.(18)

In this analysis, the relationship between great-
er moral distress among public service profession-
als, for example, may require that we reflect on real 
problems and precarious conditions, work teams 
and quality and safety of care, or on the possibili-
ty that work environments and management forms 
favor reflection and a critical approach to the ends 
and means of work. Finally, is the suffering due to 
working in worse conditions or to working with 
more reflection, discussion, and high qualitative 
ideals?

Similar reflections apply to other variables, such 
as work experience (higher MD in factors 1, 2 and 
4) and time since graduation (associated with fac-
tors 2 and 4). Factor 1 (power and identity recogni-
tion) was the only one in which nurses with longer 
experience (+ 20 years) had lower MD compared to 
the other groups. In other words, the results showed 
that professional experience enhances MD for sev-
eral reasons, but reduces it for other reasons. This 
controversial role of experience in the way the nurs-
es address ethical problems indicates that time leads 
to the development of more effective forms of cop-
ing with moral suffering and to cumulative levels 
of anguish, as well as to “desensitization”. In other 
words, this again remits to the individual nature of 
the experience, when the nurses can either get ac-
customed to the MD or experience it cumulatively 
as they gain experience.(13)

In that sense, not suffering is not necessarily 
good, as it may be related to not perceiving a mor-
al problem, to stagnation in uncertainty regarding 
moral problems or lack of ethical, political and ad-
vocational expressiveness. Stagnation in uncertainty 
obstructs the perception of the existence of the mor-
al problem, blocking the triggering of moral delib-
eration.(19) Therefore, it is in this sense that suffering 
can be productive and a source of resistance, given 
that it can stimulate moral reflection and deliber-

ation in relation to situations experienced in daily 
life, especially when nurses practice their advocacy.

MD is acknowledged as a unique experience, 
taking into account internal and external elements 
that weigh on professional experience. The moral 
expression represented by the uncertainty/percep-
tion, by the moral deliberation and/or by the very 
experience of the MD is constructed in contextu-
al circumstances of life that represent the identity 
of the subjects and the responsibility they assume, 
pointing to the singularity of that experience. Thus, 
the concrete relationship between the sociodemo-
graphic variables and the MD is affirmed by the re-
sults of this study, as these variables are part of the 
context the nurses experience and determine their 
moral position towards the potential circumstances 
triggering MD.

The fact that one does not feel impeded from 
deciding/acting according to personal values and 
judgments may mean that there is a climate of 
greater autonomy and respect for professional roles 
or, differently, that the recognition of these roles 
and the possibility of autonomous deliberation are 
that small, and thus crystallized in the institutional 
body, that one no longer perceives in one’s decision 
territory and engagement in certain problems and 
questions - on which positioning is not demanded 
and therefore, for which one does not suffer. There 
is, therefore, a rupture with the value system that 
impairs moral sensibility, perpetuating stagnation 
and uncertainty, in which nurses are no longer able 
to perceive the moral problem they are experienc-
ing.(3) This loss can provoke invisibilities concerning 
the recognition of the self, by the self and by the 
other, with important identity repercussions, which 
may lead to more severe cases of abandonment of 
the profession, a consequence addressed in several 
studies.(3,6,21,22)

This reasoning applies in a similar way to the 
association between the “Safe and qualified care”, 
“Defense of values and rights”, “Working condi-
tions” and “Work teams”, in which MD increases 
with the time since graduation, experience in the 
same service and with the extension of the train-
ing (post-graduate education). Education is a space 
for the development of ethical-moral competencies, 
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which reinforces the position and moral delibera-
tion of the nurse.(23) Distancing from the precepts 
of education and daily and continuous dealing with 
moral problems can devastate the moral integrity 
of the nurse, composing the moral residue. This 
residue can be considered as the accumulation of 
feelings related to the experience of MD, further 
enhancing it.(9)

In the international scenario, there was a posi-
tive relationship between the experience of working 
with ethical sensitivity scores of nurses, demonstrat-
ing that clinical practice also plays a role in the con-
struction of ethical sensitivity.(18)

The moral residue may also be related to the as-
sociation of the variable age and time of the bond 
with the triggering factor of MD recognition, pow-
er, and personal identity. Although the linear rela-
tion of this variable, as well as sex, is not recognized 
in the literature either regarding its association with 
MD, it can be inferred that age and length of expe-
rience can predict the moral residue.(5,6,22,23) In this 
regard, it is worth reflecting that, just like moral ex-
perience, recognition, power and personal identity 
are built over time and through countless experienc-
es of moral problems in everyday life. In this way, 
nurses with greater experience may accumulate feel-
ings (moral residue) that lead to the onset of MD.

The study participants with bonding time be-
tween 11 and 15 years were those with the highest 
MD intensities (in 3 factors), which may be relat-
ed to the moral residue, greater moral sensitivity, 
difficulties in relationships or rigidity of judgments. 
These arouse the risk that, justified by experience 
and expertise, professionals will evaluate in an ar-
rogant way, imposing their reasons, assuming that 
they are right. This risk is not restricted to the more 
experienced, but to the clear difficulty in evaluat-
ing the moral divergences at work, to differentiate 
more correct, grounded and just ethical and person-
al points of view. This dubious characteristic leads 
to the point of indicating the abandonment of the 
concept of MD.(24,25)

Despite agreeing with the limits of the con-
cept, research on the theme needs to advance fur-
ther in the Brazilian context, but should already 
open up to new research areas, moving beyond the 

simple observation of the experience to deepen the 
understanding and the bases underlying the judg-
ments and the ethical conducts leading to the situ-
ations found and to the impossibility or disability 
to solve them.

For the current research period, the study has 
contributed to the complexity of the problem, 
showing that sociodemographic and work-related 
variables influence the nurses’ perception of the sit-
uations they face in daily life, as dealing with moral 
issues involves, in addition to personal issues, the 
social aspect.(26) In addition, moral and work-relat-
ed issues are directly related to job satisfaction and 
to the onset of MD.(6)

The limits of the study do not permit a deeper 
understanding and the bases of the judgments and 
the ethical conducts that are leading to the situa-
tions encountered and to the lack or incapacity to 
solve them.

Overall, the study contributes to highlighting 
the concrete experience of nurses with MD and 
their moral position in the face of potential trigger-
ing circumstances. Finally, we see the need for stud-
ies that amplify other dimensions related to MD, in 
order to reflect particularities of the concepts and 
elements that support the professionals’ conduct/
action in their work experiences.

Conclusion

In view of the results found, the associations 
between MD and the sociodemographic and 
work-related characteristics of Brazilian nurses 
could be analyzed. The variables that present-
ed the highest rates are related to the constructs 
“safe and qualified care”, “working conditions” 
and “work teams”. Therefore, it is concluded that, 
while playing a relevant social role, nurses are 
vulnerable in their work environment. There is a 
stagnation of the employment situation, which is 
not limited to the individual performance of the 
professional. Despite much research, discussion, 
and reflection on the abovementioned problems, 
little progress towards solving them or even mit-
igating them has been made over the last years. 
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The time of the bond is perceived as significant. 
The highest intensities of moral distress were as-
sociated with bonds between 11 and 15 years, 
which may be related to the moral residue, great-
er moral sensitivity or difficulties in interper-
sonal relationships. Professional experience and 
expertise can also be used as justifications for rig-
id judgments or arrogant assessments, imposing 
personal reasons as presumably correct. It should 
be noted that, in secondary care, there was no as-
sociation between MD and working conditions. 
On the other hand, this association is strongly 
perceived in primary care. Several factors can 
contribute to this result, such as the precarious-
ness of working conditions, relationships among 
work teams, quality and safety of care, work en-
vironments and management forms. Although 
the international literature addresses the issue of 
moral distress in the health area, there were diffi-
culties in comparing these Brazilian results with 
international studies, as most of them are devel-
oped in hospitals, sometimes institutions or spe-
cific clinical sectors, when comparisons are not 
always made between public and private service 
characteristics. In addition, not all international 
studies permit associations between sociodemo-
graphic variables. In short, is the suffering due to 
working in worse conditions or to working with 
greater reflection, discussion and high ideals of 
quality?
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