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Abstract 
Moral distress (MD) has been studied in the nursing workforce since the 1980s. The critical care setting is at risk of high levels of MD due to advancing technologies and collateral end-of-life (EOL) care provision. This project evaluates the impact of establishing standard triggers for goals of care (GOC) conversations in the intensive care unit (ICU) and the influence on MD in ICU nurses. The Measure of Moral Distress for Healthcare Professionals (MMD-HP) was utilized to quantify a baseline level of MD. After GOC conversations were implemented, MD scores were evaluated with an associated decrease in MD. 
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Section I.  Introduction
Background
MD has been a topic of discussion in healthcare since the 1980s when Jameton (1984) initially detailed the concept in nursing ethics. MD was initially defined as stress experienced by nurses when facility constraints disable appropriate action (Jameton, 1984). A systematic review by Giannetta et al. (2022) sought to quantify MD in the ICU; the team reported the highest levels of distress related to EOL. Epstein et al. (2019) reported an association between MD and ICU nurses' intent to leave; as moral distress increased, staff were more likely to seek alternate work settings. Post-COVID-19 literature reviewing evidence of MD is growing, revealing moderate to high levels of MD in the ICU setting (Andersson et al., 2023; Cooke et al., 2022; Işik & Yildirim, 2023). MD remains a relevant topic in healthcare, and translational science interventions are needed to reduce MD among critical care nurses. 
Organizational Needs Statement
	A rural hospital in eastern North Carolina has a nine-bed ICU and often provides transitional care for clients who shift from curative to EOL care. The organization does not have a standardized process for identifying and initiating EOL GOC conversations early in admission in the critical care population.  Nursing is burdened with navigating this inconsistent process. As the facility is rural, the resources are limited.  During the weekday, chaplains, social workers, and case managers are available to support the patient, family, and the critical care team; however, on nights and weekends, these resources are unavailable. The increased burden on nursing is evidenced in critical care literature as MD.  
	Organizational leadership identified the need for a standardized approach to addressing EOL care conversations in the ICU. Ensuring consistent and effective communication with the healthcare team and reducing MD will address three of the five aims of the Institute for Healthcare Improvement’s (IHI) Quintuple Aim (Nundy et al., 2022). The three IHI aims addressed are improving patient experience, reducing burnout by tackling MD, and addressing health equity through an effective, consistent approach to EOL conversations (Nundy et al., 2022). Standardizing EOL discussions can ensure effective communication between care providers, the patient’s family, and the patient. Improved patient communication with the healthcare team also addresses the Healthy People 2030 campaign to reduce the number of adults who report deficient communication with their health providers (U.S. Department of Health and Human Services [USDHHS], n.d.). 
Problem Statement 
	The ICU is a setting focused on curative care. However, with advanced technologies and an aging population, critical care nurses increasingly participate in EOL conversations. The lack of a standardized program to address initiating EOL care conversations consistently in the ICU burdens critical care nurses to navigate patient and family stressors with no support. The lack of consistency leads to MD among nursing staff. 
Purpose Statement
This project aims to establish a local program that standardizes the process for initiating EOL care conversations between the healthcare team and patient-family dynamic in the critical care setting. A focus on EOL conversations is an intervention focused on the leading causative factor of MD among critical care nurses (Epstein et al., 2019). A standardized approach that integrates best practices and applies to the rural location aims to support critical care nurses to reduce the MD of the ICU nursing team.  


Section II. Evidence
Literature Review 
	A literature review was initiated in November 2022 through September 2023 to research the topics of MD, EOL care discussions, and palliative care, focusing on critical care settings.  The literature review was conducted utilizing East Carolina University’s Laupus Library electronically.  A concept table was developed to assist in searching the literature with synonyms and peer concepts (see Appendix A). The concepts identified were “goals of care,” “nurse,” “intensive care,” and “moral distress.” The literature review was reduced to include articles published in the last five years and limited to adult care critical care settings. The research article result abstracts were read in full to identify themes specific to MD in critical care nurses.   
The initial articles on MD and the critical care nurse population prompted a second literature review to identify research on palliative care interventions in the adult critical care setting. A second concept table was developed to assist with “palliative care” concepts and interventions for palliative care in the critical care setting (see Appendix B). The resulting articles were reviewed for evidence levels, including two systematic reviews, a scoping review, and two qualitative studies. 
The database for Cumulative Index to Nursing and Allied Health Literature database (CINAHL) was also utilized with Boolean operators to restrict the search as follows: ("moral distress") AND ("intensive care" OR "critical care") AND ("goals of care" OR "palliative care") AND ("nurse" OR "nurses'). The search resulted in 18 publications and was reduced to 14 articles after filtering for English language and adult settings. The fourteen articles were reviewed for evidence levels seeking systematic reviews and quantitative studies specific to the ICU setting and MD interventions. Eight articles were identified to include in the literature matrix (see Appendix C). 
Current State of Knowledge 
The healthcare literature has discussed MD since the 1980s when Jameton described the phenomena. Since then, MD has been further studied to identify root causes, facilitators, barriers, and settings, recognizing nurses at the highest risk and coping mechanisms. MD tools to quantify MD have been developed, researched, and validated. The literature categorizes MD experience into three root tiers: the patient level, the unit level, and the system level (Epstein et al., 2019).  Increased levels of MD have led to increased nursing turnover, burnout, reduced interprofessional communication, and decreased engagement and empowerment in nurses (Epstein et al., 2019; Giannetta et al., 2021; Zeydi et al., 2022). 
Critical Care Setting. MD is a growing concern for healthcare organizations, as all healthcare disciplines report existent levels of MD (Giannetta et al., 2021).  This project endeavored to address MD in the critical care setting. Literature specific to MD in critical care nurses reports the highest levels of MD related to patient-level origins (Epstein et al., 2019). The patient-level MD triggers are inclusive treatments that induce pain, EOL care, and family-requested aggressive care modalities perceived as inappropriate (Giannetta et al., 2021; McAndrew et al., 2020). Current data reports that approximately one in five patients will pass in a critical care setting (McAndrew et al., 2020). However, with such a high risk of EOL care provision, critical care nurses must be more routinely trained in transitional or palliative care (Altaker et al., 2018; Metaxa et al., 2019). 
Current Approaches to Solving Population Problem(s)
Approaches to reducing MD in the critical care setting specific to the patient-level causes are focused on palliative care or EOL GOC interventions. The interventions are focused on improving communication outcomes related to GOC with patients and families. The GOC interventions are individualized to various settings and resources available. A systematic review by Metaxa et al. (2019) found that intensivists deliver differences geographically in GOC conversations in Europe EOL needs. In contrast, in America, EOL needs are specialized, with palliative care specialists consulted in ICUs. A systematic review by Zeydi et al. (2022) of MD interventions in critical care nurses grouped identified interventions by educational interventions, such as workshops to manage MD professionally as a nurse or education on managing EOL care specific to the patient population. The researchers also identified collaborative approaches to MD through interdisciplinary education on resiliency, MD empowerment programs, and debriefing programs. 
	Educational Programs.  Education is a theme in multiple studies on MD. However, the aim of the education varies greatly: education related to the MD experience and nurse coping, education on providing EOL care, and educational programs with an interdisciplinary approach to serious illness conversations (Zeydi et al., 2022). The variability in the literature related to educational methods reveals that no single tactic is more potent in reducing MD, whether a nurse-centered approach or a patient-care approach, only to tailor education to the setting of MD (Zeydi et al., 2022). 
	GOC Conversations.  MD interventions for enhancing GOC conversations in the critical care setting have also been proven to reduce MD (McAndrew et al., 2020).  The prevailing theme is to reduce MD by enhancing IDT, patient, and family communication to align GOC outcomes. Larger organizations have implemented palliative care teams in the ICU to reduce MD.  Other smaller organizations have implemented palliative care consults virtually to improve access to resources for nursing teams (McAndrew et al., 2020). Altaker et al. (2018) identified a weak correlation between nurses reporting higher levels of MD who had access to palliative care teams versus nurses with less access. However, while researchers admitted the disparity was an unexpected finding, limitations existed that could reflect the poor palliative care team integration with the critical care team (Altaker et al., 2018). 
Evidence to Support the Intervention
	The focus of the project site intervention centers on the lead contributing factor of MD, the patient-level cause. The project site ICU does not have in-house palliative care specialists nor a standardized approach to identifying patients who would benefit from EOL GOC conversations.   The hospitalist team will address goals of care when decisions must be made related to procedures and interventions. Seaman et al. (2022) describe poorer outcomes for GOC conversations when not an intentional, proactive process and only the results of the provider's necessity of medical decision. Wolf et al. (2019) identified a relationship between palliative care training in ICU nurses and levels of MD. When EOL or palliative care resources were perceived as insufficient, nurses were more likely to report increased levels of MD.  
Standardizing the approach to identifying patients with GOC EOL triggers will enable nursing to activate EOL conversations proactively. Zeydi et al. (2022) identified education as a critical intervention in all strategies reviewed to effectively reduce the level and frequency of MD of critical care nurses. An interdisciplinary educational program will be utilized.  The host site has access to education through a partnership with an academic institution to provide free EOL GOC training for the team.  The project site has yet to utilize this training for the ICU team. As part of the project, the intervention included a plan to ensure ongoing training for new ICU nurses onboarding to sustain competency for EOL GOC conversations. 
Evidence-based Practice Framework
	This project sought to translate evidence from palliative care resources and MD research to the critical care setting.  The Iowa model was utilized as the framework for implementing evidence-based practice change in EOL GOC discussion to reduce the MD of critical care nurses. The Iowa model begins with identifying trigger issues or opportunities to improve. The trigger issue was no standardized approach to EOL GOC conversations at the project site.  The Iowa model incorporates feedback loops to revisit steps and ensure the topic is relevant, research appraised, or data generated, with the following steps reflecting pilot practice change and post-assessment to review if applied changes are appropriate for adoption and dissemination (Melnyk & Fineout-Overholt, 2019). Using the Iowa Model ensures that each step of the implementation plan remains focused on the topic to obtain outcomes valuable to the project site. 
Ethical Consideration & Protection of Human Subjects 
	This project does not engage any experimental testing or generation of new research; the project employed interventions based on existing research. There was no external funding for the project to disclose, and the impact was limited to the local project site only. The project participants incurred no risk or harm in participation; while MD was measured, the incidence of MD had previously occurred to the participant. An East Carolina University (ECU) Internal Review Board (IRB)/Quality Improvement self-assessment certification tool was completed, and the proposed project was determined to be a quality improvement (see Appendix D). Data collected through surveys was voluntary by participants, with no pressure or reward for participation. No patient information was accessed during the project, and no access to team member records was required. The project ensured that educational resources employed during the intervention were equitably available to all critical care nurses at the local site regardless of work shift day or night.  
	The project manager completed modules in the Collaborative Institutional Training Initiative Program (CITI) related to social and behavioral research.  The academic IRB prescribes the CITI modules to ensure ethical compliance.  Training included education on federal requirements and a foundational understanding of the development of ethical principles in research, such as the Belmont Report findings (CITI, n.d.). 















Section III. Project Design
Project Site and Population 
	The selected project site was a rural hospital in eastern North Carolina (NC). The facility is the only hospital located in the ninth largest county in NC. The hospital is affiliated with an academic medical center located an hour away. The hospital's nine-bed ICU was chosen as the project unit. The ICU nursing staff were the population of focus. 
Description of the Setting
	The ICU functions as a mixed ICU, caring for neurology, cardiac, internal medicine, and surgical patients, with an adult-only scope of practice. One provider is assigned to the ICU patient care team.  An interdisciplinary huddle is attended by the provider, nursing staff, pharmacist, respiratory therapist, and case management. Due to the rural nature of the facility, resources such as behavioral health and neurology are utilized via telehealth. Other care team partners, such as case management chaplains, are limited to hours of availability and are not a resource at night and some weekends. The county resources are limited. Duplin County does not meet the recommended North Carolina Institute of Medicine ratio of one provider to 1,500 people (Duplin County Health Department, 2022). 
Description of the Population
	The ICU nursing staff consists of 20 team members. There are 19 registered nurses (RNs) and one licensed practical nurse (LPN). When the unit census is at total capacity, daily staffing consists of four nurses for day and night shifts. All the nursing staff are female. The newest nurse has less than one year of experience, and the most experienced nurse has 42 years of nursing experience, with all 42 years in the project unit. The average number of years of experience is six years. 
Project Team
	An interprofessional team of healthcare personnel was assembled to collaborate on the quality improvement project. The project manager, a current Doctoral of Nursing Practice (DNP) student, led the project team. The partnering site champion was the Director of Quality and Education. The site Chief Nursing Officer (CNO) collaborated as an ad hoc member. The ICU Medical Director provided feedback for interventions and education and facilitated provider engagement. A subject matter expert, a Death Doula from the affiliated academic medical center, provided access to educational resources at no cost to the host site. A charge nurse also worked with the team to provide insight into the actualization of the project. 
Project Goals and Outcome Measures
	The project was initiated to address MD in ICU nurses. The ECU IRB reviewed the project as a quality improvement project. The project aim was to standardize the process for initiating GOC to reduce MD in ICU nurses. An MD survey tool was utilized to evidence MD levels and quantify the movement of MD levels post-implementation of the intervention associated with patient-level MD. The outcome measure was a decrease in the aggregate MD measure. 
Description of the Methods and Measurement
	The MD tool implemented was the Measure of Moral Distress for Healthcare Professionals (MMD-HP) (see Appendix E). The project manager obtained permission to utilize the tool in July of 2023 from Dr. Epstein (see Appendix F). The MMD-HP is the latest revision from the Moral Distress Scale-revised (MDS-R); the improved tool applies to all healthcare settings and workers. (Epstein et al., 2019). The device is a 27-question survey tested and validated in 2019 and recommended for use with the retirement of the MDS-R. The tool measures the three associated pillars of MD: patient-level cases, unit-level causes, and system causes (Epstein et al., 2019). The 27 survey questions are measured two-fold by quantifying the frequency of an event and the associated level of distress experienced. The frequency is measured numerically from 0-4, interpreted as never to very frequently. Likewise, the level of distress is calculated from 0-4, with no distress to very distressing.  The frequency and level of distress are multiplied for each of the 27 items on the survey, with a total range of 0-432. The high, moderate, and low moral distress measures associated with the 0-432 range split into thirds. The scores were compared pre-intervention and post-intervention, eliminating any participants who did not complete all three surveys. The 27 survey item scores were also compared to identify trends of survey themes that were most distressing for the survey group. 
Discussion of the Data Collection Process
	The host site had a Survey Monkey account. MMD-HP survey was entered as a Survey Monkey to distribute to the ICU nursing staff via email on January 5, March 18, and May 6, 2024.  Participants were given two weeks to take the survey for each round. The data was secured through the site Survey Monkey account as a single sign-on (SSO), and the credentialed project manager used an SSO email account with two-step authentication to access survey data. Participants' privacy was secured through respondent authentication to track users who completed all three surveys (Survey Monkey, 2023).   
Implementation Plan
	The project implementation phase began on January 1, 2024. During the January 3 staff meeting, the ICU nursing staff were introduced to the MMD-HP survey tool and moral distress as a concept. The team was also informed of the secure survey method and how the data would be used. After the staff meeting during the two-week survey period, the project manager attended five shift huddles to connect with team members and offer reminders to complete the survey. Once the data collected for the baseline survey was complete, the ICU nursing team was informed of the results via email and instructed on the GOC triggers utilized in the morning IDT huddle to standardize GOC conversations. The project manager attended IDT huddles to ensure utilization of the GOC changes were applied. The baseline data was shared with the project team. On March 18, 2024, the MMD-HP survey was sent via email again to the nursing team to evaluate any shifts in baseline data, allowing a review of intervention influence. To ensure timely survey completion, the project manager attended five change-of-shift huddles to connect and remind nursing staff to complete the survey. The final survey was emailed on May 6, 2024, with an end submission date of May 20, 2024. After completion of the survey collection cycle for May, all data was analyzed and shared with the project team, and evaluation of project outcomes was completed. 


Section IV. Results and Findings
Results
Quantitative Data 
A presurvey was sent to all ICU nurses to evaluate the baseline levels of MD. Fifteen nurses completed the initial survey, which was open for two weeks and took an average of less than 10 minutes to complete. Low levels of MD were reported for unit and provider-associated questions. Higher levels of MD were associated with patient causative factors.  The overall composite score for the baseline survey, comparing the eight individuals that completed all three surveys, was 78.86. The highest levels of MD in the baseline survey were associated with questions two and five, specific to the provision of inappropriate aggressive care; see Appendix G for detailed survey results by question. 
	After the baseline survey data collection, standardized GOC conversations at IDT huddles were implemented. After two months of intervention implementation, the mid-survey was shared with all ICU nurses (N=15) to assess the influence of intervention on MD. Eight ICU nurses completed the second survey. The second survey evidenced a decreased overall composite MD at 76.26, comparing the same eight that completed the baseline survey. Questions two and five demonstrated significant changes with a decrease in MD reported for the provision of aggressive care, see Appendix H. The time to complete the survey decreased by two minutes from the initial survey.  The mid-survey completion rate declined, with eight of the same nurses completing the survey from the baseline. 
	The final MD survey was emailed to staff (N=15) after 15 weeks of implementation. The final survey demonstrated lower levels of reported MD, which were associated with patient-level questions. The overall MD composite score was 56.76 for the eight individuals who completed all three surveys (see Appendix J for comparison results of all three surveys). 
Qualitative Data 
All quantitative data was shared with the interdisciplinary teams involved: hospitalists, case management, nursing leadership, and the ICU team. The nursing teams engaged with the data during staff meetings and unit rounds by the project leader. The ICU nurses' comments were overall positive during meetings and rounds. Project participant comments are listed in Table 1. The discussion of MD created new conversations and awareness among the nursing team of the concept and their self-awareness of the distress. 
Table 1
Team Comments during Data Presentations and Unit Rounds
	Nursing comments
	“I never knew we had those resources; this will be so helpful for our patients.”

“I have asked to use the informative consults more for hospice”

“I’m more comfortable initiating conversations with families”

“I did not know about moral distress; I had not thought about these topics before”

	Providers
	“More requests for goals of care conversations”
“Nursing initiating requests of hospice consults”
“census impacts our perceptions”

	Hospice team
	“the nursing team is engaged in asking for consults” 
“we are called for resources to educate patients”


Note. Comments were shared during project data review sessions; the team had a positive perception of the project. 
Discussion of Major Findings
	The literature associated with MD for ICU nurses links patient factors of aggressive care provision as exacerbating triggers. Interventions identified in systematic reviews and institutional surveys evidenced that education of critical care teams on palliative care provision and engaging interdisciplinary teams to partner in EOL care is associated with reductions in MD (Wolf et al., 2019; Zeydi et al., 2022). The project's intervention to implement standardized GOC conversation triggers was associated with a reduction in MD, as evidenced by the mid and final MMD-HP survey scores. 


Section V. Interpretation and Implications
Costs and Resource Management
The costs associated with the project implementation were nominal. The interdisciplinary meetings were held onsite, and light snacks were provided for less than $15, an expenditure donated by the local hospice liaison. The facility provided the cost of paper for printed resource handouts. The survey platform, Survey Monkey, utilized the site facility’s existing account for data management. The time spent on project planning, implementation, and collaboration is 95 hours, with an estimated institutional nurse leader hourly wage of $55, and the cost of project wages spent was $5,225. The project itemized budget is presented in Appendix K. 
	There are potential implications for positive return on investment for project implementation. Healthcare literature associated increased levels of MD with increased ICU RN turnover. If a single nurse is retained, nursing turnover is reduced. Nursing Solutions Inc. (2024), in their RN staffing report, stated the cost of a bedside RN turnover in 2024 was $56,277. Reducing turnover costs for one RN saves the organization revenue above the project's estimated expenses. While MD is reported highest among ICU nurses, it is evidenced in other acute care settings such as the surgical and medical units (Andersson et al., 2023; Cooke et al., 2022; Işik & Yildirim, 2023). The potential to reduce MD is a gain for nurses and hospitals. 
Implications of the Findings 
	The project's implications impact the entire care team and the patients. The associated reduction in MD among ICU nurses alleviates the nursing staff's distress, enhancing their work well-being. Nurses subjectively reported feeling supported through the GOC conversations and the updates on survey findings. The dialogue between nursing leadership, providers, case management, and nurses to increase awareness of MD findings implicated the value of reducing MD.  Increasing the awareness of resources likewise enhanced the utilization of hospice consults. Nurses utilized the resources needed to perform care related to end-of-life, lessening the emotional burden. 	
Implications for Patients
Standardizing GOC triggers for patients with critical illness in the ICU will increase patient-centered care and, as a secondary outcome, equity in EOL care. One of the IHI aims is to improve patient experience, as Lennon (2023) described, by fostering improved communication between healthcare providers, patients, and families. While patients and families may not choose EOL options or palliative care treatment, the act of educational communication provides families with tools for future conversations. Cassaret et al. (2023) reported improved patient outcomes related to pain management and patient satisfaction associated with GOC conversations. 
Implications for Nursing Practice
Reducing MD for nursing promotes a healthier work environment for the entire critical care team. Nursing practice environments have been a recent focus as the profession seeks to reduce burnout and turnover. Enhancing resources and tools for GOC conversations to build consistency in skills across units will benefit all practice areas. The American Association of Critical Care Nurses (2024) Healthy Work Environment (HWE) initiative lists skilled communication as a critical element in the standards of HWE. 
Impact for Healthcare Systems
Nursing is the healthcare system’s largest labor expense. Reducing MD and its impact on nursing’s well-being can reduce nursing turnover. While turnover was not measured during this project, Cooke et al. (2022) and Epstein et al. (2019) have established the association between increased MD and nursing turnover. The healthcare systems’ positive operational incentives are the influence of factors to reduce nursing turnover, increase nursing experience through tenure, and patient satisfaction.  
Sustainability
	The project to implement GOC conversation triggers to influence ICU nurses' MDs is sustainable. The initial work to implement the project has been expended, and the ongoing work to maintain education related to GOC conversations has been added to the nurse onboarding plan for new ICU hires. The expectation of IDT huddles is standard throughout the organization. Barriers to sustainability would be that there are no ongoing plans to continue to measure MD among the nursing team, to ensure reduced and sustained MD outcomes. The organization does promote well-being initiatives for team members, however they are not linked to MD. 
Dissemination Plan
	The project was shared through a poster presentation at ECU College of Nursing on July 12, 2024, and saved in the university's ScholarShip repository. The host organization's health system has a monthly meeting of all seven community hospital ICU nursing leaders; the project was presented at the next gathering of ICU leaders. The project will be submitted to the North Carolina Nurses Association poster presentation for the 2025 convention, with an associated deadline for submission of December 2024. 


Section VI. Conclusion
Limitations and Facilitators
	The project's limitations included the low volume of ICU nurses. During the project, there was a unit leadership change and subsequent nursing turnover; the functional vacancy rate of RNs decreased to 67%, and two nurses were out on medical leave. Another limitation was the project implementation timeline; the short time to deliver three surveys with 27 questions added to the fatigue of the survey. The mid-cycle and final surveys had decreased response rates; during project manager rounding, three ICU nurses reported that the survey felt long. 
The project's facilitators were the unanticipated move of the home health and hospice team; during March, the office moved internally to the host site. The enhanced proximity created internal relationships to share more resources for EOL care. The host organization also established system goals for the providers to reduce mortality scores, observed versus expected.  The reduced mortality focus by providers created collateral influencers to engage in GOC conversations. Creating the avenue for the MD conversation and awareness of the concept prompted healthy self-awareness of MD among the ICU nurses. Masuda et al. (2022) noted the association between variables of mindful awareness and buffer against distress. Likewise, the interdisciplinary team’s internal awareness of the MD concept and influencers increased collaboration. 
Recommendations for Others
A suggested augmentation for future project implementations would be lengthening the survey distance between baseline and final to reduce survey fatigue. Davies (2019) explains methods to avoid survey fatigue by distancing survey timing, adjusting the survey length, and simplifying questions. Another recommendation is to expand the scale of the project site and increase the sample size of ICU nurses to increase generalizability and heterogeneity. During project implementation, the census and acuity varied. To account for the variability, a suggested option is to collect collateral data to quantify the increase in GOC conversation activation through EMR reporting tools. DiGangi-Conden et al. (2021) describe the relationship between MD and empowerment; engaging the nurses in initiating GOC conversations was associated with reduced MD outcomes. 
Recommendations Further Study
Post-pandemic healthcare literature on MD has increased as a nursing retention topic. Providing ICU nurses with onboarding education on MD and associated influencers will promote engagement and provide communication tools to address concerns. Another recommendation for further research would be conducting an MD survey a year from project implementation to review long-term success. Expanding the participants in the study to include providers is appropriate as the MMD-HP is valid and reliable for all healthcare workers. A future consideration to study for operational outcomes is to examine the impact of consistent initiation of GOC conversations on the length of stay in the ICU. A systematic review by Chan et al. (2019) evidenced the positive effects of training programs for clinicians related to EOL care and conversations. A recommendation for further study is to study MD outcomes related to the training timing at onboarding. 
Final Thoughts
	MD is a valuable topic post-pandemic; critical care nurses weathered the burden of increasing patient complexities in an unknown environment. This project sought to investigate the impact of standardizing GOC conversation triggers on MD associated with patient-level causes. The project intervention of standardizing GOC conversation triggers was associated with a reduction in MD. The organizational value of reducing MD in critical care nurses is foundational to a healthier, fulfilling work relationship in a high-stress unit. Improving the work experiences of nurses addresses the national HWE initiatives of the AACN and strengthens the professions and the healthcare system.
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Appendix A
Concept Table 1
	
	Concept 1: 
Goals of Care 
	Concept 2: 
Nurses
	Concept 3: 
Moral Distress
	Concept 4:
Critical Care

	Keywords 
	“Care planning”
“Advance care planning” 
“Care conversations”
“End of life”
“Palliative care”
“Serious illness”

	“Nurse” 
“Nurses”
“Healthcare team”
	“Moral distress” 
“Morally distressing”
	“Intensive care” 
“ICU”
“Critical care”





Appendix B
Concept Table 2
	
	Concept 1:
Palliative Care
	Concept 2: 
Goals of care
	Concept 3:
Setting

	Keywords
	“Palliative care” 
“End of life”
“Critically ill”
“Terminal care”
	“Serious illness”
“Care conversations”
“Care conversations”
“Care planning”
“Advance care planning”
	“Critical care”
“Intensive care”






Appendix C
Literature Matrix
	Authors
	Year Pub
	Article Title
	Theory
	Journal
	Purpose and take home message
	Design/Analysis/Level of Evidence
	IV DV or Themes concepts and categories 
	Instr. Used
	Sample Size
	Sample method
	Subject Charac.
	Comments/critique of the article/methods GAPS

	Epstein et al.
	2019
	Enhancing understanding of moral distress: The measure of moral distress for health care professionals.
	N/A
	American Journal of Bioethics Empirical Bioethics
	To test the revision of the Moral Distress-revised tool, from exisitng research and to test the validity and relability of the tool
	Level IV: Descriptive Correlational Study
	IV: Moral distress tool-revised. DV: Measure of Moral Distress- healthcare personael
	Moral Distress Scale-revised 
	653
	Voluntary Qualtrics survey across two academic medical centers 
	Various healthcare professionals (nurses, providers, therapists) various settings to review applicability
	The authors were able to validate the reliability and validity of the newest revision of the Measures of moral distress. The limitation is the unknown for those that did not complete the survey, response rate was low. The sites chosen had implemented interventions to address moral distrss

	Giannetta et al.
	2021
	Moral distress scores of nurses working in intensive care units for adults using Corley's scale: A systematic review. 
	Corely's Moral Distress Theory
	International Journal of Environmental Research and Public Health
	To analyze the intensity and frequency of moral distress of ICU nurses across the literature
	Level I: Systematic Review
	IV: interventions of moral distress DV: ICU nurses intensity and frequency of moral distress
	Corleys Instrument on Moral Distress. PRISMA systematic review
	17
	CINAHL, Medline, Pubmed, PsycINFO)
	studies with registered nurses and moral distress studies/scores
	Limitation is only English speaking ltierature reviewed, limited spread. 

	Seaman et al. 
	2022
	Intensive care unit clinicals' perspectives on achieving proactive interprofessional family meetings
	N/A
	American Journal of Critical Care
	To investigate the current practices, review barriers and facilitators to interprofessional family meetings; and stimulate strategies to enhance the practice 
	Level IV. Qualitative Descriptive statistics,    interviews 
	DV:  Proactive Interprofessional family meetings. IV:  interviews to determine facilitators/barriers  Theme: Patient/Family Centered Care
	Implementation science approach : Consolidated Framework for Implementation Research
	6 hospitals , 14 participants
	Chose participants from American Hospital Association survey database, stratefied by region, size, location, academic status
	Mean age 45.6yrs;   Clicnian roles Nurse (n=10) Care manager (n=1), Physician (n=3)
	The authors fround facilitators to be provider comfort level with difficult converstations, staff that had a rapport with the family and interdisciplinary team that advocate to initiate IFM.  Barriers are timing, perception of purpose family decision versus shared understanding.     Limitations: small sample size, bias of those who consented to interview.  

	Altaker et al.
	2018
	Relationships among palliative care, ethical climate, empowerment, and moral distress in intensive care unit nurses
	N/A
	American Journal of Critical Care
	To evaluate relationships of variables to levels of moral distress among ICU nurses
	Level IV: descriptive surevey
	DV: access to palliative care, ethical climate, empowerment. IV: level of moral distress 
	Moral Distress Scale-Revised
	288 potential, 235 completed
	Critical Care Nurses that received AACNs newsletter, Qualtrics Survey
	Mostly Caucasian, female, bachelors prepared nurses 
	Limited generalizability due to the homogeneity of the participants, inability to compare facilities. 

	McAndrew et al.
	2020
	Evaluating the outcomes of an organizational initiative to expand end-of-life resources in intensive care units with palliative support tools and floating hospice. 
	N/A
	Dimensions of Critical Care Nursing
	Evaluating outcomes with improved access to palliative care resources in ICU. Findings that palliative care consults were late and delayed in the ICU setting
	Level IV: Descriptive retrospective study
	IV: palliative care resources utilization DV: patient population
	SOFA score, IMPACCT process checklsit
	400 EMR records
	sampling ICU EMR records, retrospectively
	patients that met qualifications for hospice
	Limited to one large academic health organization. 

	Metaxa et al. 
	2021
	Palliative care interventions in intensive care unit patients
	N/A
	Intensive Care Medicine
	Intervention of palliative care techniques for patients who are at risk of end of life to improve families and patients quality of care.
	Level I Systematic Review
	IV:  palliative care interventions (conversations, education, team approach).    DV:  change in mortality, change in goals/decision of care. 
	Cochrane risk of bias tools for randomized trials.  And the Risk of bias in non-randomized studies of interventions (ROBINS-I tool)
	total 183 full text articles, with 58 publications meeting criteria
	PubMed, Embase, Cochrane, CINAHL and PsycINFO  database boolean search
	Controlled trails (randomized and non-randomized, excluded small studies <30)  with palliative care intervention in ICU setting 
	The authors identified 5 distict interventions; communication, ethics consultations, education, consults w/ palliative care team, and ACP discussions.  Due to the scope of the studies being so broad in interventions and outcomes reviewed, the findings were grouped with great heterogeneity.  Gaps identified are the lack of studies evaluating palliative care in the ICU of varying cultures, and regions. 

	Zeydi, A. E. el al. 
	2022
	Effective interventions for reducing moral distress in critical care nurses
	N/A
	Nursing Ethics
	Education remains the key strategy in interventions to address moral distress 
	Level I: Systematic Review
	IV: Education, interventions for moral distress DV:outcome level of moral distress 
	Joanna Briggs Insitute 
	8 total studies
	Pubmed, Scopus Google Scholar
	experiemental studies that affected moral distress in nurses 
	Limitations only Enlsih studies reviewed. 

	Wolf et al.
	2019
	Palliative care and moral distress: An institutional survey of critical care nurses.
	N/A
	Critical Care Nurse
	To evaluate the relationship of critical care nursing staff knowledge of pallaitive care compared to their experience of moral distress 
	Level IV: Quantitative descriptive study
	IV: palliative care education DV: level of moral distress
	Palliative Care Competencies of Registered Nurses
	167 surveys
	paper surveys at a 600 bed level I facility 
	mostly female, ages 22-35 years
	Small sample size, homgenous population.  Respondent perception of resources. 





Appendix D
IRB Approval QI Improvement 
[image: A screenshot of a computer

Description automatically generated]


Appendix E
Measure of Moral Distress – Healthcare Professionals (MMD-HP)
	    
	Frequency
	Level of Distress

	
	Never    Very frequently
	None    Very distressing

	
	0
	1
	2
	3
	4
	0
	1
	2
	3
	4

	1.  Witness healthcare providers giving “false hope” to a patient or family. 
	
	
	
	
	
	
	
	
	
	

	2. Follow the family’s insistence to continue aggressive treatment even though I believe it is not in the best interest of the patient.
	
	
	
	
	
	
	
	
	
	

	3. Feel pressured to order or carry out orders for what I consider to be unnecessary or inappropriate tests and treatments. 
	
	
	
	
	
	
	
	
	
	

	4. Be unable to provide optimal care due to pressures from administrators or insurers to reduce costs. 
	
	
	
	
	
	
	
	
	
	

	5. Continue to provide aggressive treatment for a person who is most likely to die regardless of this treatment when no one will make a decision to withdraw it.
	
	
	
	
	
	
	
	
	
	

	6. Be pressured to avoid taking action when I learn that a physician, nurse, or other team colleague has made a medical error and does not report it.
	
	
	
	
	
	
	
	
	
	

	7. Be required to care for patients whom I do not feel qualified to care for.
	
	
	
	
	
	
	
	
	
	

	8. Participate in care that causes unnecessary suffering or does not adequately relieve pain or symptoms.
	
	
	
	
	
	
	
	
	
	

	9. Watch patient care suffer because of a lack of provider continuity.
	
	
	
	
	
	
	
	
	
	

	10. Follow a physician’s or family member’s request not to discuss the patient’s prognosis with the patient/family.
	
	
	
	
	
	
	
	
	
	

	11. Witness a violation of a standard of practice or a code of ethics and not feel sufficiently supported to report the violation.
	
	
	
	
	
	
	
	
	
	

	12. Participate in care that I do not agree with, but do so because of fears of litigation.
	
	
	
	
	
	
	
	
	
	

	13. Be required to work with other healthcare team members who are not as competent as patient care requires. 
	
	
	
	
	
	
	
	
	
	

	14. Witness low quality of patient care due to poor team communication.
	
	
	
	
	
	
	
	
	
	

	15. Feel pressured to ignore situations in which patients have not been given adequate information to ensure informed consent.


	
	
	
	
	
	
	
	
	
	

	
	Frequency
	Level of Distress

	
	Never                    	   Very                                                                               
                             frequently
	None                           Very 
                               distressing

	
	0
	1
	2
	3
	4
	0
	1
	2
	3
	4

	16. Be required to care for more patients than I can safely care for.
	
	
	
	
	
	
	
	
	
	

	17. Experience compromised patient care due to lack of resources/equipment/bed capacity.
	
	
	
	
	
	
	
	
	
	

	18. Experience lack of administrative action or support for a problem that is compromising patient care.
	
	
	
	
	
	
	
	
	
	

	19. Have excessive documentation requirements that compromise patient care.
	
	
	
	
	
	
	
	
	
	

	20. Fear retribution if I speak up.
	
	
	
	
	
	
	
	
	
	

	21. Feel unsafe/bullied amongst my own colleagues.
	
	
	
	
	
	
	
	
	
	

	22. Be required to work with abusive patients/family members who are compromising quality of care.
	
	
	
	
	
	
	
	
	
	

	23. Feel required to overemphasize tasks and productivity or quality measures at the expense of patient care.
	
	
	
	
	
	
	
	
	
	

	24. Be required to care for patients who have unclear or inconsistent treatment plans or who lack goals of care.
	
	
	
	
	
	
	
	
	
	

	25. Work within power hierarchies in teams, units, and my institution that compromise patient care.
	
	
	
	
	
	
	
	
	
	

	26. Participate on a team that gives inconsistent messages to a patient/family.
	
	
	
	
	
	
	
	
	
	

	27. Work with team members who do not treat vulnerable or stigmatized patients with dignity and respect.
	
	
	
	
	
	
	
	
	
	

	If there are other situations in which you have felt moral distress, please write and score them here:
	
	
	
	
	
	
	
	
	
	


Have you ever left or considered leaving a clinical position due to moral distress?
· No, I have never considered leaving or left a position.
· Yes, I considered leaving but did not leave.
· Yes, I left a position.
Are you considering leaving your position now due to moral distress?   
· Yes
· No
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Appendix G
Baseline Survey Results
Baseline survey composite scores reflect the eight individuals that completed all three surveys. 
	
	Frequency
	Level of Distress

	
	Never                    	   Very                                                                               
                             frequently
	None                    Very 
                               distressing

	
	0
	1
	2
	3
	4
	0
	1
	2
	3
	4

	1.  Witness healthcare providers giving “false hope” to a patient or family. 
	
	1.43
	
	
	
	
	
	2.21
	
	

	2. Follow the family’s insistence to continue aggressive treatment even though I believe it is not in the best interest of the patient.
	
	
	
	3.29
	
	
	
	
	3.14
	

	3. Feel pressured to order or carry out orders for what I consider to be unnecessary or inappropriate tests and treatments. 
	
	
	1.71
	
	
	
	
	2.14
	
	

	4. Be unable to provide optimal care due to pressures from administrators or insurers to reduce costs. 
	
	
	1.79
	
	
	
	
	2.36
	
	

	5. Continue to provide aggressive treatment for a person who is most likely to die regardless of this treatment when no one will make a decision to withdraw it.
	
	
	
	2.86
	
	
	
	
	3.14
	

	6. Be pressured to avoid taking action when I learn that a physician, nurse, or other team colleague has made a medical error and does not report it.
	
	0.57
	
	
	
	
	1.07
	
	
	

	7. Be required to care for patients whom I do not feel qualified to care for.
	
	0.93
	
	
	
	
	
	2.07
	
	

	8. Participate in care that causes unnecessary suffering or does not adequately relieve pain or symptoms.
	
	1.43
	
	
	
	
	
	2.0
	
	

	9. Watch patient care suffer because of a lack of provider continuity.
	
	1.29
	
	
	
	
	
	2.07
	
	

	10. Follow a physician’s or family member’s request not to discuss the patient’s prognosis with the patient/family.
	
	1.0
	
	
	
	
	1.36
	
	
	

	11. Witness a violation of a standard of practice or a code of ethics and not feel sufficiently supported to report the violation.
	0.29
	
	
	
	
	
	0.86
	
	
	

	12. Participate in care that I do not agree with, but do so because of fears of litigation.
	0.36
	
	
	
	
	
	1.07
	
	
	

	13. Be required to work with other healthcare team members who are not as competent as patient care requires. 
	
	1.43
	
	
	
	
	
	2.14
	
	

	14. Witness low quality of patient care due to poor team communication.
	
	1.36
	
	
	
	
	
	1.79
	
	

	15. Feel pressured to ignore situations in which patients have not been given adequate information to ensure informed consent.

	
	0.54
	
	
	
	
	0.86
	
	
	

	16. Be required to care for more patients than I can safely care for.
	
	
	1.86
	
	
	
	
	
	2.71
	

	17. Experience compromised patient care due to lack of resources/equipment/bed capacity.
	
	
	1.79
	
	
	
	
	
	2.57
	

	18. Experience lack of administrative action or support for a problem that is compromising patient care.
	
	
	1.57
	
	
	
	
	2.43
	
	

	19. Have excessive documentation requirements that compromise patient care.
	
	
	1.86
	
	
	
	
	1.93
	
	

	20. Fear retribution if I speak up.
	
	1.0
	
	
	
	
	1.43
	
	
	

	21. Feel unsafe/bullied amongst my own colleagues.
	
	0.57
	
	
	
	
	1.36
	
	
	

	22. Be required to work with abusive patients/family members who are compromising quality of care.
	
	
	1.64
	
	
	
	
	
	2.64
	

	23. Feel required to overemphasize tasks and productivity or quality measures at the expense of patient care.
	
	1.29
	
	
	
	
	1.43
	
	
	

	24. Be required to care for patients who have unclear or inconsistent treatment plans or who lack goals of care.
	
	1.43
	
	
	
	
	
	1.86
	
	

	25. Work within power hierarchies in teams, units, and my institution that compromise patient care.
	
	1.0
	
	
	
	
	
	1.57
	
	

	26. Participate on a team that gives inconsistent messages to a patient/family.
	
	0.79
	
	
	
	
	1.36
	
	
	

	27. Work with team members who do not treat vulnerable or stigmatized patients with dignity and respect.
	
	1.07
	
	
	
	
	
	1.64
	
	






Appendix H
Mid-Survey Results 
MD composite scores for the eight individuals that completed all three surveys. 
	
	Frequency
	Level of Distress

	
	Never                    	   Very                                                                               
                             frequently
	None                    Very 
                               distressing

	
	0
	1
	2
	3
	4
	0
	1
	2
	3
	4

	1.  Witness healthcare providers giving “false hope” to a patient or family. 
	
	1.25
	
	
	
	
	
	2.29
	
	

	2. Follow the family’s insistence to continue aggressive treatment even though I believe it is not in the best interest of the patient.
	
	
	
	2.63
	
	
	
	
	3.0
	

	3. Feel pressured to order or carry out orders for what I consider to be unnecessary or inappropriate tests and treatments. 
	
	
	1.5
	
	
	
	
	2.14
	
	

	4. Be unable to provide optimal care due to pressures from administrators or insurers to reduce costs. 
	
	1.13
	
	
	
	
	
	2.0
	
	

	5. Continue to provide aggressive treatment for a person who is most likely to die regardless of this treatment when no one will make a decision to withdraw it.
	
	
	2.38
	
	
	
	
	
	2.71
	

	6. Be pressured to avoid taking action when I learn that a physician, nurse, or other team colleague has made a medical error and does not report it.
	0.38
	
	
	
	
	
	
	2.0
	
	

	7. Be required to care for patients whom I do not feel qualified to care for.
	
	1.0
	
	
	
	
	
	1.63
	
	

	8. Participate in care that causes unnecessary suffering or does not adequately relieve pain or symptoms.
	
	
	1.5
	
	
	
	
	
	2.63
	

	9. Watch patient care suffer because of a lack of provider continuity.
	
	1.38
	
	
	
	
	
	2.25
	
	

	10. Follow a physician’s or family member’s request not to discuss the patient’s prognosis with the patient/family.
	
	0.88
	
	
	
	
	
	2.0
	
	

	11. Witness a violation of a standard of practice or a code of ethics and not feel sufficiently supported to report the violation.
	
	0.63
	
	
	
	
	
	2.13
	
	

	12. Participate in care that I do not agree with, but do so because of fears of litigation.
	0.38
	
	
	
	
	
	
	1.63
	
	

	13. Be required to work with other healthcare team members who are not as competent as patient care requires. 
	
	
	1.75
	
	
	
	
	2.38
	
	

	14. Witness low quality of patient care due to poor team communication.
	
	1.38
	
	
	
	
	
	2.0
	
	

	15. Feel pressured to ignore situations in which patients have not been given adequate information to ensure informed consent.
	
	0.88
	
	
	
	
	
	2.13
	
	

	
	Frequency
	Level of Distress

	
	Never                    	   Very                                                                               
                             frequently
	None                           Very 
                               distressing

	
	0
	1
	2
	3
	4
	0
	1
	2
	3
	4

	16. Be required to care for more patients than I can safely care for.
	
	
	1.88
	
	
	
	
	
	3.0
	

	17. Experience compromised patient care due to lack of resources/equipment/bed capacity.
	
	
	1.75
	
	
	
	
	
	2.75
	

	18. Experience lack of administrative action or support for a problem that is compromising patient care.
	
	
	1.88
	
	
	
	
	
	2.5
	

	19. Have excessive documentation requirements that compromise patient care.
	
	1.38
	
	
	
	
	
	2.13
	
	

	20. Fear retribution if I speak up.
	
	0.88
	
	
	
	
	
	1.88
	
	

	21. Feel unsafe/bullied amongst my own colleagues.
	0.38
	
	
	
	
	
	0.88
	
	
	

	22. Be required to work with abusive patients/family members who are compromising quality of care.
	
	
	1.75
	
	
	
	
	2.38
	
	

	23. Feel required to overemphasize tasks and productivity or quality measures at the expense of patient care.
	
	1.25
	
	
	
	
	
	1.5
	
	

	24. Be required to care for patients who have unclear or inconsistent treatment plans or who lack goals of care.
	
	1.25
	
	
	
	
	
	1.5
	
	

	25. Work within power hierarchies in teams, units, and my institution that compromise patient care.
	
	0.88
	
	
	
	
	1.25
	
	
	

	26. Participate on a team that gives inconsistent messages to a patient/family.
	
	1.0
	
	
	
	
	1.25
	
	
	

	27. Work with team members who do not treat vulnerable or stigmatized patients with dignity and respect.
	
	0.75
	
	
	
	
	
	1.71
	
	





Appendix I
Final Survey Results
Final survey composite scores for the eight individuals that completed all three surveys.
	
	Frequency
	Level of Distress

	
	Never                    	   Very                                                                               
                            frequently
	None                    Very 
                            distressing

	
	0
	1
	2
	3
	4
	0
	1
	2
	3
	4

	1.  Witness healthcare providers giving “false hope” to a patient or family. 
	
	0.5
	
	
	
	
	0.5
	
	
	

	2. Follow the family’s insistence to continue aggressive treatment even though I believe it is not in the best interest of the patient.
	
	
	2.0
	
	
	
	
	2.0
	
	

	3. Feel pressured to order or carry out orders for what I consider to be unnecessary or inappropriate tests and treatments. 
	
	1.0
	
	
	
	
	1.0
	
	
	

	4. Be unable to provide optimal care due to pressures from administrators or insurers to reduce costs. 
	
	0.5
	
	
	
	
	0.5
	
	
	

	5. Continue to provide aggressive treatment for a person who is most likely to die regardless of this treatment when no one will make a decision to withdraw it.
	
	1.5
	
	
	
	
	
	2.0
	
	

	6. Be pressured to avoid taking action when I learn that a physician, nurse, or other team colleague has made a medical error and does not report it.
	0
	
	
	
	
	0
	
	
	
	

	7. Be required to care for patients whom I do not feel qualified to care for.
	
	0.5
	
	
	
	
	0.5
	
	
	

	8. Participate in care that causes unnecessary suffering or does not adequately relieve pain or symptoms.
	
	0.5
	
	
	
	
	1.0
	
	
	

	9. Watch patient care suffer because of a lack of provider continuity.
	
	1.0
	
	
	
	
	
	1.5
	
	

	10. Follow a physician’s or family member’s request not to discuss the patient’s prognosis with the patient/family.
	
	0.5
	
	
	
	
	1.0
	
	
	

	11. Witness a violation of a standard of practice or a code of ethics and not feel sufficiently supported to report the violation.
	0
	
	
	
	
	0
	
	
	
	

	12. Participate in care that I do not agree with, but do so because of fears of litigation.
	0
	
	
	
	
	0
	
	
	
	

	13. Be required to work with other healthcare team members who are not as competent as patient care requires. 
	
	1.0
	
	
	
	
	
	1.5
	
	

	14. Witness low quality of patient care due to poor team communication.
	
	1.0
	
	
	
	
	
	1.5
	
	


	15. Feel pressured to ignore situations in which patients have not been given adequate information to ensure informed consent.


	0
	
	
	
	
	0
	
	
	
	

	
	Frequency
	Level of Distress

	
	Never                        Very                                                                              
                           frequently
	None                           Very 
                           distressing

	
	0
	1
	2
	3
	4
	0
	1
	2
	3
	4

	16. Be required to care for more patients than I can safely care for.
	
	1.0
	
	
	
	
	
	2.5
	
	

	17. Experience compromised patient care due to lack of resources/equipment/bed capacity.
	
	1.0
	
	
	
	
	1.0
	
	
	

	18. Experience lack of administrative action or support for a problem that is compromising patient care.
	
	0.5
	
	
	
	
	
	1.5
	
	

	19. Have excessive documentation requirements that compromise patient care.
	
	0.5
	
	
	
	
	
	1.5
	
	

	20. Fear retribution if I speak up.
	
	0.5
	
	
	
	
	0.5
	
	
	

	21. Feel unsafe/bullied amongst my own colleagues.
	
	0.5
	
	
	
	
	0.5
	
	
	

	22. Be required to work with abusive patients/family members who are compromising quality of care.
	
	
	1.0
	
	
	
	
	2.0
	
	

	23. Feel required to overemphasize tasks and productivity or quality measures at the expense of patient care.
	
	0.5
	
	
	
	
	
	1.5
	
	

	24. Be required to care for patients who have unclear or inconsistent treatment plans or who lack goals of care.
	
	0.5
	
	
	
	
	0.5
	
	
	

	25. Work within power hierarchies in teams, units, and my institution that compromise patient care.
	
	0.5
	
	
	
	
	0.5
	
	
	

	26. Participate on a team that gives inconsistent messages to a patient/family.
	
	1.0
	
	
	
	
	
	2.0
	
	

	27. Work with team members who do not treat vulnerable or stigmatized patients with dignity and respect.
	
	1.0
	
	
	
	
	
	
	2.5
	











Appendix J
Comparison Table All Surveys
Figure J1

Note. Composite score comparison of all three surveys for MD questions 1-9. 

Figure J2

Note. Composite score comparison of all three surveys for MD questions 10-18. 

Figure J3

Note. Composite score comparison of all three surveys for MD questions 19-27. 
















Appendix K
Project Itemized Budget
	Item
	Cost
	Total

	Research project planning
	95 hrs. x $55
	$5,225.00

	Nursing staff meeting education
	4 hours x $35
	$140.00

	Light refreshments
	$15
	$15

	Survey Monkey Premier Acct.
	$75 x 5 months
	$375

	
	
	$5,755.00



MMD-HP Q1-Q9

Baseline	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	3.1602999999999999	10.3306	3.6594000000000002	4.2244000000000002	8.9803999999999995	0.6099	1.9251	2.86	2.6702999999999997	Mid survey	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	2.8624999999999998	7.89	3.21	2.2599999999999998	6.4497999999999998	0.76	1.63	3.9449999999999998	3.1049999999999995	Final	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	2.4649000000000001	5.9049000000000005	3.1806000000000001	0.71	5.5418000000000003	0.49019999999999997	0.8093999999999999	2.2799999999999998	1.7897999999999998	Survey Question Item


Compostie MD Score




MMD-HP Q10-18

Baseline	Q10	Q11	Q12	Q13	Q14	Q15	Q16	Q17	Q18	1.36	0.24939999999999998	0.38519999999999999	3.0602	2.4344000000000001	0.46440000000000003	5.0406000000000004	4.6002999999999998	3.8151000000000006	Mid survey	1.76	1.3418999999999999	0.61939999999999995	4.165	2.76	1.8743999999999998	5.64	4.8125	4.6999999999999993	Final	Q10	Q11	Q12	Q13	Q14	Q15	Q16	Q17	Q18	1.0152999999999999	0.8093999999999999	0.43	4.2594000000000003	1.7897999999999998	0.49019999999999997	4.1553000000000004	2.6846999999999999	5.8853	Survey Question Item


Composite MD Score




MMD-HP Q19-Q27

Baseline	Q19	Q20	Q21	Q22	Q23	Q24	Q25	Q26	Q27	3.5897999999999999	1.43	0.7752	4.3296000000000001	1.8447	2.6598000000000002	1.57	1.0744	1.7547999999999999	Mid survey	2.9393999999999996	1.6543999999999999	0.33440000000000003	4.165	1.875	1.875	1.1000000000000001	1.25	1.2825	Final	1.7897999999999998	0.40469999999999995	8.4099999999999994E-2	3.2746999999999997	1.2298	1.8447	0.64979999999999993	1.4705999999999999	1.3206	Survey Question Item


Composite MD Score
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From: Epstein, Beth (meg4u) <meg4u@virginia.edu>

Sent: Tuesday, July 11, 2023 12:14 PM

To: Hines, Nikki <hinesn13@students.ecu.edu>

Subject: Re: Fw: Moral Distress Scale , tool, revised request to use

You don't often get email from meg4u@virginia.edu. Learn why this is important

This emailoriginated from CU,

Hi Nikki,

Thanks for your request. We updated the scale recently and | strongly recommend using this more relevant version. I've attached it and the paper we published that describes the revision and testing.
Please let me know if you have any questions.

Best,

Beth

Beth Epstein

Professor, UVA School of Nursing

Professor, UVA Center for Health Humanities and Ethics
E- megdu@yirginia.edu

M 434.242.5927

University of Virginia

School of Nursing

McLeod Hall 5006

202 Jeanette Lancaster Way

Charlottesville, VA 22903

== UUNIVERSITY
HILIE V/IRGINIA
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Based on your responses, the project appears to constitute QI and/or Program Evaluation
and IRB review is not required because, in accordance with federal regulations, your project
does not constitute research as defined under 45 CFR 46.102(d). If the project results are
disseminated, they should be characterized as QI and/or Program Evaluation findings.
Finally, if the project changes in any way that might affect the intent or design, please
complete this self-certification again to ensure that IRB review is still not required. Click the
button below to view a printable version of this form to save with your files, as it serves as
documentation that IRB review is not required for this project. 10/29/2023
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