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Introduc)on 
Ethics in healthcare is a fundamental topic for providers to be educated on. While 
many aspects of ethics – both in rehabilita)on, healthcare as a whole, and in a 
general sense – do not change, ethics tends to be a nuanced topic. This is par)ally 
because ethical scenarios do not always have an obvious solu)on. At )mes, 
providers may even find that many possible courses of ac)on are associated with 
their unique drawbacks. For this reason, ethics and moral distress are closely 
related. Both moral distress and ethics are influenced by organiza)ons, payors, 
societal trends, and more. However, some prac))oners may not be aware of the 
difference between these concepts and how they apply (independently and 
jointly) to the field of occupa)onal therapy. Yet, therapists should know the 
dis)nc)on between ethics and moral distress since they both influence clinical 
decision-making on all levels. 

Sec)on 1: Defining and Understanding Moral Distress 
References: 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11 

To understand what moral distress is, therapists must know what falls under the 
heading of ethics. Ethics refers to a set of moral principles that impact someone’s 
behaviors and the ac)vi)es they engage in. Moral distress, on the other hand, is 
an emo)onal response that a person has when they are placed in a difficult 
situa)on or faced with unethical behavior in their environment. While moral 
distress is primarily focused on the emo)onal response such dilemmas evoke, 
some organiza)ons also include other stress responses (such as those that are 
spiritual, social, physical, and psychological in nature) in its defini)on. However, 
the widely accepted defini)on is that moral distress is an emo)onal response to 
ethical quandaries. Most evidence classifies the other stress responses as 
secondary or indirect effects of moral distress or, in some cases, long-term effects 
of someone experiencing moral distress. 
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Someone’s sense of right and wrong can cause them to undergo moral distress if 
there are discrepancies between their code of ethics and the morals of individuals 
around them. Moral distress stems from a person’s inability to act in a morally 
correct manner when faced with difficult situa)ons. This may occur due to a 
variety of external and internal factors, which we will discuss later. 

There are various stances on moral distress. One researcher suggests moral 
distress in healthcare providers is an especially nuanced concept that should be 
weighed in terms of fiYngness and fairness. Providers may take instances of 
moral distress in their workplace harder due to perceived wrongdoing to their 
pa)ents while lay persons may view clinicians’ roles as difficult and react in a 
more understanding manner. Since many instances of moral distress are 
unavoidable, this researcher notes that judging the provider for their reac)on in a 
professional situa)on is simply unfair. While this is a blanket statement and - 
ul)mately - one person’s opinion, it offers providers some food for thought as they 
further explore this topic. 

Moral Distress Theory 

Since moral distress has been a growing problem in certain industries, nursing 
researchers (chiefly Andrew Jameton) have worked to name concerns related to 
moral distress as moral distress theory, or the conceptualiza)on of moral distress. 
Aker years of research on the topic, publica)ons have iden)fied two main 
theore)cal models of moral distress. The first is a collec)on of moral residues, 
which stems from the accumulated effect of various nega)ve scenarios over )me. 
Moral residue is what someone brings with them moving forward aker not 
resolving their moral distress. This may be any nega)ve trace, including a sense of 
failure, internalized feelings of humilia)on, and the remnants of incorrect 
procedures in the workplace. This collec)on of moral residues is most likely to 
develop when someone does not take care to internally remedy the moral distress 
they are experiencing. With each instance of moral distress, the residues increase 
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and eventually influence a provider’s psyche. Each moral distress will leave 
someone with a different-sized residue, and these residues do not always stack in 
a linear fashion. Some researchers have suggested terming this ‘the crescendo 
effect’ since the moral residues not only grow in size, but also in effect and 
intensity.  

The second theore)cal model of moral distress is considered the model of 
progress and poten)al consequences of moral distress. This model describes 
someone who repeatedly experiences moral distress and con)nually deals with 
the consequences of this distress. The progress and poten)al consequences of 
moral distress are dependent on two main factors: internal determinants and 
external determinants. Internal determinants are factors specific to the person, 
and have both sociological and psychological components. Sociological 
determinants include dissa)sfac)on with one’s job because, while the job itself is 
external to the person, the dissa)sfac)on someone feels stems from within. 
Psychological determinants moreso pertain to someone’s personality and 
individual responses to moral distress. This includes someone’s values, skills, 
knowledge, moral integrity, the level of experience they have with any given 
situa)on, and similar factors. There are four major external determinants: specific 
decision-making situa)ons, colleagues, the healthcare facility involved and how 
it’s being managed, and the socio-poli)cal and cultural specifics of the country. 
There are many components within both internal and external determinants, and 
they will be elaborated upon later when we discuss the causes of moral distress. 

Moral Distress in Your Prac)ce 

One of the best ways to understand moral distress is to relate it to your own 
prac)ce. In order to start the discovery process, think of a situa)on in your 
professional life that caused you to feel significantly uneasy and anxious. Since we 
are discussing moral distress, remember these emo)ons must stem from a major 
conflict between your values and your ac)ons. This occurs due to a misalignment 
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in your values and the values of those around you (either an en)re organiza)on or 
individuals). Moral distress is not an emo)onal response to the ac)ons of others, 
rather it is conflic)ng because the discomfort comes from your own ac)ons. To 
select a scenario to learn from, start by asking yourself some of the following 
ques)ons: 

• Is there a )me when you were asked to do something in a work 
environment that you felt was wrong? 

• Have you ever been asked to avoid doing something you knew was right? 

• When thinking of situa)ons that meet the above criteria, did you feel 
professionally and personally accountable for a pa)ent’s welfare as a result 
of your ac)ons? 

• Has there been an instance where you were emo)onally distressed by the 
choices you were making in your work seYng? 

Providers experiencing moral distress may ini)ally grapple with 
emo)ons such as hopelessness, isola)on, frustra)on, anger, and 
possibly even suicidality. Therapists’ self-esteem, job sa)sfac)on, 
level of empowerment, and produc)vity may also suffer due to 
emo)ons like feeling unimportant, belioled, or unintelligent. 

• Have you considered leaving your place of work as a result of the 
aforemen)oned scenarios? 

• Have situa)ons like this or similar cases made you contemplate leaving the 
field of occupa)onal therapy? 

As we progress through this course, keep in mind the scenario that you have 
iden)fied as being morally distressing. Also take some )me to recollect how you 
responded to that situa)on, and other similar situa)ons, in the past. Use the 
course content to help you work through the problem and reflect on ways to 
improve your mindset, ac)ons, and more. 
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Types of Moral Distress 

The American Medical Associa)on (AMA) and the Cleveland Clinic have proposed 
outlining mul)ple types of moral distress in an effort to beoer understand the 
concept. In order to emphasize each type of moral distress, let’s use an example 
to illustrate the meaning of each. Women’s rights, specifically women’s 
reproduc)ve rights, are being talked about more and more. This topic is the 
center of many poli)cal and ethical debates and, as such, serves as a great 
stepping stone to learn more about moral distress. Let’s say a pelvic floor therapist 
is instructed by their supervisor to counsel a pa)ent on abor)on, including the 
procedure (or medica)on) itself, side effects, and long-term impact. If the 
therapist in this situa)on is staunchly pro-life, various outcomes of the situa)on 
can lead to moral distress. 

One of the first types of moral distress is moral-constraint distress, which is 
considered the narrow defini)on of moral distress and the more widely accepted 
defini)on. Moral constraints are viewed as such because they limit a provider’s 
moral distress to one major challenge or barrier that prevents them from ac)ng in 
the way they wish to. When thinking of the scenario posed earlier, an example of 
moral-constraint distress involves the therapist’s supervisor telling them not to 
express their beliefs on abor)on - either to the supervisor or the pa)ent - when 
providing the educa)on as instructed. 

The broader version of moral distress is referred to as moral-uncertainty distress. 
Moral uncertainty distress arises less from ac)ons and more from difficulty with 
internally processing a certain situa)on. Moral uncertainty stems from a provider 
aoemp)ng to develop a plan for a certain pa)ent or scenario, but having difficulty 
finding a clear and/or proper solu)on for it. Individuals with moral uncertainty will 
eventually make their mind up about a situa)on, but they oken struggle to 
believe their choice is the right one throughout the decision-making process. 
Moral-uncertainty distress may enter the picture in the aforemen)oned example 
if the pa)ent confides to the therapist why she is considering an abor)on. If the 
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pa)ent’s reasoning makes the therapist reconsider or feel unsure about her 
current belief (that abor)on is morally wrong), this is an example of moral-
uncertainty distress because the therapist would be uncomfortable with the 
unease that results from this change. 

Another type of ethical quandary is moral-conflict distress. Individuals with 
moral-conflict distress will openly engage in a dialogue with others (oken 
disagreeing with the other person’s stance) in an aoempt to express what they 
believe is right. If the therapist experienced moral-conflict distress, they would 
express to their supervisor that they believe abor)on is morally wrong and they 
choose not to have any part in the process - even if it means educa)ng someone 
about it and not taking part in the procedure. If the therapist’s supervisor is pro-
choice and disagrees with the beliefs the therapist is expressing, they might 
engage in conflict over the situa)on. This may not be the most professional 
outcome, but it is a possible next step if the therapist is experiencing other types 
of moral distress (such as moral uncertainty or moral constraint). 

Unlike moral conflict, moral-dilemma distress is another type of moral distress 
that is reflected in a person’s internal emo)ons. Individuals experiencing distress 
from a moral dilemma oken feel remorse and guilt. Remorse is present because 
the person fears they may have done something that hurt another person, 
emo)onally or otherwise. Regret does not play much of a part here, since that 
involves someone wishing they did not receive punishment for their ac)ons. An 
important aspect of moral-dilemma distress is that these emo)ons arise aker 
someone makes a decision, because the distress comes from not knowing if they 
did the right thing. If the therapist in our example situa)on eventually moves 
forward with the process and decides to educate the pa)ent on abor)on, they 
may experience moral-dilemma distress in the form of guilt. The guilt may partly 
be due to ac)ng in a way that did not align with their beliefs, and the guilt may 
also be aoributed to not knowing whether they acted in the best interest of the 
pa)ent or not. 
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The last form of moral distress is moral-tension distress, which occurs when 
someone feels uneasy about a morally-charged situa)on, but they cannot share 
their beliefs with others. Moral-tension distress is an internalized type of moral 
distress that occurs before someone is expected to act on a situa)on. When 
thinking of the situa)on posed at the start of this sec)on, moral-tension distress 
may result if the therapist feels they cannot express their beliefs to their 
supervisor when asked to educate the pa)ent on abor)on. This tension can 
develop when someone feels unrest about something that does not align with 
their values, but they do not feel able to express their feelings to those around 
them. This lack of ar)cula)ng how one feels may come about due to feeling 
nervous, having a fear of being insubordinate, or lacking communica)on skills. 

Now that you are familiar with the types of moral distress, think back to the 
personal example that you pinpointed at the beginning of the course. Ask yourself 
the following ques)ons: 

• Can I iden)fy the way I was feeling and ac)ng in my personal example as 
characteris)c of a certain type of moral distress? 

• Did I experience more than one type of moral distress related to the same 
situa)on? 

• Now that I know more about moral distress, can I think of a )me when I 
have experienced other types of moral distress? This may be a different 
)me altogether. 

In summary, the various types of moral distress can be thought of as a con)nuum. 
While not everyone will experience each type of moral distress in every difficult 
situa)on, they will present in a certain order if they do arise. If someone is 
presented with a difficult situa)on, they oken first experience moral-uncertainty 
distress, which can cause them to ques)on how they feel based on their personal 
beliefs. While someone is weighing their beliefs about a situa)on, certain 
individuals in their environment may prompt moral-conflict distress where they 
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openly disagree with someone else’s views. Some difficult situa)ons do not come 
to that, so this type depends on the person’s surroundings and rela)onships. At 
this stage in the con)nuum, individuals may experience moral-tension distress in 
place of moral-conflict distress. This occurs if someone feels like they need to keep 
their beliefs in rather than being prompted to confront someone about them. 
When it comes )me to respond to the difficult situa)on, someone may then 
experience moral-constraint distress if they are held back from ac)ng in the way 
they wish. If someone does not encounter any barriers that prevent them from 
engaging in the response they want, they will make the choice they think is right 
at the )me. However, they s)ll may experience moral-dilemma distress if they are 
later remorseful about the choice they made. It’s important to remember that, 
while many therapists experience types of moral distress in this order, each 
situa)on and each person is different. 

Concerns with Similar Presenta)ons 

Moral distress may look similar to other stress responses, including compassion 
fa)gue, burnout, and even posorauma)c stress disorder (PTSD). However, there 
are important differences between each of these responses. Compassion fa)gue is 
defined as a decrease in empathy (also known as empathy erosion) that results 
from being in a demanding caregiver role. Compassion fa)gue also pertains to a 
waning of emo)ons such as hope and – understandably – compassion. This stress 
response results in trauma stemming from con)nually witnessing pain, suffering, 
or tragedy. Compassion fa)gue can pertain to individuals in formal caregiving roles 
such as geriatric nurses, therapists, and other care workers, but also extends to 
include informal caregivers such as family members. Individuals with compassion 
fa)gue may be less sensi)ve to the experiences of others due to a greater focus 
on one’s own thoughts and feelings about the work they do. While individuals 
with compassion fa)gue and moral distress may have similar presenta)ons, 
emo)ons associated with compassion fa)gue do not stem from a moral dilemma 
while those associated with moral distress do. 
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Burnout is another similar concern that may appear to be like moral distress. 
Burnout is a stress response that is caused by chronic workplace stress. The 
causes of burnout are mul)factorial and are oken aoributed to a combina)on of 
sources, including organiza)onal demands (such as unrealis)c produc)vity 
standards and workloads or not receiving enough apprecia)on for one’s work), 
role-specific demands (such as having a lack of control over one’s work or not 
meaningfully connec)ng with the type of work one is doing), and personality 
traits (having perfec)onist tendencies or possessing rigid thinking). Individuals 
with burnout experience an array of physical, psychological, and cogni)ve 
symptoms based on the burnout stage they are in. In some cases, more severe 
burnout results if individuals have experienced prolonged stress, but this is not 
always the case. Burnout symptoms can be classified in three main categories: 
emo)onal exhaus)on, depersonaliza)on, and a reduced sense of 
accomplishment. Burnout and moral distress are closely related, since individuals 
who experience moral distress for extended periods of )me may suffer from 
burnout. However, individuals undergoing moral distress typically experience 
strong emo)ons related to the misalignment between their work role and their 
values, while those with burnout oken feel emo)onally disconnected from their 
work due to chronic stress. 

PTSD is different from the others in that it’s a mental health condi)on that results 
from trauma)c events. S)ll, some individuals may confuse severe symptoms of 
anxiety along with feelings of persistent guilt and fear with the symptoms of this 
condi)on. PTSD is characterized by four main symptoms: intrusive thoughts, 
avoidance of anything that reminds someone of the trauma they experienced, 
nega)ve emo)ons related to the trauma and one’s self-view, and hypervigilance 
and other signs of increased arousal. As you can see, this condi)on is quite 
significant and can have a major impact on someone’s func)on. While moral 
distress can lead someone to exhibit many nega)ve emo)ons and possibly even 
intrusive thoughts as a result of their ac)ons, moral distress does not typically 
cause heightened arousal or avoidance, which is what sets it apart from PTSD. 
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Moral anxiety is perhaps one of the most closely related concepts that may be 
mistaken for moral distress. Most forms of moral distress stem from the ac)ons 
someone has already commioed or the ac)ons they are expected to perform 
related to an exis)ng situa)on. Moral anxiety, on the other hand, involves worry, 
concern, and possibly even fear of making a decision in a difficult situa)on that 
has not happened yet. Since it is in the future, in some cases, moral anxiety may 
develop about a situa)on that does not ever happen. For example, someone may 
have moral anxiety over the possibility that their supervisor will ask them to 
complete fraudulent documenta)on and double the amount of sessions they 
performed on a certain workday. This anxiety may have developed due to hearing 
stories from other therapists in the department. However, if the supervisor gets 
caught, willingly or unwillingly leaves their job, or the therapist leaves their job, 
this moral anxiety will not have the chance to turn into moral distress. 

Examples of Moral Distress in Therapy 

In the case of healthcare, moral distress primarily focuses on the emo)onal 
response to ac)ng in a way that goes against one’s professional values, but it can 
also include engaging in behavior that goes against a provider’s values. Therapists, 
healthcare providers, and other professionals who cannot act as they wish to in 
the face of moral dilemmas oken feel inauthen)c and that their integrity has been 
undermined. Some sources have even referred to moral distress as a 
‘psychological imbalance’ stemming from mul)ple nega)ve emo)ons, and it is 
widely considered to jeopardize a person’s core values. While there are a wide 
range of situa)ons that may cause a prac))oner to experience moral distress, 
here are some examples: 

• Providers grappling with their employer’s unrealis)c expecta)ons to stay 
up-to-date on rapidly changing protocols 
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This was the case for many healthcare workers during COVID-19 and 
also is the norm in some workplaces that have frequent changes in 
administra)on or other concerns regarding organiza)onal structure 

• Crea)ng or reconciling organiza)onal policies that restrict or prevent 
pa)ents from accessing care 

• Preven)ng families from comfor)ng dying pa)ents due to stringent hospital 
protocols 

• Taking a major risk in regard to one’s personal health by trea)ng pa)ents 
without having the appropriate personal protec)ve gear (PPE) 

• Being unable to follow other hospital protocols due to staffing concerns and 
high pa)ent census 

• Failing to exercise care related to the confiden)ality of pa)ent medical 
records or any other documenta)on that has sensi)ve pa)ent informa)on 

• Using a certain modality on a pa)ent while knowing: (1) it will not be as 
effec)ve as another modality would, (2) it has the poten)al to cause an 
increase in the pa)ent’s symptoms, or (3) you are not properly qualified or 
trained in the use of that modality 

• Trea)ng a pa)ent under unethical circumstances: 

Trea)ng a pa)ent purely to fulfill produc)vity standards from one’s 
employer 

Trea)ng a pa)ent due to pressure from one’s supervisor 

Con)nuing to treat a pa)ent that has met their goals and is no longer 
in need of a reassessment or therapy of any kind 

Trea)ng a pa)ent despite lacking experience in their diagnosis, 
symptoms, or presenta)on (e.g. con)nuing to provide individual 
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services even though the pa)ent proves to benefit from a different 
medium such as group sessions) 

Discovering a pa)ent doesn’t demonstrate a need for skilled therapy, 
but trea)ng them anyway 

Failing to discharge a pa)ent who has met their goals and can no 
longer benefit from the type of treatment you are providing 

Providing and billing for unskilled treatment 

• Discharging a pa)ent from therapy while s)ll knowing they have deficits 
that make them a safety concern, a hazard to themselves and/or others, or 
unable to func)on in another seYng with less assistance 

• Trea)ng pa)ents but not providing the best possible care due to a lack of 
facility resources, including low staff, limited funding, severe )me 
constraints, unrealis)c produc)vity standards, lack of proper treatment 
space, etc. 

This may happen in any prac)ce area, such as hospitals, skilled 
nursing facili)es, and even in school-based seYngs where districts 
are refusing or unable to enforce a student’s IEP and offer the 
services they are legally en)tled to  

• Comple)ng billing and/or documenta)on for pa)ents that you have not 
even met or for pa)ents who you are familiar with but have not treated at 
the )me you documented for 

• Failing to complete documenta)on in a )mely manner, which leads to 
inaccuracies (inten)onal or not) 

• Performing group therapy with a cohort of pa)ents that are too dissimilar, 
have differing goals and needs, or with a group that is simply too large 

14



• Not fulfilling the necessary requirements for OT/OTA supervision, either by 
rushing through required mee)ngs or skipping them altogether 

• Blurring the lines between personal and professional boundaries by geYng 
too close with a pa)ent 

• Being restricted (by supervisors or the facility as a whole) from comple)ng 
evalua)ons and screens to connect pa)ents with services they need 

• Having to discharge pa)ents before their )me because the decisions was 
made without occupa)onal therapy input or guidance 

• Working at a facility where unlicensed individuals are making occupa)onal 
therapy-related decisions or comple)ng occupa)onal therapy 
documenta)on 

This most oken occurs when facili)es have providers with other 
licenses (such as physical therapy, speech-language pathology, or 
registered nursing) do documenta)on that should be completed by 
an occupa)onal therapist 

• Ac)ng inappropriately or disrespecrully toward vulnerable pa)ents who 
may not be able to advocate for themselves or know the difference 

• Working in a facility where staff are engaging in any kind of unethical 
behavior and prac)ces 

• Feeling unable and unwilling to voice your professional opinion due to fear 
of being deemed insubordinate by supervisors 

• Improperly approaching the decision-making process with cogni)vely-
impaired pa)ents 

Telling pa)ents the truth about certain aspects of their care or 
coordina)on is one op)on that increases their distress and 
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symptoms, but goes against non-maleficence in making the pa)ents’ 
condi)on temporarily worse 

Lying to pa)ents about aspects of their care or coordina)on protects 
their health status and peace-of-mind, in a way, but goes against 
veracity since they have a right to be aware of what is happening and 
involved to the best of their ability 

These are some of the most common unethical or morally ambiguous situa)ons 
occupa)onal therapists experience in the field. However, there are many more 
instances, some of which are specific to certain prac)ce areas and have dis)nct or 
unique causes. 

Sec)on 1 Personal Reflec)on 

How oken would you say moral distress presents itself in your current work role? 

Sec)on 1 Key Words 

Ethics - A set of moral principles that impact someone’s behaviors and the 
ac)vi)es they engage in 

Moral anxiety - Worry or fear about ethically difficult decisions one might need to 
make in the future 

Moral-conflict distress - A type of moral distress where an individual speaks with 
others about what they believe is right or wrong in an aoempt to work through 
their ethical problem 

Moral-constraint distress - The most widely known defini)on of moral distress, 
which results when someone’s ability to act in a difficult situa)on is limited by one 
major barrier or challenge that goes against their personal beliefs 
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Moral-dilemma distress - A more internalized type of moral distress that results 
when someone feels remorse and guilt about how they acted in a par)cular 
situa)on; remorse stems from not wan)ng to do another person harm and guilt 
oken develops due to feeling that they acted wrongly; while this type of distress is 
internal, it comes aker someone makes a decision and not before, which is what 
sets it apart from moral-uncertainty distress 

Moral-tension distress - Another internalized type of moral distress where 
someone feels uneasy about a morally-charged situa)on, but they cannot share 
their beliefs with others (for whatever reason) 

Moral-uncertainty distress - This is considered the broader defini)on of moral 
distress because it does not involve a person’s ac)ons, rather it pertains to their 
internal processing of a morally-charged situa)on; moral-uncertainty distress can 
develop when someone aoempts to plan their ac)ons in response to a problem 
but cannot find the best solu)on 

Moral distress - Various uncomfortable emo)ons that a person experiences when 
they are placed in a difficult situa)on; there are several types of moral distress 
that each differ slightly based on a person’s individual response and/or emo)ons 

Personal Protec)ve Equipment (PPE) - Any equipment used to minimize the 
impact of biological or chemical hazards on a person who is occupa)onally 
exposed to them 

Psyche - A psychological term that encompasses the conscious and unconscious 
aspects of the human mind 

Sec)on 2: Sources of Moral Distress in Healthcare & 
Occupa)onal Therapy 
References: 12, 13, 14, 15, 16, 17, 18, 19, 20, 21, 22, 23, 24, 25, 26, 27, 28, 29, 30, 
31, 32, 33, 34, 35, 36 
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There is a growing body of research regarding moral distress, both in the 
healthcare field as a whole and among certain professionals, including but not 
limited to therapists. Many studies discuss the causes of moral distress, but others 
also cover how oken it is occurring and the effects it has on pa)ent care as well as 
provider job sa)sfac)on. In addi)on, some research takes a look at what type of 
clinicians may be more likely to experience moral distress as compared to their 
peers. 

Moral Distress in Nursing  

Research shows many healthcare professionals experience moral distress in the 
work they do. Several studies, including Gianneoa et al. (2021), Maunder et al. 
(2023), and others note that nursing professionals in par)cular experience some 
of the highest levels of moral distress out of the en)re healthcare field. In fact, 
many experts find the severity and frequency of moral distress in registered 
nurses to be high and a large risk to their performance and job sa)sfac)on. 
Different research by Fumis et al. (2017) found that providers who worked in the 
intensive care unit (ICU) were at a much higher risk of experiencing moral distress. 
The results of that study showed that ICU clinicians who reported higher levels of 
moral distress were far more likely to experience burnout. 

Moral Distress in Rehabilita)on Therapists 

Addi)onal research has explored the occurrence of moral distress in rehabilita)on 
therapists. A small study by Howard et al. (2023) showed that the most common 
problems occupa)onal therapists experienced that led to moral distress involved 
produc)vity and clinical decision-making. The same study also found that moral 
distress was more common in seYngs that treated adults and geriatrics than it 
was in other seYngs. In addi)on, results showed that both OTs and OTAs 
experienced moral distress in the field more regularly aker the first 5 years of 
prac)cing. Another larger study by Benneo et al. (2019) supported these findings, 
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and found that the healthcare industry’s growing emphasis on provider 
produc)vity standards is crea)ng more unprofessional prac)ces that are 
inevitably leading to greater moral distress. Durocher et al. (2021) suggests that 
moral distress in occupa)onal therapists oken highlights how oken there are 
compe)ng allegiances between a provider’s values and the values of their clients, 
colleagues, employers, payors, and regulatory agencies. 

Research by Cantu (2019) found that physical therapists in skilled nursing facili)es 
reported experiencing the most moral distress and the lowest percep)on of the 
ethical state of their workplace. Cantu posits that these outcomes are similarly 
common in other therapists (OTs and SLPs) who work in the same seYng. PTs in 
this study cited overu)liza)on of services, stringent produc)vity standards, and 
billing or coding issues as the most difficult concerns. Cantu et al. (2021) also 
published a study on burnout, intent-to-leave, and moral distress in physical 
therapists across prac)ce seYngs. Results showed that burnout in PTs was 
strongly correlated with provider views of their organiza)on’s ethics, while a 
provider’s intent-to-leave was moderately correlated with the ethical environment 
at their workplace. Furthermore, burnout and intent-to-leave were linked to 
unethical billing and coding policies, produc)vity standards, and an organiza)on 
not providing pro bono services. 

Protec)ve or Contribu)ng Factors to Moral Distress 

A study by Penny et al. (2019) found that addi)onal factors – namely the age of 
the prac))oner, number of years in the profession, and number of years in their 
current role – played a role in how much moral distress occupa)onal therapists 
experienced. Therapists who were older and had less experience (both overall and 
at their present roles) were more likely to report moral distress than their 
counterparts. 

Rivard et al. (2019) conducted a study that found nearly 50% of OTs have 
considered leaving their posi)ons because of moral distress. This research also 
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explored the most common causes contribu)ng to this feeling, including not 
having enough )me to properly fulfill one’s job roles, having unrealis)c 
expecta)ons placed on them, a lack of quality care in their workplace, and 
working with insensi)ve colleagues who do not value work in the same way they 
do. 

Other research by Maffoni et al. (2020) found that support from administra)on 
and management as well as having an ethical vision of the work one does (e.g. 
pa)ent care) was nega)vely correlated with emo)onal exhaus)on related to 
moral distress. Addi)onal protec)ve factors for moral distress included resilience 
and posi)ve affec)vity, which is defined as dis)nct and stable posi)ve emo)onal 
experiences. This study discovered that resilience and posi)ve affec)vity were 
most beneficial in lowering emo)onal exhaus)on when they were supplemented 
with managerial support. 

Moral Distress OTs Experience in Specific Prac)ce SeRngs 

Some research looks at the incidence of moral distress in therapists trea)ng 
certain popula)ons. A study by Tinkham et al. (2021) explored the occurrence of 
moral distress in occupa)onal therapists who treat pa)ents with trauma)c brain 
injury (TBI). Research showed that OTs who work with this diagnosis do 
experience moral distress, but that the frequency did not differ across various 
prac)ce seYngs. This suggests that therapists who work with TBI pa)ents and 
other vulnerable groups likely experience this distress as a result of the work they 
do and not where they provide care. 

Research by Pren)ce et al. (2018) looked at the incidence of moral distress in 
nurses and therapists working in the NICU. Results showed that moral-constraint 
distress was the most common type (93%) of moral distress the providers 
experienced. An overwhelming number of providers (72%) reported experiencing 
moral distress in any form at least once per month. NICU providers were 
interested in interven)ons that minimized the nega)ve effects of moral distress. 
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However, less than 21% of providers feel that moral distress should be eliminated 
from this prac)ce seYng. Interes)ngly enough, NICU clinicians feel moral distress 
is an important component in their profession due to its ability to encourage 
reflec)on and prompt higher-level decision-making. 

Maffoni et al. (2019) surveyed therapists and other providers working in adult 
pallia)ve care to determine how oken moral distress presents itself. Providers in 
this seYng reported that some of the main sources of their moral distress were 
working with high acuity pa)ents, lacking communica)on from other members of 
their team, managing their own emo)ons as well as the emo)ons of others, and 
constantly having to witness human suffering and debilita)ng illness. Pallia)ve 
care clinicians also agreed with other standard causes of moral distress, including 
organiza)onal constraints and a difficult rela)onship between providers and 
administra)on.  

Goddard et al. (2021) found the highest ranking cause of moral distress among PTs 
and OTs in skilled nursing facili)es was the inability to provide op)mal services 
based on insurance limita)ons. In addi)on, more than half of therapists surveyed 
considered leaving their roles or actually lek their roles as a result of the moral 
distress they experienced there. 

Vahidi et al. (2021) assessed the incidence of moral distress in therapists who 
work with adults in physical rehabilita)on programs. Results showed that OTs 
specifically have various ethical problems related to their pa)ents’ rights and their 
clinical prac)ce. Par)cipants also stated a lack of awareness about professional 
ethics in the field of OT and a lack of comprehensive monitoring rules are the 
main sources of moral distress and unethical prac)ces. 

Webber et al. (2022) looked at moral distress in home health providers and found 
that common causes included staffing shortages, reluctant pa)ents, being unable 
to offer the frequency or quality of care that their pa)ents and unpaid caregivers 
deserve, and systemic challenges. OTs and other providers shared feelings such as 
grief, anger, guilt, and frustra)on. 
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Gwernan-Jones et al. (2020) discovered therapists trea)ng pa)ents who have 
demen)a felt they were unable to provide person-centered care due to a 
workplace culture focused on tasks, rou)nes, and each pa)ents’ physical (but not 
behavioral) health. Par)cipants also reported that the job sa)sfac)on and 
emo)onal well-being of therapists significantly increased when providers were 
able to offer person-centered care. This was a systema)c review, which took a 
comprehensive look at therapists across many regions. As a result, it’s not a 
surprise that person-centered care was discussed so centrally since this concept is 
a hallmark of occupa)onal therapy. 

Moral Distress Resul)ng From Crises Such as COVID-19 

Various societal events have even played a part in how oken providers are 
experiencing moral distress, and this will likely con)nue to be the case. For 
example, COVID-19 exacerbated exis)ng weaknesses of the healthcare system and 
created many difficult situa)ons for clinicians. A study by Oorsouw et al. (2022) 
showed that hospital-based rehabilita)on providers experienced moral distress in 
the realm of personal health and safety, dealing with a disease that is having a 
profound impact on pa)ents, rapidly shiking roles, and staying grounded during 
this ever-changing )me. Some providers found increased freedom during this )me 
as a direct result of a greater connec)on with one’s colleagues and the ability to 
show their mo)ves are genuine. Researchers found that some of the best ways to 
manage COVID-related moral distress were increased empathy from employers 
and administra)on focused on crea)ng a more ethical workplace. This study also 
emphasized the importance of autonomy in the face of moral distress, which can 
reduce moral constraint and possibly even other types of distress. 

Wilson et al. (2021) studied the mental health differences between providers who 
treated pa)ents during COVID-19 and providers who did not treat pa)ents during 
COVID-19. This research assessed this rela)onship between these factors over the 
span of 7 months, and found that moral distress was a strong predictor of a 
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provider’s burnout and mental health strain. The study also discovered that moral 
distress was not a consistent predictor of maladap)ve coping. This suggests that 
both groups experienced a similar amount of moral distress despite the differing 
causes of each. Results also showed that the moral distress of providers who were 
trea)ng pa)ents at the height of COVID-19 was more strongly linked to their long-
term mental health strain and burnout than it was in the other group. 

Spilg et al. (2022) analyzed moral distress in healthcare workers who treated 
pa)ents with COVID-19. These providers exhibited more grave moral distress, a 
higher amount of anxiety and depression symptoms, and a higher incidence of 
mental disorders when screened than healthcare providers who did not treat 
pa)ents with COVID-19. The providers who displayed the lowest levels of moral 
resilience had a steeper decline due to moral distress along with poorer 
outcomes. Spilg et al. found some predictors of moral resilience included the 
absence of mental health condi)ons, higher than average sleep each night, being 
male, being middle-aged, and receiving a high level of support from colleagues 
and administrators. 

Norman et al. (2021) conducted research that showed moral distress in therapists 
during COVID-19 was strongly linked to fear of infec)ng others, the disease having 
a nega)ve impact on one’s family, and work-specific concerns (namely 
competency in a more chao)c )me). Each of these factors was also connected 
with a higher risk of PTSD symptoms and burnout along with interpersonal 
difficul)es, especially at work. This research lends further support to the 
rela)onship between PTSD, burnout, and moral distress, which we’ve men)oned 
have similar presenta)ons and may exacerbate one another. 

Moral Distress in Healthcare Students 

The research is not just limited to healthcare providers. A study conducted by 
Howard et al. (2020) looked at moral distress and moral reasoning among 
occupa)onal therapy and physical therapy students. The study found that 
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students more oken experienced the transi)onal phase of moral dilemmas while 
prac))oners in these same fields more frequently entered the consolidated phase 
of moral dilemmas. The transi)onal phase is considered a beginner phase since it 
involves using various reasoning paoerns in the same stage or across all stages of 
a moral dilemma. The consolidated phase, on the other hand, is characterized by 
consistent reasoning in response to a morally difficult situa)on. Researchers found 
that one of the best ways to prepare students for handling moral dilemmas is to 
blend clinical experiences into classroom coursework whenever possible. This 
technique can help introduce moral reasoning paoern development that 
eventually carries over into the students’ prac)ce. 

Bring it Back to Your Prac)ce 

Let’s return to the moral distress-related scenario that you iden)fied earlier in the 
course. Hopefully this situa)on was far enough in the past that you may be able to 
take a scoping look at the big picture and the factors at play. To help dig into this 
instance of moral distress, start by asking yourself - “What am I (or what was I) 
experiencing?” 

While this may seem vague and generally unhelpful, this general ques)on is 
intended to be the most difficult of them all because it helps build the founda)on 
for which someone will take ac)on. This ques)on helps iden)fy what the problem 
is and also prompts you to compare your current situa)on to others you’ve 
experienced in the field. Try to break down this situa)on into smaller parts. By 
looking at the pieces of a situa)on rather than the issue as a whole, you may see 
some similari)es. Your past experiences can inform your present ac)ons, so 
remember you are not dealing with something en)rely unfamiliar. For example, 
think back to the first pa)ent you ever treated as an occupa)onal therapist. Did 
you feel fully confident that you knew what to do first and would be able to 
provide what they needed? Many therapists doubt their training at this point in 
their career and get overwhelmed at the prospect of pa)ent care. However, it’s 
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best to take a look at the evalua)on, decide on a couple of the most important 
goals for the pa)ent’s well-being, and go from there. A similar ra)onale applies to 
moral distress: looking for a few of the main areas to focus on can provide clarity 
for your plan of ac)on. By taking these steps, you can remove some fear of the 
unknown, sidestep ‘all or nothing’ thinking, and encourage a greater sense of 
control. In the end, this makes the concern at hand become more manageable. 

Many of the moral distress causes iden)fied by the research can be classified 
largely as systemic issues. There are ways therapists can aoempt to address these 
issues, some of which include advoca)ng to the organiza)on’s administra)on for 
changes to be made and geYng involved in the crea)on of healthcare policy to 
make large-scale changes. However, it is important to address the other 
component of moral distress, and that is uncomfortable or harmful emo)ons. It is 
equally important to get to the root of those emo)ons. Ask yourself addi)onal 
ques)ons to help reflect upon the cause. Is your frustra)on coming from wan)ng 
to operate in a higher role to have more control over the situa)on or from not 
being able to give pa)ents the care they deserve? Depending on your answer, you 
may feel the best op)on is working your way up the ladder to a more behind-the-
scenes role that allows you to make posi)ve changes on a larger scale. On the 
other hand, frustra)on over not offering the care you want could mean that you 
wish to remain in pa)ent care but want to do it on your own terms. This may 
mean working at an organiza)on that allows you to offer this care, star)ng your 
own prac)ce, or finding other ways to provide meaningful care within the 
confines of your organiza)on. 

As you can see, iden)fying the source(s) of your moral distress is really at the 
founda)on of finding its solu)on. The following sec)ons will offer a more detailed 
guide to ethical decision-making and developing moral resilience to assist in 
naviga)ng moral distress. 
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Sec)on 2 Personal Reflec)on 

How do the causes of moral distress differ from the causes of burnout, PTSD, and 
compassion fa)gue? 

Sec)on 2 Key Words 

Posi)ve affec)vity - Dis)nct and stable posi)ve emo)onal experiences 

Sec)on 3: Impact of Moral Distress on Occupa)onal 
Therapy Prac)ce 
References: 37, 38 

In order to understand the impact of moral distress on occupa)onal therapy, you 
must be familiar with ways to measure moral distress according to the literature. 
The primary moral distress instrument – the Moral Distress Scale (MDS) – is based 
on Jameton’s moral distress theory. Other founda)onal frameworks used to create 
this measure include House and Rizzo’s role conflict theory and Rokeach’s value 
theory. The MDS is composed of 32 items each rated on a 7-point Likert scale. 
Those who receive a higher score on the MDS exhibit higher levels of moral 
distress. There are also a few moral distress grading tools that are not based on 
Jameton’s theory. These include the Moral Distress Risk Scale, the Moral Distress 
Thermometer (MDT), the Ethical Stress Scale, and Moral Distress in Demen)a Care 
Survey. The MDT uses a thermometer as a visual to guide therapists in raking their 
moral distress somewhere between 1 (non-existent) and 10 (the worst possible 
emo)onal discomfort). The Moral Distress Risk Scale is similar to the MDS, but 
serves more as a preven)ve measure and the Moral Distress in Demen)a Care 
Survey has several demographic-specific ques)ons that set it apart from the 
others. If lek unaddressed, moral distress has the poten)al to turn into 
occupa)onal burnout. Both of these concerns can lead someone to experience a 
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host of emo)onal, physical, and cogni)ve symptoms. For this reason, it’s crucial to 
both measure and understand the impact of moral distress, so it can be 
reasonably addressed. 

Bring it Back to Your Prac)ce 

In order to effec)vely gauge the impact of moral distress in your example 
scenario, start by asking yourself a few more ques)ons. The next ques)on is - 
“What do I want to do [with what I’m experiencing]?” This is a bit more nuanced 
because each person may have a slightly different answer. The key here is not to 
focus on what should be done about the situa)on since this is precisely what 
causes moral distress. Rather, it’s best to focus on what you want to do. Moral 
distress stems from the choices a person does or does not make, so regaining and 
keeping control over one’s ability to choose should be the next step. If you s)ll 
need help, try reframing the moral ques)on based on personal and professional 
values rather than personal and professional obliga)ons. This allows us to keep 
the power over our ac)ons rather than having certain du)es imposed upon us by 
supervisors, society, and other sources external to us. In addi)on, this ques)on 
makes the answers and solu)ons to our moral dilemma more personalized. Aker 
all, how each person responds to any situa)on is shaped by their strengths, 
opportuni)es, resources, knowledge, and any other challenges that may present 
themselves. 

Because each person and the situa)ons they are exposed to are unique, the 
ques)ons posed in this process are not an answer to situa)ons causing moral 
distress. Rather, they help someone develop a personalized framework according 
to their lives. This framework is intended to help them work through situa)ons as 
they arise in a more fluid manner. Along the way, such ques)ons also help 
someone build resiliency and improve their ability to make decisions. For this 
reason, the exploratory process is beoer suited for frontline workers and others 
who are directly involved in the distress. If organiza)ons and higher-level leaders 
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try to use this framework, they may come across addi)onal barriers since the 
structure is meant for real challenges that those in pa)ent care face. 

Sec)on 3 Personal Reflec)on 

Moral distress is not a health condi)on, rather an occupa)onal phenomenon. 
However, it some)mes requires a fair deal of insight and reflec)on in order to 
determine its cause. In addi)on to assessments such as the Moral Distress Scale, 
what other tools can be used to iden)fy and explore moral distress in your work? 

Sec)on 4: Models for Ethical Decision-Making 
References: 39, 40, 41, 42 

In order to con)nue discerning moral distress in your work, let’s go back to the 
scenario we iden)fied at the beginning of the course. We’ve already iden)fied the 
problem, its causes, and what you would like to do about it, so the logical next 
ques)on is to ask yourself - “How do I approach it?” While this may seem like a 
complex ques)on, it really starts with assessing the environment along with what 
tools you need to bring your choice to frui)on. You should also take into 
considera)on the type of decision you seoled on. For example, if your plan of 
ac)on involves making mul)ple decisions over a period of )me - which is oken 
the case for long-term solu)ons - this may cause you more intense and more 
frequent distress. If the choice you made entails making a single big move that 
resolves the situa)on, the distress will ideally subside aker that occasion. Each of 
these considera)ons will come into play when planning your approach. For this 
reason, it’s not only helpful but exercising sound judgment to recall past instances 
where you responded to situa)ons of moral distress.  

Therapists are also advised to think of how they wish to act during future 
scenarios, similar or otherwise. It’s not always necessary to use realis)c situa)ons 

28



as a barometer, since your judgment will likely be similar across each instance. 
Exercises such as this one will assist you in managing expecta)ons and beginning 
to develop various approaches that can help you. By having this informa)on in the 
back of your mind, you are already more prepared for the situa)on at hand and 
can prevent remorse about carrying out various alterna)ves. One of the last 
reasons for this step is so you can assess all the op)ons, both good and bad. 
Taking such a comprehensive look at the scenario prevents you from geYng stuck 
in earlier stages of moral distress such as determining what the dilemma is and 
what your two choices are. This is an ac)on-focused approach that allows you to 
move forward by minimizing the distress or elimina)ng it altogether. 

There are several models for all healthcare professionals to use when guiding their 
decision-making. While some of these have been developed by certain disciplines 
such as nurses and psychologists, they offer sound advice to anyone working in 
healthcare. Some of the following models are similar to the steps we’ve led you 
through above, while others have addi)onal steps and other varia)ons: 

• American Associa)on of Cri)cal Care Nurses (AACN) Model to Rise Above 
Moral Distress 

Ask 

Affirm 

Assess 

Act 

“How important is it that you try to change the situa)on?” 

“How important would it be to your colleagues to have the situa)on 
changed?” 

“How important would a change be to the pa)ents you treat?” 

“How strongly do you feel about trying to change the situa)on?” 
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“How confident are you in your ability to make changes occur?” 

“How determined are you to work toward the change?” 

• Steps in Ethical Decision Making for Canadian Psychologists 

State the ques)on or dilemma clearly 

An)cipate who will be affected by the decision 

Assess your level of competence and where you lack knowledge for 
this situa)on 

Review ethical standards in your respec)ve field, if needed 

Review legal standards, if needed 

Consider whether or not you have personal feelings or biases that 
may impact your judgment 

Consider if there are religious, social, or cultural factors affec)ng the 
situa)on 

Develop alterna)ve courses of ac)on 

Think through each of these op)ons 

Adopt the perspec)ve of each person who would possibly be 
impacted 

Decide what to do 

Take ac)on 

Document the process and track the results 

Assume personal responsibility for the consequences 

Consider implica)ons for future preven)on and planning 
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• Elaine Congress ETHIC Model of Decision Making 

Evaluate your values 

Think of ethical standards 

Hypothesize consequences of decision op)ons 

Iden)fy who benefits and may be harmed 

Consult with colleagues and supervisor 

• ACA Ethical Decision Making Model 

Iden)fy the problem 

Apply your field’s code of ethics 

Determine the nature of the dilemma 

Generate courses of ac)on 

Consider possible consequences 

Choose a course of ac)on then evaluate it and implement it 

• Pearce & Liolejohn’s Transcendent Discourse 

Uncover basic assump)ons 

Compare differences 

Explore rather than convince 

Assess strengths and weaknesses of each possible decision 

Reframe conflict in a more produc)ve way 

• Brown’s Diversity Ethics Process Model 

Make a proposal (Ask what should be done?) 
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Iden)fy your observa)on (Why should I do it?) 

State your values (Why is this the right thing to do?) 

Align all values 

Explore possible op)ons 

Uncover assump)ons behind all values 

Find the best op)on 

Analyze the consequences akerwards 

• Doug Wallace and Jon Pekel’s Checklist for Resolving Ethical Dilemmas 

Iden)fy the key facts 

Iden)fy and analyze the major stakeholders 

Iden)fy underlying driving forces 

Iden)fy and priori)ze opera)ng values 

Determine and evaluate all viable op)ons 

Test the preferred op)on with a worst-case scenario 

Add a preven)ve component 

Decide and build a short- and long-term ac)on plan 

Use a decision-making checklist 

Wallace and Pekel’s checklist also comes with a series of short ques)ons to further 
clarify a decision in rela)on to moral distress: 

• Relevant Informa)on Test 

Have I gathered the informa)on I need to make an informed decision 
and take ac)on in this situa)on? 
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• Consequen)al Test 

Have I an)cipated the poten)al consequences and aoempted to 
make accommoda)ons for them? 

• Enduring Values Test 

Does this decision and carrying it out uphold my values as they 
pertain to this situa)on? 

• Light-of-Day Test 

How would I feel if this decision and the resolu)on as a whole were 
disclosed for all to know? 

In addi)on, therapists can use organiza)onal tools that help alleviate moral 
distress. Ness et al. (2021) stated that shared governance, disaster management 
training modules, and enhanced communica)on can help leadership build their 
own models that prevent moral distress and encourage ethical decision-making. 

Being able to reflect on the decision you made is one of the last key steps to 
address when thinking of your moral dilemma. No maoer what decision you 
landed on, it’s important for a therapist to take stock of what happened - from 
start to finish. This allows a therapist to pinpoint what they could have done 
differently, either to alleviate more stress or produce a more ideal outcome. Now 
we will move on to the next sec)on, which will detail other ways therapists can 
ease stress and build resilience in the face of moral distress. 

Sec)on 4 Personal Reflec)on 

What aspects are shared across many of the ethical decision-making models 
above? 
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Sec)on 5: Prac))oner Resilience, Coping, and Self-
Care Amid Moral Distress 
References: 43, 44, 45, 46, 47, 48 

Occupa)onal therapists are well aware of the ways high stress levels can impact 
someone in the short-term and long-term. For this reason, prac))oner resilience 
amid moral distress cannot be overlooked. Research shows that bolstered 
resilience through building social support, improving problem solving, and 
increasing communica)on skills are some of the most effec)ve strategies. Morley 
et al. (2021) cites various educa)on interven)ons as being a strong predictor for 
resilience. These interven)ons can include facilitated discussions up to an hour in 
length, specialist consulta)on services, and even interven)on bundles with more 
than one strategy. Mul)disciplinary rounds are another way for therapists to grow 
their insight and ability to collaborate, which can help with decision making. 
Morley lastly notes self-reflec)on and narra)ve wri)ng as more solitary ac)vi)es 
to manage moral distress. Each of these methods has been found to significantly 
reduce discomfort from moral distress. 

Helmers et al. (2020) emphasizes the importance of perspec)ve-building exercises 
for individuals experiencing moral distress. These exercises should include 
structured, ac)ve, and reflec)ve supports for op)mal effect. In prac)cing these 
exercises, therapists should aim for outcomes such as being able to ar)culate 
formal support systems that are both accessible and appropriate. Davis et al. 
(2020) notes some personal resilience strategies that can help therapists build 
moral resilience for themselves and the sake of their work. Some of these 
strategies include spending more )me with friends and doing social ac)vi)es, 
debriefing regularly with peers, geYng enough exercise, taking )me to see one’s 
family, prac)cing prayers and other faith-related ac)vi)es, journaling, making 
medita)on a habit, reading, aoending counseling sessions, and u)lizing PTO )me 
by spending more )me at home or taking vaca)ons away from one’s regular 
environments. 

34



In the vein of jointly suppor)ve and preven)ve strategies for moral distress and 
moral resilience building, several researchers men)on self-empowerment, 
communica)on improvement, managing emo)ons, and engaging in specific 
educa)onal programs - either through one’s work or found via other means. Amos 
et al. (2022) also offers support for educa)on-based resilience programs and 
interven)ons, which suggests these are some of the most effec)ve mediums. 
These same studies also men)on that holis)c models of moral distress should be 
used to effec)vely gauge and integrate the cogni)ve, emo)onal, behavioral, and 
organiza)onal factors of the concept. If individuals experiencing moral distress do 
not take a holis)c, comprehensive approach to their emo)onal responses and the 
situa)on at hand, none of the aforemen)oned strategies for building resilience 
and managing one’s emo)ons will make a difference for them. 

The AACN, the organiza)on that created the 4 As model for ethical decision 
making, states there are six standards therapists need for a healthy work 
environment that builds moral resilience. These standards include meaningful 
recogni)on, true collabora)on, appropriate staffing, the ability to ethically make 
decisions, skilled communica)on, and authen)c leadership. While therapists don’t 
always have control over these factors in their workplace, they can seek 
employment at an organiza)on that priori)zes these standards. The AACN cites 
many of the same moral resilience strategies men)oned above in addi)on to 
shiking one’s perspec)ve in order to find meaning in the present adversity. 
Therapists are also advised to nurture their willingness to take ac)on so they are 
more comfortable with being asser)ve both now and in the future. Self-regula)on 
strategies are also helpful, as prac)ces such as medita)on, mindfulness-based 
stress reduc)on (MBSR), and movement-based ac)vi)es like tai chi and yoga can 
help emo)onal well-being. Self-awareness is also key for moral resilience, so 
therapists should beoer examine nega)ve and posi)ve assump)ons about their 
own behaviors. The AACN also puts forth the 4 Rs to assist with managing moral 
distress: 

• Recognize 
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Just as with iden)fying the cause of moral distress, the first step to 
managing the distress is recognizing the complexi)es of the problem. 

• Release 

Therapists should regularly keep in mind what is within their control 
and what is out of their control (what they can change and what they 
cannot change). This will help with moving forward and leYng go of 
the barriers that may be in the way. 

• Reconsider 

Try reframing the issue in a different way. We men)oned before that 
perspec)ve is key, so ensure you are consistently open to new 
approaches. This will help everyone remain on the same page while 
the problem is being solved. 

• Restart 

Don’t be afraid to ask new ques)ons or bring up new ideas about 
how to move forward in a posi)ve way. 

As you can see, there are a range of strategies therapists can use to learn about 
their moral distress and its causes. First, therapists should classify their moral 
distress as moral-uncertainty distress, moral-dilemma distress, moral-conflict 
distress, moral-constraint distress, or moral-tension distress. This will also help 
therapists iden)fy the cause of moral distress, which is understandably an 
important step in managing this emo)onal discomfort. Once you know its cause, 
you can address it to the best of your ability. Regardless of what course of ac)on 
they choose, it’s common for therapists to con)nue experiencing feelings of guilt, 
frustra)on, remorse, and anxiety. However, there are a range of evidence-based 
strategies that can assist therapists moving forward. Strategies may focus on 
building personal resilience through methods such as journaling, mental health 
counseling, physical ac)vity, and )me with loved ones. Therapists can also u)lize 
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perspec)ve building and educa)on interven)ons such as facilitated discussions, 
mul)disciplinary rounds, and problem-based learning opportuni)es. With a 
combina)on of approaches, therapists can effec)vely iden)fy moral distress in the 
workplace, address its causes, and engage in management strategies to 
strengthen their own emo)onal responses. 

Sec)on 5 Personal Reflec)on 

How might an occupa)onal therapist go about advoca)ng for moral resilience 
building ac)vi)es in their workplace? What strategies could they use to ini)ate a 
discussion or write a proposal jus)fying the need for such ac)vi)es? 

Sec)on 6: Case Study #1  
An occupa)onal therapist and private prac)ce owner offers community mental 
health treatment to individuals of all ages. While some of this therapist’s pa)ents 
also have co-occurring substance use disorders, many are seeking individual or 
group mental health treatment focused on skill building, emo)on regula)on, and 
produc)ve leisure. 

A 41-year-old male presents to the therapist as a new pa)ent who is also self-
paying. He was recently diagnosed with major depressive disorder and would like 
assistance learning what this condi)on means along with how to beoer manage 
the highs and lows that depression causes. This pa)ent is also an intravenous drug 
user, but is not looking for that to be the focal point of his OT services. He does 
not willingly consent to a medical detox program at the local hospital. 

This pa)ent does not need voca)onal assistance, as he has a steady, white-collar 
job that he reportedly performs well at. He also notes liole to no concerns with 
household and financial management, with the excep)on of when he is 
experiencing a depressive episode. He has a disabled 4-year-old child who he 
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cares for within the home along with the child’s mother, who does not use drugs. 
The pa)ent reports that his drug use is sporadic and takes place less than once per 
month. He states that it occurs most oken when his child tantrums and cannot be 
soothed. He uses the drugs in their shared home in the bathroom, most oken 
while he is watching the child before her mother gets home. The pa)ent states 
this habit has been going on for the past 6 months and began shortly aker his 
child’s car accident that lek her wheelchair-bound and severely cogni)vely 
impaired.  

During their first session, the pa)ent is reques)ng one-)me assistance from the 
OT to learn how to inject heroin more safely and prevent injury. The OT is unsure 
how to proceed with this pa)ent’s request, as she has been trained to treat all 
illegal drug use from a rehabilita)ve lens. 

1. What type of moral distress is this OT experiencing, if any? 

2. What barriers are preven)ng the OT from opera)ng in the way she wants? 

3. Based on any iden)fied barriers, what is the best way for the therapist to 
proceed? 

Sec)on 7: Case Study #1 Review 
This sec)on will review the case studies that were previously presented in each 
sec)on. Responses will guide the clinician through a discussion of poten)al 
answers as well as encourage reflec)on. 

1. What type of moral distress is this OT experiencing, if any? 

She is drawn to help a pa)ent in need, since that is her calling and the 
purpose of her work. However, the therapist personally and professionally 
emphasizes a drug-free lifestyle. As a result, this OT is experiencing moral-
uncertainty distress since she is undergoing the internal process to decide 
what ac)on she will take. 
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2. What barriers are preven)ng the OT from opera)ng in the way she wants? 

Since the pa)ent is paying out of pocket for services, there are no insurer 
guidelines to structure their sessions. For this reason, the OT can tailor 
treatment to look exactly how the pa)ent (and the therapist) wants. With 
the OT being the owner, she also does not have a supervisor to dictate what 
she does or does not cover during sessions. Due to the community-based 
seYng where this pa)ent is being seen, trea)ng him will not take away 
resources from another pa)ent in need because he also presents with 
concerns that are able to be treated without any moral distress 
(depression). 

If the therapist decides to provide this educa)on, given that the drug of 
choice is illegal, there is the possibility that the pa)ent will implicate the 
therapist if he is arrested for possession of an illegal substance. The pa)ent 
may possibly tell law enforcement that his therapist condoned the behavior. 
If the police discover that the therapist knew about the pa)ent using drugs 
while his child is in the home, they can also cite the therapist for neglec)ng 
to file a report with Child Protec)ve Services (CPS). Therapists are 
mandated reporters, so this would be a breach of her professional code of 
ethics. 

3. Based on any iden)fied barriers, what is the best way for the therapist to 
proceed? 

The OT does not condone this behavior according to her personal values. In 
addi)on, she does not have the knowledge to educate the pa)ent on this 
maoer in good faith. As a result, the therapist should decline to provide 
harm reduc)on for this pa)ent, but may begin helping him manage the new 
depression diagnosis. If the pa)ent chooses not to work with the therapist 
at all aker she declines to provide harm reduc)on, she can make a referral 
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for an agency that may beoer be able to assist him. The therapist should 
also file a report with CPS due to knowing about drug use with a child in the 
home. 

Sec)on 8: Case Study #2 
An occupa)onal therapist recently began working at an inpa)ent rehabilita)on 
facility (IRF) that has many high acuity pa)ents. The greater majority of the 
pa)ents on this unit are being treated for recent trauma)c brain injuries, strokes, 
and spinal cord injuries so they require a significant amount of hands-on care and 
close supervision during sessions. While the OT has 8 years of experience in acute 
care and considers herself to be skilled in the treatment of pa)ents with these 
diagnoses, she is put off by her supervisor’s instruc)ons to complete point-of-
service documenta)on for all pa)ents. She feels it’s not possible to do this while 
offering the high level of care these pa)ents require. However, she is told by her 
supervisor and colleagues that this is the only way to maintain the high 
produc)vity standards (>95%) required by the department. The therapist had 
difficulty finding a job locally and is reluctant to leave her new posi)on, but she 
also feels uncomfortable doing point-of-service documenta)on with this type of 
client popula)on.  

Throughout her first week of work, the therapist chooses to complete her daily 
notes in the evening aker her visits have concluded for the day. She feels 
confident that she did not compromise her values, but she is aware that she will 
eventually be reprimanded. The next week, she is given a verbal warning about 
her produc)vity. Her supervisor states they will not fire her because she is the 
only OT and the pa)ents cannot afford to go without services, but that she needs 
to raise her produc)vity for the sake of the department’s outcomes. The therapist 
ar)culates her feelings about the unrealis)c expecta)ons of the role, the 
unethical posi)on these expecta)ons place her in, and the disservice that is being 
done to the pa)ents amid all of this. The therapist ends the conversa)on by 
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sta)ng she is leaving the role effec)ve immediately. She goes home and feels 
overall assured with the decision she made since she did not have to compromise 
her values. But, soon aker, the therapist begins experiencing some guilt and 
remorse aker thinking of what will happen to her pa)ents. 

1. What type of moral distress is the therapist experiencing (if any) while 
speaking with her supervisor? 

2. What type of moral distress is the therapist experiencing (if any) during the 
week where she was not comple)ng point-of-service documenta)on? 

3. Since she is no longer in the role, what op)ons does this therapist have for 
managing the distress she feels? 

Sec)on 9: Case Study #2 Review 
This sec)on will review the case studies that were previously presented in each 
sec)on. Responses will guide the clinician through a discussion of poten)al 
answers as well as encourage reflec)on. 

1. What type of moral distress is the therapist experiencing (if any) while 
speaking with her supervisor? 

This therapist is experiencing moral-conflict distress because she expressed 
her feelings to her supervisor when she was again asked to compromise her 
values. She openly engaged in a dialogue with her supervisor in order to 
verbalize what she believes is right. 

2. What type of moral distress is the therapist experiencing (if any) during the 
week where she was not comple)ng point-of-service documenta)on? 
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The therapist was not experiencing any moral distress during this )me, 
since she overall felt good that she didn’t need to act in a way that went 
against her values. 

3. Since she is no longer in the role, what op)ons does this therapist have for 
managing the distress she feels?  

Aker leaving the role, the therapist begins experiencing moral-dilemma 
distress. She is no longer able to change her ac)ons or their consequences 
since she does not work at the organiza)on, but she can work on reflec)ng 
and building resilience to manage her own emo)ons about the situa)on. 
She should firstly engage in self-care by journaling about the issue, spending 
some )me with friends and family, exercising, and taking )me to be in 
nature. If these ini)al strategies are not effec)ve, the therapist should 
consider speaking with a mental health counselor. This can help the 
therapist get a different perspec)ve on the situa)on, collaborate to further 
build resilience, and take steps to avoid this emo)onal response in the 
future. 

Sec)on 10: Case Study #3 
A 23-year-old newly graduated occupa)onal therapist gets a posi)on in a skilled 
nursing facility. As outlined in the job descrip)on, the therapist’s caseload mostly 
consists of short-term rehabilita)on pa)ents with an occasional evalua)on or 
treatment in the long-term care (LTC) wing. Aker working at this posi)on for 
about a month, there has been a dras)c change in staffing at the facility. Several 
therapists and nurses have lek for maternity leave and a few moved on to other 
posi)ons that offered higher pay. This has lek both the short-term and long-term 
wings severely understaffed. The therapist is no)cing that the LTC unit is especially 
seeing the brunt of this. Each )me the therapist walks past the nurse’s sta)on in 
that unit, he hears several call bells ringing, pa)ents yelling out for help, and 
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no)ces there is no one at the front desk. This is beginning to be a trend since it’s 
happened on several occasions in just the past week. The therapist feels guilty for 
not assis)ng these residents, but he is similarly burdened by a very high caseload 
and does not currently have the ability to stop and check on pa)ents who are not 
assigned to him. The director of rehabilita)on has made many men)ons that 
therapists should do “whatever they need to” in order to get through these 
staffing shortages. The therapist has a generally uneasy feeling, but isn’t sure if it’s 
jus)fied. 

1. What type of moral distress is this therapist experiencing, if any? 

2. Has this pa)ent commioed an ethical misstep in the workplace? 

3. What steps can this therapist take to manage how he is feeling? 

Sec)on 11: Case Study #3 Review 
This sec)on will review the case studies that were previously presented in each 
sec)on. Responses will guide the clinician through a discussion of poten)al 
answers as well as encourage reflec)on. 

1. What type of moral distress is this therapist experiencing, if any? 

The therapist does not feel good about what is happening on the LTC unit. 
Yet, he feels unable to say anything because of the advice from his 
supervisor. This is considered moral-tension distress. His supervisor’s advice 
(in addi)on to some fear of being reprimanded due to being a new 
graduate) also prevents him from making any kind of report about the 
issue. This is moral-conflict distress because the therapist cannot act in a 
way that aligns with his personal values at work 

2. Has this pa)ent commioed an ethical misstep in the workplace? 
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No, the pa)ent has not technically commioed an ethical misstep in the 
workplace. While he may not feel able to make the decision he wants to, he 
has not neglected his own pa)ents nor is he ignoring a pa)ent that is visibly 
in need of medical aoen)on. This does walk a fine line between pa)ent 
neglect on the behalf of the facility, who should have someone available to 
aoend to all pa)ents, but this is not the therapist’s responsibility. 

3. What steps can this therapist take to manage how he is feeling? 

The therapist can bring up the issue during staff mee)ngs. While not 
outright men)oning the issue in LTC, he can start by advoca)ng for )me 
management, therapist rounds, and other strategies to beoer serve all 
pa)ents in the facility. The therapist can also volunteer to assist with 
recrui)ng and hiring new therapists to manage the staffing shortages, which 
are the main source of the concern. Depending on how this is received, the 
therapist can engage ac)vely in these methods to improve aoen)veness to 
all pa)ents. Regardless of the outcome, the therapist should also enhance 
his ability to iden)fy moral dilemmas and manage his reac)on to them. The 
advocacy efforts should be supplemented by resilience building strategies 
to broaden his experience in this area. 

Sec)on 12: Case Study #4 
An occupa)onal therapist employed in a Veterans Administra)on (VA) hospital 
walks into the rehabilita)on department one morning to begin work. She no)ces 
another therapist using her phone to take pictures of electronic medical record 
(EMR) content on the screen of her work computer. The OT is surprised by this 
ac)on, but quickly forgets about it once her work day starts. During her lunch 
break the next day, the OT goes on social media to check her feed and no)ces a 
post from the other therapist with the exact screenshots she took the previous 
day. However, once the OT refreshes the page, the post is no longer there. She 
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assumes they were likely posted in error and then deleted. The OT has an uneasy 
feeling about this since she knows this is a huge confiden)ality viola)on. 

1. What type of moral distress is the therapist experiencing, if any? 

2. What ac)ons can this therapist possibly take about the confiden)ality 
viola)on? 

3. What is the most appropriate op)on for this therapist to take? 

4. Can the therapist take any steps to prevent feeling uneasy in such 
situa)ons? If so, what steps would help her? 

Sec)on 13: Case Study #4 Review 
This sec)on will review the case studies that were previously presented in each 
sec)on. Responses will guide the clinician through a discussion of poten)al 
answers as well as encourage reflec)on. 

1. What type of moral distress is the therapist experiencing, if any? 

This therapist is likely experiencing moral-uncertainty distress, which stems 
from not knowing what to do in this situa)on. 

2. What ac)ons can this therapist possibly take about the confiden)ality 
viola)on? 

As the therapist begins to think about the moral dilemma, its details, and 
how to move forward, she may begin to feel moral-constraint distress due 
to not knowing how to proceed. The therapist can choose to report this 
viola)on to her supervisor. However, the therapist should be aware there is 
a chance the other therapist will find out, there is also a chance nothing will 
happen due to a lack of proof, and there is a chance the supervisor will 
choose not to inves)gate the viola)on further. Another op)on is that the 
therapist anonymously reports this viola)on to the Department of Health 
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and Human Services. However, there is s)ll a chance that a supervisor or 
other colleague at the VA Hospital could find out who submioed the report 
and retaliate. The therapist could also choose to do nothing about the 
viola)on. 

3. What is the most appropriate op)on for this therapist to take? 

It’s up to the therapist’s values. According to her feeling uneasy, one can 
assume that this viola)on (not only taking a picture of confiden)al 
informa)on, but pos)ng it online) goes against her personal and 
professional values. As a result, the most appropriate ac)on would be to 
report the viola)on to either her supervisor or the HHS. Neither one of 
those op)ons is more appropriate than the other since that is also based on 
whether the therapist has more fear of retalia)on or someone ignoring the 
report altogether. 

4. Can the therapist take any steps to prevent feeling uneasy in such 
situa)ons? If so, what steps would help her? 

It’s perfectly understandable that the therapist feels uneasy about this 
situa)on. Feelings of unease and discomfort in a situa)on like this show 
that the therapist places pa)ent safety first. However, moral distress can be 
uncomfortable and can take a toll on the provider. In order to ease some of 
these feelings, the therapist should report the viola)on to someone else. In 
addi)on, the therapist can try journaling about the situa)on. If the 
therapist chooses to report the viola)on to the HHS, they can try discussing 
the situa)on with them a bit more to learn about the process and what will 
happen aker a report is filed. 

Sec)on 14: Case Study #5 
An occupa)onal therapist working in an outpa)ent clinic evaluates a 39-year-old 
pa)ent who presents to therapy with a new onset of tendoni)s in the shoulder. 
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The referring doctor writes an order for an occupa)onal therapy evalua)on and 
treatment with iontophoresis. The doctor’s ra)onale is that the pa)ent received it 
before when she had tendoni)s in the knee and would like to try it again since it 
was quite effec)ve for her. Aker comple)ng the evalua)on, the therapist uses her 
exis)ng knowledge to determine that iontophoresis is likely ideal for this pa)ent. 
This therapist is not trained in the implementa)on of iontophoresis. She is eager 
to prove herself at this new clinic since she hasn’t fit in with the other therapists 
yet. For this reason, she also doesn’t feel comfortable asking others how to 
administer iontophoresis. The therapist is embarrassed to tell the front office that 
she can’t treat this pa)ent and feels that will impact her standing in the clinic. The 
therapist is displaying a lot of moral-tension distress since she feels unable to 
verbalize how she is feeling to anyone. 

1. What is the most appropriate ac)on for this therapist to take? 

2. How can the therapist manage the moral distress she feels about this 
situa)on? 

Sec)on 15: Case Study #5 Review 
This sec)on will review the case studies that were previously presented in each 
sec)on. Responses will guide the clinician through a discussion of poten)al 
answers as well as encourage reflec)on. 

1. What is the most appropriate ac)on for this therapist to take? 

Since this instance of moral distress directly involves a pa)ent, the therapist 
should firstly think of that pa)ent’s well-being. If the therapist proceeds 
with trea)ng the pa)ent using iontophoresis despite not knowing enough 
about the modality, the pa)ent could be seriously harmed. If the pa)ent is 
not injured as a result of that ac)on, the best case scenario is that the 
pa)ent will receive no benefit from the modality. If the therapist informs 
the front office that they can’t provide the requested (and most beneficial 
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modality) and that the pa)ent should be assigned to another therapist, the 
pa)ent will not be at risk of injury and will have access to the care they 
deserve. Therefore, the last op)on is the best for this pa)ent and the 
therapist. 

2. How can the therapist manage the moral distress she feels about this 
situa)on? 

It’s true that the therapist may feel embarrassed about passing a case back 
to the office and feel lek out from the rest of the therapists. However, the 
discomfort from these sources is minimal compared to how the therapist 
would feel if she injured the pa)ent by implemen)ng a modality she didn’t 
know enough about. The therapist can remind herself that the pa)ent 
should come first in this scenario and she did the right thing according to 
that rule. Residual discomfort may be eased by ven)ng to friends and family 
about the situa)on (being sure to leave out any iden)fying informa)on 
when doing so), journaling about it, and engaging in self-care prac)ces such 
as relaxa)on techniques, exercise, and enjoying hobbies. These prac)ces 
can help the therapist manage remaining discomfort and reassure herself 
that she exercised good judgment. 

Sec)on 16: Case Study #6 
An occupa)onal therapist working at a hospital is approached by her supervisor 
one day. Her supervisor wants to discuss the progress that one of her pa)ents is 
making. The supervisor addresses the pa)ent by name and asks if the therapist 
feels she is ready for discharge. The therapist has been working with this pa)ent 
for 5 days so far. The elderly pa)ent is fully ambulatory without an assis)ve 
device, is en)rely independent in ADLs, and demonstrates no cogni)ve or safety 
impairments. The pa)ent’s discharge plan will be to her own home where she will 
receive intermioent assistance from family for IADLs. The pa)ent is also medically 
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stable as of today. During rounds tomorrow morning, the therapist planned to 
recommend the pa)ent for discharge and assist with planning. The supervisor told 
the therapist she should recommend that the pa)ent be discharged to an assisted 
living facility. He men)oned the pa)ent will “only need more help in the coming 
years” and will likely “end up in assisted living anyway.” The therapist openly 
expressed this decision is not fiYng for the pa)ent, but the supervisor noted their 
caseload is low and the hospital will lose money if she’s discharged this quickly. 
The therapist again pushed back by openly sta)ng that this is unethical. The 
supervisor replied by saying the therapist will be wrioen up if she does not 
comply. 

1. What type of moral distress is this therapist experiencing, if any? 

2. What is the best move for this therapist to make? 

Sec)on 17: Case Study #6 Review 
This sec)on will review the case studies that were previously presented in each 
sec)on. Responses will guide the clinician through a discussion of poten)al 
answers as well as encourage reflec)on. 

1. What type of moral distress is this therapist experiencing, if any? 

This therapist is experiencing moral-conflict distress because she expressed 
her opinion to her supervisor as soon as the moral dilemma was made 
clear. 

2. What is the best move for this therapist to make? 

The therapist already expressed not being comfortable with the 
supervisor’s request due to it being unethical. It’s clear the request goes 
against the therapist’s personal and professional values. In addi)on, the 
supervisor’s request is considered to be insurance fraud and can even 
prevent other pa)ents from geYng the services they need (someone taking 
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up a hospital bed who doesn’t need one). Since this is both illegal and can 
harm other pa)ents, the therapist should decline the request and make the 
recommenda)on she feels is fiYng. It’s also in the therapist’s best interest 
to aoempt to seek employment elsewhere, since this unethical prac)ce 
may con)nue occurring in the future, especially if no one speaks up. 
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