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 Moral distress and generalized anxiety disorder (GAD) due to the moral 

challenges of dealing with COVID-19 can reduce the quality of nursing care. 

In such situations, nurses require moral courage to demonstrate proper moral 

performance. This study aimed to compare the levels of anxiety, distress and 

moral courage of nurses working in COVID-19 and Non-COVID-19 wards. 

The study was approved by the Ethics Committee of Zanjan University of 

Medical Sciences (Ethical code No.IR.ZUMS.REC.1399.171). This comparative 

cross-sectional study was conducted on 107 nurses working in COVID-19 and 

Non-COVID-19 wards in the teaching hospitals of Zanjan University of 

Medical Sciences, Iran, in 2020. Nurses were selected by convenience 

sampling method. Data were collected using demographic, Professional Moral 

Courage (PMC) scale, Iranian Moral Distress Scale (IMDS) and GAD scale 

and analyzed using independent t-tests, Chi-square, Mann-Whitney and 

Fisher's exact tests with p-value<0.05 in SPSS 16 software. Comparing the 

mean scores of generalized anxiety between nurses caring for COVID-19 and 

Non-COVID-19 patients, a statistically significant difference was found 

(p<0.05). However, there was no significant difference in the mean score of 

moral distress severity between nurses caring for COVID-19 and Non-COVID-

19 patients (p>0.05). Similarly, no significant difference was found in the 

mean score of moral courage between the two groups caring for COVID-19 

and Non-COVID-19 patients (p>0.05). The results showed that the level of 

generalized anxiety disorder in nurses of Non-COVID-19 wards is higher than 

COVID-19. This finding emphasized the distinct psychological impact of 

caring for patients with COVID-19. However, the level of moral courage and 

moral distress in the two groups of nurses did not differ significantly. These 

results imply that while the challenges related to generalized anxiety are more 

evident in the context of COVID-19 care, nurses in both patient groups face 

comparable levels of moral distress and exhibit similar levels of moral courage. 

Recognizing these nuanced aspects of nurses' well-being and resilience is 

essential for crafting focused support strategies and interventions in healthcare 

settings. 
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Introduction 

urses are among the largest groups of 

health service providers in societies (1). 

Numerous stressors have been identified 

in health care settings. However, the role of moral 

distress stressors in nursing has been marginally 

addressed. Nurses face complex ethical dilemmas 

arising from conflicts between right action and 

values (2). Moral challenges are more noticeable 

in the face of pandemics such as COVID-19, 

which spread rapidly around the world. During 

the COVID-19 pandemic, when we are faced with 

a shortage of resources and drugs and reduced 

capacity of healthcare workers, numerous 

questions are raised about compliance with 

standards and ethical care (3). The prolonged 

interaction of nurses with patients intensifies the 

necessity for ethical decision-making (4). 

Jameton defines moral distress as a negative and 

unbalanced psychological feeling that occurs in 

individuals due to their inability to execute moral 

decisions (5). According to studies, approximately 

36% of nurses are confronted with moral 

challenges every few days (6), which causes them 

to neglect the patient (7). More than 80% of the 

nurses surveyed in Poortaghi's study experienced 

moderate to high levels of moral distress, leading 

to dissatisfaction, stress and burnout and quitting 

their job as nurses (4). Accordingly, patients 

experience decreased quality of care and 

prolonged hospitalization. Furthermore 

organizations suffer staff loss and patient 

dissatisfaction (8). In COVID-19 wards, nurses 

face diverse challenges, including skepticism 

towards patient complaints, restrictions on their 

involvement in the treatment process, conflicting 

opinions with physicians regarding treatment, the 

absence of physicians in the ward, overcrowding, 

high workload, time constraints and shared rooms. 

These factors contribute to a disregard for patient 

privacy, moral distress and a decline in care 

standards for nurses caring for COVID-19 

patients (7). Plentiful qualitative studies have been 

conducted to explain nurses' experiences in the 

face of ethical issues that include incompetence, 

anger, sadness and grief following experiencing 

moral distress (9-11). 

In situations causing moral distress, nurses require 

moral courage to demonstrate appropriate 

performance. Nursing as an ethical practice 

requires courage to be moral, to take a tough 

stands for what is right and to live by one’s moral 

values (12). When an individual is unable to 

perform a morally appropriate action, moral 

courage helps to strive to achieve the ultimate 

goal regardless of its consequences (13). In this 

situation, nurses need moral courage to deal with 

moral challenges (12). Sekerka et al. point out that 

when nurses face situations directly threatening 

patient care, they practice their moral courage 

(14). This feature preserves an individual's moral 

identity and belief framework and protects the 

individual from the consequences of moral 

distress (15). Dodek's study found that if 

individuals were courageous enough to follow 

moral principles, they would experience less 

moral distress. He also wrote that nurses lack 

sufficient courage to encounter moral challenges, 

which helps to create moral distress (16). Morally 

courageous individuals are aware of losing 

something in return for performing the right 

action (17). They may experience a threat to their 

reputation, embarrassment, anxiety, rejection at 

work and job loss. For nurses who demonstrate 

moral courage in their practice, commitment to 

patients is more important than concerns about 

their own risks (18). 

Another significant global consequence of the 

COVID-19 outbreak is the general anxiety that 

affects everyone. Nurses are vulnerable to 

infection due to close contact with COVID-19 

patients (19). Lack of personal protective 

equipment can also lead to illness while providing 

care to patients with COVID-19. Accordingly, 

decreased nursing workforce, increased workload 

and excessive fatigue will emerge among nurses 

(20). In this regard, some studies reported that 

nurses experience high levels of anxiety for 

themselves and their families during the pandemic 

(21-22). 

Stress and anxiety are influential factors in 

nursing care and can reduce the quality of care 

and patient safety, leading to medical errors (20). 

Nurses need moral courage to act morally right 

and strengthen their decision-making power in the 

face of moral challenges, particularly in this 

global crisis. Complications caused by moral 

N 
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distress and anxiety of nurses affect their 

professional performance. Investigating the level 

of moral courage, moral distress and generalized 

anxiety disorders experienced by nurses during 

the COVID-19 outbreak can help increase the 

knowledge of health system policymakers for 

planning when other emerging diseases occur in 

the future.  In the review of the available 

literature, no study was found comparing nurses 

working in covid-19 and Non-covid-19 wards. 

Therefore, the present study aimed to compare the 

levels of generalized anxiety disorders, distress 

and moral courage of nurses working in COVID-

19 and Non-COVID-19 wards. 

This study has received ethics approval from the 

ethics committee of Zanjan University of Medical 

Sciences (Ethical Code: IR.ZUMS.REC.1399.171). 

Informed consent was obtained from all 

participants in the study. The confidentiality of 

information and anonymity of individuals were 

observed during the study process. Ethical 

principles were considered in the use of references 

in this study (23). 

1. Study Design 

This multicenter, cross-sectional study was 

conducted among Iranian nurses over three 

months, from August to December 2020 (at the 

peak of the third wave in Iran), in teaching 

hospitals of Zanjan, Iran.  

2. Participants 

The study population included all nurses working 

in COVID-19 and Non-COVID-19 wards of 

Zanjan teaching hospitals.  

According to Aminizadeh et al (17) and the 

following formula, the sample size was estimated 

to 

N1=N2=54.  

Nurses were  selected  by  convenience  sampling  

method. 

Nurses who had at least a diploma in nursing and 

were willing to participate in the study were 

included.   

3. Data Collection 

The data collection tool consisted of a four-

section questionnaire. The first section included 

demographic information that surveyed 

characteristics, including age, gender, marital 

status, education and work experience, income 

status.  

The second section included the Moral Courage 

Questionnaire.  

The Professional Moral Courage (PMC) scale 

(2009) was used to assess the moral courage of 

nurses participating in the study. This 

questionnaire was developed in 2009 by Sekarka 

et al. This questionnaire has 15 items scored on a 

5-point Likert scale (from never to always) in five 

dimensions, including moral agency, multiple 

values, the endurance of threats, going beyond 

compliance and moral goals. Each dimension of 

the questionnaire has three items. The range of 

scores in each item is from 1 to 5. The scores 

ranged between 15 and 75. The average score in 

each dimension and in total was considered as the 

score of moral courage (24). Scores of 15-34 were 

considered as poor level, 35-55 as moderate level 

and 56-75 as good level of moral courage. The 

PMC scale has been translated by Mohammadi 

and Colleagues (2014) in Iran. They also 

confirmed its validity and reliability (CVI=0.81 & 

Cronbach’s alpha=0.85). The reliability of the 

questionnaire in the present study was assessed by 

the internal consistency method and Cronbach's 

alpha was estimated (a=0.87) (25). Therefore, 

after obtaining permission from Mohammadi and 

colleagues, the same version of the questionnaire 

was used in the present study. Cronbach’s alpha 

was measured again in the present research using 

a sample of 20 people which was obtained at 0.77, 

0.83, 0.71, 0.7, 0.84 regarding the aspects of 

moral agency, multiple values, endurance of 

threats, going beyond compliance and moral goals, 

respectively. Furthermore, the total Cronbach’s 

alpha coefficient was obtained at 0.78. 

The third part of the data collection included the 

Iranian Moral Distress Scale Questionnaire 

(IMDS). In this study, the version of Aminizadeh 

et al.'s questionnaire was used, which was 

developed and validated by Shoorideh (17, 26-

27). This Questionnaire includes 30 questions in 

the three dimensions of inappropriate 

competencies and responsibilities (questions 1-

10), the dimension of errors (questions 11-21) and 

not respecting the ethics principles (questions 22-
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30). This questionnaire is classified based on a 5-

point Likert scale (not at all, low=1, medium=2, 

high=3, very high=4). The score range of this 

questionnaire is from 0 to 120. The moral distress 

score is obtained from the mean score of the 

questions. The intensity of moral distress is in the 

range of 0-5. A score of 2-1 indicates mild 

distress, 2.1-4 indicates moderate distress and 4.1-

5 indicates severe distress. The reliability of this 

questionnaire was calculated using the internal 

consistency method and Cronbach's alpha 

coefficient of 0.96. The validity of the 

questionnaire has been confirmed with ICVI: 0.85 

(26). The reliability of this questionnaire in the 

present study was assessed using the internal 

consistency method and Cronbach's alpha was 

calculated (a=0.95). 

The fourth section of the data collection tool 

includes the Generalized Anxiety Disorder 

Questionnaire-IV (GAD-Q-IV), which is used to 

assess the level of generalized anxiety. The GAD-

Q-IV was scored using a sum response total. This 

scoring system was developed to establish a score 

that would accurately reflect the DSM-IV 

diagnostic threshold for GAD diagnosis. To 

calculate the total score, affirmative responses 

were coded as 1 and negative responses were 

coded as 0. For example, Item 1 asked if the 

individual experiences excessive worry, Item 2 

inquired about the intensity, frequency or distress 

caused by excessive worry, Item 3 assessed 

difficulty in controlling worry, Item 4 questioned 

worry about minor things and Item 6 inquired 

about worry frequency over the prior 6 months. 

Additionally, for Item 5, which sought a list of the 

most frequent worry topics, participants received 

1 point for each topic listed, up to a maximum of 

6 and this total was divided by 3. Similarly, for 

Item 7, participants earned 1 point for each 

physical symptom experienced, up to a maximum 

of 6 and this total was divided by 3. Finally, the 

circled numbers for Items 8 and 9 (i.e., degree of 

distress and interference) were each divided by 4 

and these values were added together. As the 

questionnaire instructs individuals to skip 

remaining items if they do not endorse initial 

criteria, such skipped items were scored as 0. In 

total, this questionnaire consists of 9 questions, 

with a specificity of 0.82 and a sensitivity of 0.89. 

Total scores ranged from 0 to 12 and the cut-off 

point was considered ten or higher to indicate a 

current GAD (28). The translation of the 

questionnaire was conducted by Idrisi et al.  

The validity and reliability of the translated 

version were assessed through confirmatory factor 

analysis and the final analysis focused on four 

items with the highest factor loading (29).  

4. Data Analysis 

Data analysis was performed using SPSS-16 

software. Kolmogorov-Smirnov test was used to 

investigate the normal distribution of quantitative 

data. The significance level was considered less 

than 0.05 (P < 0.05). The variables of age, moral 

courage score and moral distress score in the 

dimension of Inappropriate competencies and 

responsibilities did not have a normal distribution 

(P < 0.05). Descriptive statistics, including mean 

and standard deviation for quantitative variables 

and frequency (percentage) for qualitative 

variables, were used. The frequency distribution 

of gender, marital status, work experience and 

generalized anxiety disorder variables in two 

study groups was compared using Chi-square test. 

Comparison of two groups in terms of education 

level and age was done using Fisher's exact test 

and Mann-Whitney test, respectively. The mean 

scores of moral courage, moral distress and 

generalized anxiety disorder were compared using 

Mann-Whitney and t-tests.  

5. Results 

5-1. Demographic Information of the 

Participants 

The mean age of nurses in the group providing 

care for COVID-19 was and Non-COVID-19 

patients was 31.05±6.7 and 29.33±6.22 years, 

respectively. In total, 54.7% of nurses caring for 

patients with COVID-19 and 64.8% of nurses 

caring for Non-COVID-19 patients had less than 

five years of work experience. The majority of 

participants in the study were female (66%) and 

married (54.7%). The two groups were 

homogeneous and similar in terms of 

demographic variables (Table 1). 
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Table 1: Comparison of frequency and mean (±SD) of demographic characteristics in the 

two groups 3.2 Moral courage 

Characteristics 

COVID-19 wards Non-COVID-19 wards 

Test 
N (%) N (%) 

Gender 
Female 35(66) 27(50) 

P=0.093 
Male 18(34) 27(50) 

Marital status 
Single 24(45.3) 24(44.4) 

P=0.999 
Married 29(54.7) 30(55.6) 

Level of Education 

Diploma of nursing 0 2 (3.7) 

P=0.205 Bachelor of nursing 48(90.6) 43(79.6) 

Master of nursing 5(9.4) 9(16.7) 

Work experience (year) 

˂5 29(54.7) 35(64.8) 

P=0.397 
5-10 12(22.6) 6(11.1) 

10-15 5(9.4) 7(13) 

>15 7(13.2) 6(11.1) 

 Mean±SD Mean±SD  

Age (year) 31.05±6.7 29.33±6.22 P=0.164 

Chi-square; Fisher exact test; Mann-Whitney 

 

 

The mean score in the group caring for COVID-

19 and Non-COVID-19 patients was 59.66±8.28 

and 60.46±6.06, respectively (from 15-75). The 

results of the Mann-Whitney test showed that the 

total score of moral courage and its dimensions 

were not significantly different in the nurses of 

the COVID-19 and Non-COVID-19 wards 

(P>0.05) (Table 2). 

 

 

Table 2: Comparison of mean (±SD) of moral courage in the two groups 

Dimensions 

COVID-19 wards Non-COVID-19 wards 

Test 
Mean±SD Mean±SD 

Moral Agency 12.81±2.24 12.98±1.33 
1338.5 

P=0.555 

Multiple Values 12.18±1.80 12.20±1.83 P=0.912 

Endurance of threats 11.07±2.15 11.09±1.5 P=0.942 

Going Beyond Compliance 11.5±2.17 11.53±1.71 P=0.582 

Moral Goals 12.07±1.99 12.64±1.44 P=0.153 

Overall Scale 59.66±8.28 60.46±6.06 P=0.983 

Mann-Whitney  
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5-2. Moral Distress 

The total score of moral distress and dimensions 

of inappropriate competencies and responsibilities 

and not respect the ethics principles in the nurses 

of the COVID-19 and Non-COVID-19 wards did 

not have a statistically significant difference 

(P>0.05). The t-test showed that moral distress in 

dimension of errors is significantly higher in 

nurses of the Non-COVID-19 ward (P=0.039) 

(Table 4). 

 

 

Table 3: Comparison of mean (±SD) of moral distress in two groups 

Dimensions 
COVID-19 wards Non-COVID-19 wards 

Test 
Mean±SD Mean±SD 

Inappropriate competencies and 

responsibilities 
1.33±0.8 1.49±068 P=0.208

 

Errors Dimension 1.56±79 1.86±0.67 P=0.039 

Not respect the ethics principles 1.54±0.94 1.75±0.73 P=0.203 

Overall Scale 1.48±0.71 1.70±0.58 P=0.078 

Mann-Whitney; T-test 

 

 

5-3. Generalized Anxiety Disorder 

The chi-square test results show that the 

distribution of the frequency of generalized 

anxiety disorder in nurses of COVID-19 wards is 

significantly higher than Non-COVID-19. While, 

the results of the t-test showed that the mean score 

of generalized anxiety disorder in nurses of Non-

CIVID-19 wards is higher than COVID-19, but 

this difference was not statistically significant 

(Table 4). 

 

 

Table 4: Comparison of frequency and mean (SD) of generalized anxiety in two 4. Discussion 

Dimensions 
COVID-19 wards Non-COVID-19 wards 

Test 
N (%) N (%) 

GA 
Yes 34 (64.2) 24 (44.4) 

P=0.041 
No 19 (35.8) 30 (55.6) 

 Mean±SD Mean±SD  

Total score 4.83±2.5 5.51±2.53 P=0.168 

Chi-square; T-test 

 

 

The aim of this study was to compare the level of 

moral courage, moral distress and generalized 

anxiety disorder of nurses working in COVID-19 

and Non-COVID-19 wards.  

The generalized anxiety disorder score was lower 

in nurses caring for patients with COVID-19. In 

the study of Asadi et al., the level of anxiety in the 

nurses of Corona referral hospitals was reported to 

be moderate (19). COVID-19 was a source of 

great anxiety for all individuals and social groups. 

But it seems that people experience different 

levels of mental crisis, especially nurses who are 

directly facing this outbreak. Wang et al.'s study 
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on Chinese nurses showed that the prevalence of 

anxiety in nurses was low (30). The results of the 

current study were consistent with the study of 

Wong et al. It seems that the lack of negative 

emotion regulation strategies, such as self-blame, 

rumination and the high level of positive emotion 

regulation, such as acceptance and positive 

refocusing, cause less anxiety symptoms. 

Therefore, it can be said that people who have 

high emotional skills arrange their lifestyles in 

such a way that they experience less negative 

consequences. They are also skilled at building 

and maintaining high quality relationships. On the 

contrary, people who have low emotional 

regulation ability will have a weaker adaptation in 

the face of life stress and adaptation. As a result, 

they suffer from anxiety. The use of these 

strategies makes nurses evaluate events with a 

different perspective.   

There was no significant difference in the severity 

of moral distress between nurses caring for 

COVID-19 and Non-COVID-19 patients. The 

results of the study by Sarkoohi et al. were in line 

with the findings of the present study (31). 

However, the study by Behbodi et al (32) and 

Miljeteig et al (33) showed that nurses directly 

involved in caring for patients with COVID-19 

experienced more intense moral distress than 

nurses who were not directly involved. The 

findings substantiate that in Iran; more nursing 

staff is needed due to the shortage of nursing staff, 

particularly in clinical wards, increased workload, 

critical conditions of coronavirus disease, 

increased mortality rate and prolonged 

hospitalization. Nurses gradually adapted to this 

situation; thus, their constant presence at the 

patient's bedside necessitated the need for ethical 

decisions. Hence, nurses have more power to deal 

with ethical issues in their day-to-day therapeutic 

actions (34-35). Based on the different adaptation 

mechanisms that exist between people with the 

appearance of moral tensions in therapeutic 

environments, the way people face these 

situations is different; so, some people get 

depressed, despair and conflict. A few people 

have coped with these conditions, but 

unconsciously, under the influence of the hidden 

effects of moral distress, they experience job 

dissatisfaction and burnout. 

The different results of the findings in different 

studies can be due to cultural differences in 

different societies and nationalities. Also, perhaps 

one of the reasons is that the degree of influence 

of these factors in creating stress depends on the 

type of work environment and the characteristics 

of the people themselves. Emotionally, they are 

more sensitive, they are more affected by the 

patients' conditions and distress occurs in them 

more intensely (36). 

Based on the findings of Lazarin, which is in line 

with the results of the present study, he states that 

nurses normally enjoy providing services to 

patients, but the stressful conditions prevailing in 

the work environment are considered to be an 

obstacle to the implementation of care. Also, one 

of the cases where the effect of ethical issues it 

increases; maybe it is its repetition. The repeated 

exposure of nurses to their own ethical issues is an 

important factor in being influenced by them. 

Nurses have more ability to face ethical issues in 

their daily actions (37). 

Among the dimensions of moral distress, only the 

errors had a significant difference between the 

two groups, so that this dimension was more in 

the nurses caring for Non-COVID-19 patients 

than in the group caring for COVID-19 patients. 

Guttormson et al study is consistent with our 

findings (38). However, Shourideh et al. have 

named the incomplete and insufficient treatment 

of patients by employees (due to improper 

allocation of responsibilities and competencies) 

and the unfair distribution of power among 

colleagues (after not observing ethical principles) 

as the most stressful factors in nurses (26), during 

the crisis period of the outbreak of COVID-19 

seems due to the acute and complex conditions, 

the amount of medical errors and not reporting 

these errors was low in the research society.  

In general, in critical departments, with the 

increase of nurses' authority, their moral distress 

increases. Therefore, considering that one of the 

most important factors in preventing and reducing 

moral distress is having moral courage. Therefore, 

one of the reasons for the high moral courage of 

nurses in critical departments is the ability to 

prevent and reduce their moral distress (39). 
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There was also no significant difference in the 

score of moral courage between nurses caring for 

COVID-19 and Non-COVID-19 patients. 

Consistent with the results of this study, Namadi 

et al (40) and Sharifpour et al (41) found in their 

studies that the ICU nurses' moral courage was 

not significantly different from non-ICU nurse. 

These differences in the results could be due to 

different cultural and organizational contexts, 

head nurses' and managers' levels of support, 

nurses' attitudes toward care, the importance of 

job preservation for employees and religious 

beliefs and values in the communities. The effect 

of these factors on creating courage is associated 

with the type of work environment and personal 

traits. Furthermore, the unexpected onset of 

coronavirus disease with high transmission and 

mortality rate has increased the nurses' sense of 

responsibility for an efficient and constructive 

presence to save the patient's life. Considering 

that moral courage is one of the inner and 

valuable characteristics of a human being, which 

is considered a virtue from a human, moral and 

professional point of view. Professionally, nurses 

mean support, promotion and maximization of 

health and ability, prevention of disease and 

Injury, facilitation of recovery, alleviation of pain 

and suffering through diagnosis and treatment, 

human responses and support are defined in the 

care of communities. Therefore, nurses are 

expected to be equipped with a virtue such as 

moral courage in fulfilling their professional 

commitment and meeting the patient's care needs, 

so that they can Manage this well (42).  

Working in critical sectors requires skills such as 

self-confidence, decisiveness, creativity, critical 

thinking, compliance with professional ethics, 

risk-taking and decision-making in order to be 

able to carry out their activities effectively, so 

moral courage is high. Nurses are not far from 

waiting (43). AUltman believes that moral 

courage is learned with the passage of time and 

observing the courageous behavior of others. He 

states that with increasing work experience and 

frequent encounter with therapeutic challenges, 

the occurrence of courageous behaviors in nurse’s 

increases. It seems that nurses in the critical 

departments have the mentioned characteristics 

(44). There were two other limitations to the 

current research. Although all distributed 

questionnaires were returned to the researchers, 

some of the questionnaires had been defaced. 

Secondly, the nurses could have developed 

different perceptions of the main study variables 

at the time of completing the questionnaires due 

to specific conditions encountered in the 

workplace. However, such perceptions were 

beyond the control of the researchers.  

Several studies have been conducted on the moral 

distress and courage of the nurses caring for 

patients with COVID-19. However, no study has 

compared nurses' moral courage and distress 

during the COVID-19 crisis. Consequently, the 

authors had access to a limited number of articles 

to compose a comprehensive discussion section 

and used other articles that measured the level of 

moral courage and distress in nurses caring for 

patients with a specific disease. Conducting 

further studies while considering the limitations of 

the present study and controlling the frequency of 

morally distressing situations in the study sections 

can produce a more accurate knowledge about the 

nurses' anxiety, moral distress and courage in the 

clinical setting. 

 

Conclusion 

The results showed that nurses caring for the 

patients with COVID-19 had low anxiety levels. 

In fact, they have tried to take care of patients 

well. Also, the results indicated that the severity 

of nurses' moral distress and their level of moral 

courage were no significant difference, 

respectively. Therefore, it seems necessary to 

provide nurses with psychological and financial 

support and training to deal with coronavirus 

anxiety during the current crisis. On the other 

hand, nurses' courageous behavior in the face of 

moral challenges reduces the severity of their 

moral distress. In order to spread these 

courageous behaviors, raising nurses' awareness 

of ethical principles, eliminating organizational 

barriers and encouraging nurses to participate in 

an open discussion about moral challenges are 

among the effective measures. In addition, despite 

the low levels of moral distress at the workplace, 

nurses are constantly confronted with it during 

their professional lives, which may negatively 
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affect their morale to provide care effectively for 

patients. Therefore, managers' close and 

thoughtful attention to using training programs on 

ethical issues to identify the symptoms of moral 

distress and encourage nurses to share their 

experiences of this concept seems necessary. It is 

recommended that, in future studies, the 

effectiveness of psychological interventions be 

compared in medical staff in-person and virtually. 

Applying the results of this research can pave the 

way for further research to investigate the factors 

reducing anxiety and moral distress and 

increasing moral courage in nurses. 
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