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BACKGROUND: When working with surrogate decision-
makers, physicians often encounter ethical challenges
that may cause moral distress which can have negative
consequences for physicians.
OBJECTIVE: To determine frequency of and factors asso-
ciated with physicians’ moral distress caring for patients
requiring a surrogate.
DESIGN: Prospective survey.
PARTICIPANTS: Physicians (n=154) caring for patients
aged 65 years and older and their surrogate decision-
makers (n =362 patient/surrogate dyads). Patients were
admitted to medicine or medical intensive care services,
lacked decisional capacity and had an identified surrogate.
MAIN MEASURES: Moral distress thermometer.
KEY RESULTS: Physicians experienced moral distress in
the care of 152 of 362 patients (42.0%). In analyses ad-
justed for physician, patient, and surrogate characteris-
tics, physician/surrogate discordance in preferences for
the plan of care was not significantly associated withmor-
al distress. Physiciansweremore likely to experiencemor-
al distress when caring for older patients (1.06, 1.02–
1.10), and facing a decision about life-sustaining treat-
ment (3.58, 1.54–8.32). Physicians were less likely to ex-
perience moral distress when caring for patients residing
in a nursing home (0.40, 0.23–0.69), patients who previ-
ously discussed care preferences (0.56, 0.35–0.90), and
higher surrogate ratings of emotional support from clini-
cians (0.94, 0.89–0.99). Physicians’ internal discordance
when they prefer a more comfort-focused plan than the
patient is receiving was associated with significantly
higher moral distress (2.22, 1.33–3.70) after adjusting
for patient, surrogate, and physician characteristics.
CONCLUSIONS: Physician moral distress occurs more
frequently when the physician ismale, the patient is older

or requires decisions about life-sustaining treatments.
These findings may help target interventions to support
physicians. Prior discussions about patient wishes is as-
sociated with lower distress and may be a target for
patient-centered interventions.
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INTRODUCTION

Some of the most challenging decisions in medical care in-
volve choices between life-prolonging treatment and comfort
care. This becomes even more difficult when patients are
unable to make their own decisions and require a surrogate
decision-maker. Surrogate decision-making for seriously ill,
hospitalized patients is a frequent occurrence.1–3 Ethical con-
cerns, particularly issues related to physician/surrogate con-
flict, have been discussed in the ethics literature.4–7 There is
evidence that some surrogates and physicians have high levels
of overall distress associated with decision-making.8, 9 How-
ever, there are few data about the frequency or severity of
moral distress among physicians.
Moral distress is an emotional experience in which an

individual feels constrained from acting on deeply held
beliefs, resulting in the sense of compromising one’s profes-
sional integrity.10 First described in the nursing literature, there
is a growing body of evidence that moral distress is a common
experience regardless of profession and also has negative
consequences for physicians.11 It has been correlated with
secondary traumatic stress, burnout, intent to leave a position,
and depressive symptoms.12–15

Physicians may experience moral distress in situations
when surrogates are asked to make decisions for patients
who cannot express values and preferences, especially when
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the surrogatemust make life and death decisions for the patient
3. In fact, prior studies have found that surrogate decision-
making related to end-of-life decisions is one important cause
of moral distress, particularly when clinicians feel they are
following a plan of care inconsistent with a patient’s best
interest because it is what a family wants.11, 16, 17 Physicians
may feel tension between the family’s perspective on the
patient’s wishes and interest and their own perspective. The
current study explored moral distress related to the care of
hospitalized elderly patients requiring a surrogate in order to
describe the frequency of moral distress and association with
particular physician, surrogate or patient characteristics. Due
to the importance of conflict in surrogate decision-making, our
pre-specified hypotheses were as follows: discordance be-
tween the physician and the surrogate regarding the preferred
plan of care would be associated with higher physician moral
distress, and discordance between physicians’ preference for
the plan of care and their perceptions of the actual plan of care
would be associated with higher physician moral distress.

METHODS

We conducted a secondary analysis of a study that was orig-
inally designed to validate a survey of surrogate related com-
munication quality.18 The sample size for the original study
was determined for purposes of validating a survey of
clinician/surrogate communication. Power for this secondary
analysis is provided in the “Results” section. This prospective
observational study was conducted in medicine and medical
intensive care unit services of three hospitals in one Midwest-
ern city. The hospitals included services where medical resi-
dents and fellows cared for patients and services staffed only
by attending physicians. The Indiana University institutional
review board approved the study.

Participants

Eligible participants for this analysis were physicians, regardless
of specialty who cared for patients requiring a surrogate decision-
maker within 96 h after patient admission. Eligible patients were
65 years and older, admitted to medicine or medical ICU serv-
ices, hospitalized for at least 48 h, lacked decisional capacity, and
had a qualified surrogate based on state law.18 Surrogate
decision-makers for each of these patients provided consent for
participation for both themselves and the patient.

Study Procedures

For each patient, a trained research assistant conducted a 3–5-
min telephone interview with the available physician caring
for the patient (intern, resident, fellow or attending) between
48 and 96 h after patient admission. Physicians were identified
using a service call schedule. We typically started with the
most junior member of the team because on teaching services,
junior physicians spend the most time in direct patient care and

likely would know the patient’s situation the best. The
patient’s surrogate was then surveyed between hospital day 3
and 10 to obtain patient and surrogate characteristics and the
surrogate’s judgment about the best course of treatment, per-
ception of medical care and decision-making. Time frames for
physician and surrogate interviews were determined based on
feasibility of data collection.

Instruments

Physician demographics included gender, role on the team,
years of clinical experience, (intern, resident, fellow, or attend-
ing) and knowledge of patient preferences. Also, the physician
was asked if he or she was aware that the patient had expressed
preferences for medical treatment prior to losing capacity (see
Appendix online). Physician moral distress was measured
using an oral version of the moral distress thermometer
(MDT) regarding the care of a specific patient.19 Physicians
were provided a definition of moral distress and asked to rate
their moral distress on a 0–10 scale regarding the care of the
patient. Additionally, physicians and surrogates were asked to
identify their preferred course of treatment and their percep-
tion about the course of treatment the patient was receiving.
The courses of treatment options were (1) focused on extend-
ing life as much as possible, (2) focused on relieving pain and
discomfort, and (3) in between, (some treatments might be too
burdensome). Physicians identified whether any of a number
of predefined major decisions had been considered during the
hospitalization, e.g. life-sustaining treatment, procedures, or
hospital discharge to a skilled nursing facility. Acceptance of
discharge to a skilled nursing facility was included because it
can be a strong reflection of values and preferences regarding
quality of life and rehabilitative goals of care.
Surrogates were asked to complete a survey that included

information about patient and surrogate demographic varia-
bles, the Family Inpatient Communication Survey (FICS) 18 to
measure surrogate perceptions of clinician emotional support
and information provided, and the Generalized Anxiety
Disorder-7 (GAD-7) 20 to assess anxiety. Surrogates were also
asked about their judgment regarding the best course of treat-
ment for the patient and whether the patient had discussed
their preferences for medical care with anyone in the past
(Appendix online). Patient medical data obtained by a trained
research assistant from the electronic medical record included
age, location of admission (ICU versus medical bed), and
reason for incapacity. The research assistant also reviewed
diagnoses to calculate the Cumulative Illness Rating Scale
(CIRS) 21, 22 to assess the patient’s illness severity

Statistical Analysis

We selected physician, surrogate, and patient characteristics
variables that we hypothesized would be associated with phy-
sician moral distress, based on our review of the literature.
Bivariate analyses using logistic regression were performed to
determine the degree to which moral distress is associated with
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each variable. Because 58% of physicians reported a moral
distress score of 0, and no other distribution adequately fit the
model, including zero-inflated models, this variable was di-
chotomized into no moral distress versus any moral distress (0
vs. ≥ 1) for all analyses. Because we were interested in patient
and surrogate characteristics as well as physician character-
istics associated with moral distress, we conducted the analysis
at the patient level. Physicians could have more than one
patient, and hence more than one moral distress score in the
data set. This intra-physician correlation was handled by the
use of generalized linear mixed models (GLMMs), with the
use of random intercepts for physician.
“Course of Treatment” variables (physician preferred, phy-

sician perceived, surrogate preferred) were paired to assess for
discordance: physician preferred with surrogate preferred;
physician preferred with physician perceived. Additional
covariates were examined as predictors of secondary interest
based on (1) clinical and demographic relevance and (2)
results from previous analyses on the same data for the prima-
ry and other secondary analyses, in order to adjust for their
potentially confounding effects. The two primary predictors of
interest (physician/surrogate discordance and physician
preference/perceived discordance) were tested in different
models due to their theoretical and conceptual correlation with
each other. Due to some physicians having all zero scores and
some physicians having all high, 8+, scores and the small
number of large moral distress scores, we wanted to ensure
our results were robust and therefore performed sensitivity
analyses by removing such observations to examine whether
results were similar All analyses were performed using SAS
v9.4 (SAS Institute, Cary, NC). All analytic assumptions were
verified. Collinearity was tested.

RESULTS

Overall, our data did not support our pre-specified hypothesis
that physician moral distress would be more likely when there
was discord between the physician and surrogate preference for
treatment. However, there was increased moral distress when
the physician perceived the plan of treatment to be different than
what they would prefer. A close examination of other variables
revealed some additional interesting findings.

Demographic and Moral Distress
Characteristics

There were 154 eligible physicians. These physicians provid-
ed moral distress ratings for 362 of enrolled 364 patient/
surrogate dyads (ratings were missing for two patients).18

Physicians had an average of 5.8 years of experience since
graduating from medical school. Most saw only one patient
(64.9%), but some saw more than one, with a maximum of 32
(Table 1). Enrolled patients had a mean age of 81.8, 61.9%
were women, 68.8% white, and 27.9% African American
(Table 2). The most frequent reason for patient incapacity

Table 1 Participant Characteristics

Physician (n = 154)

Characteristics Number (%)

Years of experience, mean (standard deviation) 5.8 (6.1)
Female 138 (37.9)
Role
Attending 240 (65.9)
Fellow 6 (1.7)
Intern 30 (8.2)
Other 6 (1.7)
Resident 82 (22.5)

Number of patients seen
1 100 (64.9)
2 22 (14.3)
3 9 (5.8)
4 7 (4.6)
5 6 (3.9)
6–32 10 (6.5)

Table 2 Matched Patient Surrogate Pair Characteristics

Patient (n = 362)

Characteristics Value*

Age, mean (standard deviation) 81.82 (8.29); 81.98 (65.41,
105.00)

Sex
Female 224 (61.9)
Male 138 (38.1)

Race
Black 101 (27.9)
White 249 (68.8)
Other 12 (3.3)

Living situation
Institution 125 (34.5)
Home with someone 186 (51.4)
Alone at home 51 (14.1)
Illness severity CIRS, mean (standard

deviation)
24.36 (5.97); 25 (9, 41)

Admission location
Critical Care/ICU 93 (25.9)
Hospitalist/floor 266 (74.1)

Reason for patient incapacity
Dementia 221 (61.1%)
Stroke 21 (5.8%)
Delirium 22 (6.1%)
Medication 23 (6.4%)
Other 113 (31.2%)

Surrogate (n = 362)
Characteristics Number (%)
Age, mean (standard deviation) 58.31 (11.23); 58.36

(25.84, 86.58)
Sex
Female 257 (71.0)
Male 105 (29.0)

Race
Black 103 (28.5)
White 248 (68.7)
Other 10 (2.8)

Relationship to patient
Spouse 62 (17.1)
Child 251 (69.3)
Other 49 (13.5)

FICS† emotional subscale, mean
(standard deviation)

50.26 (6.83); 49 (4, 60)

GAD‡ at enrollment, mean (standard
deviation)

4.30 (4.99); 3 (0, 21)

*Values are means (standard deviations); medians (ranges) for
continuous variables and frequencies (percentages) for categorical
variables
†Family Inpatient Communication Survey (FICS) 20

‡Generalized Anxiety Disorder-7 (GAD-7) 21
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identified in the medical record was dementia (221 or 61.1%).
Surrogates’ mean age was 58.3, 71.0% were women, 68.7%
white, and 28.5% African American. The majority of surro-
gates were the patient’s adult children at 69.3%, with 17.1%
being spouses (Table 2).
MDT scores by patients ranged from 0 to 9 (Fig. 1). Physi-

cians reported experiencing any moral distress in the care of
42% of patients (152/362). Most scores were low, with only
16.5% (60/362) having scores of 4 or higher (Fig. 1).

Moral Distress and Physician/Surrogate Treat-
ment Preference Discordance

Physician and surrogates agreed about the preferred plan of
treatment in 42.5% (151/362) of cases, with the physician
preferring more aggressive treatment than surrogates in
31.3% (111/362) cases and more comfort than surrogates
preferred in 26.2% (93/362) cases (Table 3). Physician surro-
gate discordance about the preferred plan of care was not
significantly associated with moral distress in unadjusted anal-
ysis (Table 3) or when adjusted for physician, patient, and
surrogate characteristics (Model 1, Table 4).

Moral Distress and Physician Characteristics

In adjusted analyses controlling for physician/surrogate dis-
cordance, and patient and surrogate characteristics, female
physicians were less likely to experience moral distress than
male physicians in the adjusted analysis (odds ratio (OR) 0.45;
95% confidence interval (CI) 0.21, 0.93; p = .0316; Model 1,
Table 4).

Moral Distress and Patient/Surrogate
Characteristics

Patient and surrogate characteristics that were significantly
associated with having moral distress when controlling for
other patient and surrogate characteristics and physician/
surrogate discordance (Model 1, Table 4) included older
patient age (1.06, 1.02–1.10; p = .0013) and facing a

decision about life-sustaining treatment (3.58, 1.54–8.32;
p = .0031). Physicians were less likely to report moral
distress when caring for patients who reside in nursing
homes (0.40, 0.23–0.69; p = .0010), patient previously dis-
cussing care preferences with anyone (0.56, 0.35–0.90;
p = .0170), and higher surrogate ratings of emotional sup-
port from clinicians (0.94, 0.89–0.99; p = .0128). In the
parallel model addressing physician internal discordance
(Model 2, Table 4), there was a similar pattern of associa-
tions with moral distress for the patient and surrogate
characteristics, except that having a living will was associ-
ated with lower physician moral distress (0.54, 0.31–0.94;
p = .0305, Model 2, Table 4).

Moral Distress and Physician Preferred/
Perceived Treatment Discordance

Physicians’ preferred and perceived plan of treatment was the
same in 77.8% (281/362) cases (Table 2). The physician
reported preferences for comfort care more often than they
perceived the patient was receiving it in 21.6% (78/362) cases.
The physician preferring more aggressive treatment was rare
(0.6%, 2 cases) and was not included in multivariable analysis
(Table 3). Physicians’ preferring a more comfort-focused plan
than the patient was receiving were more likely to experience
moral distress when adjusted for physician, patient, and sur-
rogate characteristics (OR = 2.22, 95% CI 1.33–3.70;
p = .0022, Table 3).

Sensitivity Analyses

For the sensitivity analyses, we analyzed the data after remov-
ing moral distress scores that were above a threshold, applying
a different threshold in separate analyses (≥ 4, ≥ = 5, and equal
to 10). In a separate analysis, we removed all of a physician’s
data if their moral distress scores were all equal to zero or were
all > = 8. Results from all sensitivity analyses were similar to
those using the entire data, except that physician gender be-
came marginally non-significant. No physician with four or

Figure 1 Distribution of moral distress thermometer scores (n = 362 patients).
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more measurements had consistently high scores (4 or 5) or
consistently low scores (0 or 1 or 2), with the exception of five
physicians who had four or more measurements, all of which
were zero.
Post hoc power analyses showed that, with an alpha of 0.05,

the power for two-sided chi-square tests in logistic regression
to detect the effect sizes, with the given sample sizes, observed
in Table 3 between moral distress (yes/no) and discordance (3
categories) ranged from 78% for physician/surrogate discor-
dance to 94% for physician preference/perceived discordance,
with slightly less power than that after accounting for within-
physician correlation.

DISCUSSION

This study helps characterize the patterns of physician moral
distress found in the care of hospitalized older adults requiring a
surrogate decision-maker. Most of the time, moral distress was
rated as low to moderate. However, even low-grade moral
distress may accumulate over time and have negative conse-
quences.23 There is evidence that it is not just intensity of moral
distress but the frequency of morally distressing situations that
contributes to negative consequences for clinicians and
patients.24, 25 Additionally, although highly distressing situa-
tions are uncommon, they are often salient and memorable. As

Table 3 Physician, Patient and Surrogate Characteristics and Relationship of Each Characteristic to Physician Moral Distress

All (n = 362) No moral
distress
(n = 210)

Moral
distress
(n = 152)

Odds ratio 95%
CI

P
value

n % n % n %

Discordance measures
Physician/surrogate discordance about what should be done (physician preferred/surrogate preferred)
Prefers the same (reference) 151 42.5 85 41.3 66 44.3
Physician prefers more aggressive 111 31.3 75 36.4 36 24.2 0.58 (0.32, 1.05) .0727
Physician prefers more comfort 93 26.2 46 22.3 47 31.5 1.51 (0.82, 2.79) .1860

Physician internal discordance about what should be done (physician preferred/physician perceived)
Prefers the same (reference) 281 77.8 178 85.2 103 67.8
Physician prefers more aggressive 2 0.6 1 0.5 1 0.7 1.52 (0.05, 51.50) .8152
Physician prefers more comfort 78 21.6 30 14.4 48 31.6 2.98 (1.62, 5.50) .0005

Physician characteristics (by patient)
Experience (years) 5.80 6.10 8.00 6.02 7.05 5.27 0.95 (0.90, 1.00) .0561
Gender (female vs. male) 69 44.8 86 41.0 51 33.6 0.60 (0.31, 1.17) .1309
Physician is aware of patient’s wishes for future medical care 165 45.6 95 45.2 70 46.1 1.11 (0.66, 1.85) .6933

Patient characteristics
Lives with
Alone (reference) 51 14.1 28 13.3 23 15.1
Institutional 125 34.5 78 37.1 47 30.9 0.52 (0.24, 1.14) .1024
Home with someone else 186 51.4 104 49.5 82 54.0 0.85 (0.41, 1.76) .6567

Age 81.82 8.29 80.79 8.24 83.24 8.18 1.03 (1.00, 1.06) .0642
Gender (female vs. male) 224 61.9 129 61.4 95 62.5 1.10 (0.66, 1.83) .7114
Race (Black vs. White) 101 27.9 56 27.6 45 30.6 1.51 (0.86, 2.66) .1551
CIRS† 24.36 5.97 23.89 6.03 25.02 5.83 1.05 (1.00, 1.09) .0395
Admit location (ICU vs. Floor) 93 25.9 66 31.6 27 18.0 0.48 (0.2, 0.93) .0297

Surrogate characteristics
Relationship to patient
Child (reference) 251 69.3 144 68.6 107 70.4
Spouse 62 17.1 40 19.1 22 14.5 0.65 (0.33, 1.26) .2001
Other 49 13.5 26 12.4 23 15.1 1.21 (0.58, 2.53) .6138

Age 58.31 11.23 58.59 11.53 57.91 10.83 0.99 (0.97, 1.01) .3944
Gender (female vs. male) 257 71.0 145 69.1 112 73.7 1.22 (0.72, 2.08) .4656
Education 13.98 2.53 13.92 2.48 14.05 2.73 1.03 (0.93, 1.13) .6137

Income
Not enough (reference) 40 11.2 23 11.0 17 11.5
Comfortable 201 32.5 120 57.4 81 54.7 0.68 (0.30, 1.51) .3404
Just enough 116 32.5 66 31.6 50 33.8 0.81 (0.35, 1.88) .6199

GAD (anxiety) enrollment 4.30 4.99 3.98 4.67 4.75 5.40 1.04 (0.99, 1.10) .0841
Decisions faced
Life Sustaining Treatment 247 68.2 125 59.5 122 80.3 2.64 (1.51, 4.62) .0008
Procedures and Surgeries 120 33.2 82 39.1 38 25.0 0.59 (0.34, 1.00) .0507
Discharge planning 90 24.9 55 26.2 35 23.0 0.79 (0.45, 1.39) .4082

Advance care planning
Has patient discussed future medical care with anyone (per

surrogate)?
264 73.1 160 76.2 104 68.8 0.57 (0.33, 0.98) .0436

Does patient have living will? 174 49.4 105 51.7 69 46.3 0.57 (0.34, 0.97) .0367
Does patient have health care rep? 285 79.2 162 77.5 123 81.5 0.97 (0.52, 1.80) .9199

Communication
FICS information sub-scale* 73.29 12.79 72.92 12.63 73.80 13.04 1.00 (0.98, 1.02) .8720
FIC emotional sub-scale* 50.26 6.83 50.59 6.36 49.81 7.44 0.97 (0.94, 1.01) .1422

Values are frequencies (percentages) for categorical variables unless noted. Frequencies may not add to full sample size due to missing responses.
Binary/logistic analyses are modeled using generalized estimating equations to account for intra-physician correlation
*Means (standard deviations) for continuous variables; †cumulative Illness Rating Scale (CIRS) 22, 23
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the situation is resolved, acute moral distress decreases; how-
ever, a moral residue remains, raising a baseline level of moral
distress, contributing to what Epstein and Hamric describe as
the crescendo effect.23 A higher baseline level of moral residue
can create higher crescendos, evoking more intense moral dis-
tress when encountering ethically challenging situations. Given
that we found physicians reported moral distress in roughly half
of cases when older adults required surrogates andwas severe in
some cases, interventions are needed to help prevent the cumu-
lative effects over time.
Prevention efforts are important because clinician moral

distress is correlated with secondary traumatic stress and burn-
out.13 The impact on patients is less well studied; however,

high levels of moral distress are associated with poor relation-
ships between physicians and nurses.26–28 Clinicians may also
distance themselves from patients at a time when intense
engagement, particularly clear communication is needed to
improve end-of-life care.29

We found that male physicians were more likely to experi-
ence moral distress than female physicians. Junior physicians
were more likely to experience moral distress than more senior
physicians. This may be due to the hierarchical nature of
medicine, particularly at training institutions. Junior level
physicians may form an opinion about the course of treatment,
however ultimately an attending physician is responsible for
medical decisions. This may contribute to a feeling of

Table 4 Multivariable Relationship Between (1) Physician/Surrogate Discordance About Preferred Plan of Treatment (Physician Preferred/
Surrogate Preferred) and Moral Distress and (2) Physician Discordance About Preferred vs. Perceived Plan of Treatment (Physician Preferred/

Physician Perceived) and Moral Distress

Model 1 Model 2

OR (95% CI) p value OR (95% CI) p value

Physician preferred/surrogate preferred
Prefers the same (reference)
Physician prefers more aggressive 0.78 (0.44, 1.39) .3963
Physician prefers more comfort 1.28 (0.79, 2.06) .3142

Physician preferred/physician perceived
Prefers the same as perceive (reference)
Physician prefers more comfort than they perceive 2.22 (1.33, 3.70) .0022
Physician prefers more aggressive than they perceived N/A N/A

Physician characteristics
Experience (years) 0.95 (0.90, 1.01) .0879 0.95 (0.89, 1.00) .0563
Gender (female vs. male) 0.45 (0.21, 0.93) .0316 0.47 (0.23, 0.96) .0390
Physician is aware of patient’s wishes for future medical care 1.02 (0.59, 1.78) .9381 1.06 (0.60, 1.88) .8356

Patient characteristics
Lives with
Alone (reference)
Institutional 0.40 (0.23, 0.69) .0010 0.33 (0.19, 0.57) <.0001
Home with someone else 0.66 (0.37, 1.17) .1546 0.59 (0.33, 1.04) .0666

Age 1.06 (1.02, 1.10) .0013 1.07 (1.03, 1.10) .0003
Gender (female vs. male) 0.89 (0.55, 1.46) .6497 0.92 (0.56, 1.50) .7383
Race (Black vs. White) 0.97 (0.52, 1.83) .9366 0.98 (0.53, 1.80) .9500
CIRS 1.03 (0.96, 1.11) .3973 1.03 (0.95, 1.10) .5021
Admit location (ICU vs. Floor) 0.54 (0.21, 1.40) .2037 0.55 (0.22, 1.36) .1952

Surrogate characteristics
Relationship to patient
Child (reference)
Spouse 1.54 (0.59, 3.97) .3757 1.52 (0.58, 3.97) .3963
Other 1.08 (0.58, 2.02) .8151 1.09 (0.59, 2.01) .7735

Age 0.99 (0.96, 1.02) .5684 0.99 (0.96, 1.03) .6364
Gender (female vs. male) 1.08 (0.62, 1.87) .7886 1.08 (0.62, 1.88) .7871
Education 1.09 (0.97, 1.23) .1456 1.08 (0.97, 1.21) .1360
Income
Not enough (reference)
Comfortable 0.78 (0.39, 1.55) .4797 0.89 (0.44, 1.84) .7602
Just enough 1.20 (0.55, 2.58) .6465 1.30 (0.59, 2.89) .5144

GAD (anxiety) enrollment 1.05 (1.01, 1.10) .0470 1.04 (1.00, 1.09) .0746
Decisions faced
Life sustaining treatment 3.58 (1.54, 8.32) .0031 3.54 (1.58, 7.94) .0022
Procedures and surgeries 1.09 (0.53, 2.23) .8162 0.99 (0.48, 2.04) .9722
Discharge planning 1.04 (0.58, 1.89) .8863 1.03 0.58, 1.84) .9121

Advance care planning
Has patient discussed future medical care?† 0.56 (0.35, 0.90) .0170 0.57 (0.36, 0.93) .0232
Does patient have living will? 0.59 (0.35, 1.00) .0508 0.54 (0.31, 0.94) .0305
Does patient have health care rep? 0.80 (0.35, 1.84) .6046 0.82 (0.36, 1.88) .6363

Communication
FICS* information sub-scale 1.02 (0.99, 1.05) .1162 1.03 (1.00, 1.06) .0741
FICS emotional sub-scale 0.94 (0.89, 0.99) .0128 0.94 (0.89, 0.99) .0128

Results are given as odds ratios with 95% confidence intervals. Adjusted logistic analyses are modeled using generalized estimating equations to
account for intra-physician correlation
*Family Inpatient Communication Survey (FICS)
†Based on surrogate report of patient ever expressing preferences
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powerlessness, a known contributor to the experience of moral
distress.11, 12, 26 A larger study may be needed to further
investigate this trend.
Consistent with prior literature, we found that an im-

portant cause of distress for physicians is feeling like the
care plan includes more life-sustaining treatment than they
believe is appropriate.17 The physician may experience
discordance when they choose to honor a surrogate’s
request for a particular plan of care even if the physician
disagrees with it. This may be an ethically sound approach
because ethical guidelines for surrogate decision-making
give surrogates the authority to speak for the patient.
However, it has been argued that physicians have an
obligation to ensure that non-beneficial treatments are
not provided to patients even if a surrogate prefers
them.30, 31 Balancing these conflicting priorities may lead
to moral distress .
Several patient factors were important predictors of moral

distress. Consistent with other studies, our findings showed
that physicians were more likely to experience moral distress
in the care of patients who required decisions about life
sustaining treatments.32, 33, 34 Our findings highlight that for
hospitalized patients, as a patient’s age increases, so does the
likelihood of physician moral distress. Advance care planning,
in the form of conversations about patient preferences and
living wills, was associated with reduced moral distress. This
suggests that decisions about the treatment of incapacitated
patients may be easier to achieve if the patient has previously
expressed his or her own preferences for care. There is evi-
dence that high quality advance care planning can affect the
care of patients and reduce surrogate distress.35 Our study
supports the hypothesis that advance care planning may also
decrease moral distress for physicians.
Finally, we found a lower incidence of moral distress in cases

when surrogates reported better emotional support from clini-
cians. The direction of cause and effect cannot be
determined—physicians who are better communicators may
also have less distress, or alternatively better communication
may lead to lower physician-surrogate conflict and thus to lower
incidence of physician moral distress. Further randomized con-
trolled intervention research is needed to explore whether better
emotional support of the surrogate could improve the decision-
making process and reduce physician moral distress.
Physician moral distress is a cause of concern for the

profession of medicine.36 It may also be an indicator of
conflicting perceptions of the goals of care, differing opinions
about how to best serve the patient and disappointment in the
limited treatment options. Physicians’ ability to identify ethi-
cal concerns in the care of patients is necessary to high-quality
medical treatment, but is insufficient if the physician feels
constrained from carrying out an ethical plan of care. Future
work is needed to determine whether interventions that pro-
vide decision-making support before and during the acute
hospitalization can affect the plan of care and reduce moral
distress. This may include existing interventions such as ethics

or palliative care consultation or communication interventions
to address advance care planning or in-hospital communica-
tion.37, 38, 39

This study has several limitations. We did not explore the
particular causes of the discordance or the distress in each
case. Future work could examine high distress cases using
qualitative methods in order to explore situations where there
is discordance. Future studies also could use the MMD-HP, a
more detailed instrument that identifies contributing factors to
and measures both intensity and frequency of moral distress.40

There may be other characteristics of physicians associated
with distress that we did not measure. Our finding that
physician/surrogate discordance was not found to be associat-
ed with moral distress may be due to the difference in the
timing of data collection. Physicians were interviewed less
than 96 h after admission, early on in the course of treatment,
and surrogates were interviewed up to 10 days after admission
when there may be more clarity around the plan of treatment.
This suggests an opportunity for future research to explore
impressions of the plan of treatment at the same point in time
to better determine more precisely whether or not there is
discordance between physicians and surrogates.
In conclusion, providers caring for older adults who must

rely on surrogate decision-making experience moral distress
about half the time, although most cases involve low to mod-
erate distress. Physician moral distress in this setting is asso-
ciated with physician, surrogate and patient characteristics,
especially the need for decisions about life-sustaining treat-
ments. Interventions to support physicians and improve the
quality of decision-making could target these situations. Our
data reveals that a particular aspect of the situation, namely
when there is knowledge about a conversation about patient
preferences, physicians are less likely to experience moral
distress. Future research could investigate whether advance
care planning and emotional support of surrogates could re-
duce the levels of physician moral distress.
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